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Physicians'  Classified 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  City,  Nebraska 
68926. 

IMMEDIATE  OPENING  for  Ob-Gyn,  In- 
ternal Medicine,  and  Orthopedic  specialties  to 
establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified. Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc, 
Wisconsin  54220. 

MEDICAL  OFFICE  FOR  RENT  OR 
LEASE  — Cot-Nor  Incorporated  Suite  500 
with  1,015  sq.  feet  located  at  5440  South  Street, 
Lincoln,  Nebraska.  Abundant  parking  avail- 
able. If  interested,  contact  Mr.  Dick  Gaughan, 
Manager  of  Cot-Nor  Incorporated,  Suite  1600, 
5440  South  Street,  Lincoln,  Nebraska  68506. 
Phone:  (402)  489-2718. 


NOW  LEASING  for  late  1974  occupancy,  a 
new  medical  building  connected  to  a 275  bed 
hospital  in  the  rapidly  growing  Northeast 
suburb  of  Minneapolis.  Suites  will  be  custom 
designed  to  suit  individual  tenants.  For  fur- 
ther information,  contact  J.  L.  Harty,  M.D., 
c/o  Unity  Hospital,  550  Osborne  Road,  Frid- 
ley, Minnesota  55432.  012-786-2200. 

GENERAL  PRACTITIONER  needed  to 
serve  as  Medical  Director  of  medical  care  fa- 
cilities for  the  Nebraska  Penal  and  Correc- 
tional Complex.  Average  daily  population  of 
the  two  institutions  nearly  1,000  adult  males. 
Expanded  treatment  plans  for  the  future  call 
for  fulltime  physician  and  staff  of  nurses  and 
nursing  assistants.  Salary  negotiable  to  max- 
imum of  $33,000  depending  upon  training  and 
experience.  Institutions  located  in  Lincoln, 
Nebraska,  a fine  city  with  wide  reputation  for 
cleanliness,  with  an  excellent  public  school 
system,  state  university  and  other  institutions 
of  higher  learning;  population  167,000.  In- 
terested parties  should  contact  Charles  L. 
Wolff,  Jr.,  Warden,  Nebraska  Penal  and  Cor- 
rectional Complex  (477-3957  or  432-4154). 
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Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  cd.  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  hitigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
l)c  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications;  rension  and  anxiety  states;  somatic  com- 
plaints wliich  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manitested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  dtie  to  reflex  spasm  to  local  pathology,  spasticity 
caused  1))'  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsite  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Chikiren  uiuler  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  he  used  in  patients  with  open  angle  glaucoma  who 
arc  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  retjuiring  complete  mental 
atertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seiz.urcs  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  altrupt  witlidrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazincs,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severeK’  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

S'ide  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  satin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hypcrexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosa^'e:  Indi\  idualize  for  maximum  beneficial  effect. 
Adults:  Lension,  anxiety  and  psychoneurotic  states,  2 to  lo  mg 
b.i.d.  to  (].i.d.;  alcoholism,  lo  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  tj.i.d.  Geriatric  or 
debilitated  patients:  2 to  2’/2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Lablets,  2 mg,  5 mg  and 
to  mg;  bottles  of  100  and  500.  All  strengths  also  availaltle  in 
I'el-E-Dose®  packages  of  looo. 
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Our  Medical  Schools  . . . 

Facial  plastic  surgery 

Basic  principles  of  facial  plastic  surgery 
will  be  the  topic  of  a course  at  the  Univer- 
sity of  Nebraska  Medical  Center  February 
16-18,  1973. 

Guest  faculty  includes  Dr.  Leslie  Bern- 
stein, professor  and  chairman  of  the  de- 
partment of  otorhinolaryngology.  Univer- 
sity of  California  School  of  Medicine  at 
Davis ; Dr.  Jack  P.  Gunter,  chairman  of  the 
department  of  otolaryngology.  University  of 
Texas  Southwestern  School  of  Medicine  in 
Dallas;  Dr.  G.  William  Jaquiss,  University  of 
Pittsburgh  School  of  Medicine;  Dr.  Mark 
E.  Krugman,  assistant  professor,  division 
of  head  and  neck  surgery.  University  of 
California  at  Los  Angeles  School  of  Medi- 
cine; and  Dr.  M.  Eugene  Tardy,  Jr.,  associate 
professor,  department  of  otolaryngology. 
University  of  Illinois,  Abraham  Lincoln 
School  of  Medicine,  Chicago. 

Advance  registration  is  required  for  the 
course  cosponsored  by  the  American  Acade- 
my of  Facial,  Plastic,  and  Reconstructive 
Surgery  and  the  department  of  otolaryn- 
gology and  maxillofacial  surgery  at  the  Uni- 
versity of  Nebraska  Medical  Center. 

Registration  fee  of  $125  includes  labora- 
tory charges,  lunches  and  dinners. 

The  course  is  acceptable  for  26  prescribed 
hours  by  the  American  Academy  of  Family 
Practice.  Dr.  C.  Thomas  Yarington,  Jr., 
professor  and  chairman  of  the  department  of 
otolaryngology  and  maxillofacial  surgery  at 
Nebraska,  is  course  coordinator. 

Creighton  appoints 

Dr.  Matthew  Severin  has  been  named  an 
associate  professor  of  medical  microbiology 
at  Creighton  University  and  head  of  the  clin- 
ical microbiology  laboratory  at  Creighton 
Memorial  Saint  Joseph  Hospital. 

Dr.  Severin  received  his  bachelor’s  and 
master’s  degrees  from  Creighton,  and  his 
Ph.D.  from  the  University  of  Nebraska. 
Prior  to  accepting  the  Creighton  position. 
Dr.  Severin  seiwed  as  chief  of  disease  con- 
trol with  the  Omaha-Douglas  County  Health 
Department. 


Enjoy  Lincoln's  . . . 
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Renal  Failure  in  Acute  Pancreatitis;  G.  Gor- 
don and  R.  Y.  Caine  (Univ  of  Cambridge, 
Cambridge,  England);  Br  Med  J 3:801 
(Sept  30)  1972. 

The  case  histories  of  three  patients  with 
acute  pancreatitis  complicated  by  renal  fail- 
ure are  described.  Recovery  followed  dialysis 
and  treatment  of  associated  complications. 
The  records  of  cases  of  pancreatitis  treated 
at  Addenbrooke’s  hospital  suggest  that  renal 
failure  is  a grave  and  not  infrequent  com- 
plication of  acute  pancreatitis,  in  contrast  to 
experience  in  other  published  series. 


scccccccccceccccccccccccccccccccccco 

ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  by  11  in.)  white  paper.  Wide  margins 

(at  least  1V4  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  bo  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
jTrepared  as  above,  and  must  carry  the  notation;  To  be 
Published. 

Reprints  should  bo  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk.  Nebr.  68701. 
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Our  Medical  Schools 


Loan  fund 

The  University  of  Nebraska  Foundation 
has  received  a $52,000  bequest  for  the  estab- 
lishment of  a medical  student  loan  fund  in 
memory  of  Dr.  Arch  S.  McMillen  of  Fort 
Dodge,  Iowa. 

The  donor  was  the  estate  of  Mrs.  Mar- 
garet M.  Powers  of  Middletown,  New  York, 
Dr.  McMillen’s  sister  who  died  in  January, 
1971. 

In  her  will,  Mrs.  Powers  stipulated  that 
the  income  from  the  fund  shall  be  used  to 
make  interest  free  loans  to  medical  students 
“who  have  demonstrated  their  ability  by 
successfully  completing  two  years  of  study 
at  the  College  of  Medicine  but  who  lack  the 
funds  to  finish  their  medical  education.’’ 
The  loans  may  not  exceed  $4,000  to  any  one 
student. 

Dr.  McMillen  received  his  bachelor  of  arts 
degree  in  1920,  his  bachelor  of  science  in 
1931,  and  his  medical  degree  in  1934,  all 
from  the  University  of  Nebraska.  He  prac- 
ticed at  Fort  Dodge,  Iowa,  from  1940  to 
1959,  the  year  he  died. 


Memorial  for  Dr.  Carp 

A memorial  lectureship  has  been  estab- 
lished at  the  University  of  Nebraska  Medical 
Center  by  the  department  of  otolaryngology 
and  maxillofacial  surgery  in  honor  of  Dr. 
Oscar  Carp,  who  died  recently. 

Dr.  Thomas  Yarington,  department  chair- 
man, said  the  lectureship  is  a tribute  to  Dr. 
Carp’s  many  years  of  service  to  the  depart- 
ment. He  joined  the  faculty  in  1948  and  was 
an  associate  professor  at  the  time  of  his 
death  in  October. 

Dr.  Hugh  Biller,  professor  and  chairman 
of  otolaryngology  at  Mount  Sinai  Medical 
School  in  New  York  City,  will  be  the  first 
visiting  professor  under  the  new  program. 
Present  plans  are  for  Dr.  Biller  to  be  on  the 
Medical  Center  campus  February  4 and  5. 


Rondomycin 

(methac^line  HCI) 


CONTRAINDICATIONS;  Hypersensitivity  to  any  ol  the  tetracyclines. 

WARNINGS;  Tetracycline  usage  during  tooth  development  (last  hall  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  letus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns.  Inlants.  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-torming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  laclating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level 
determinations  ol  drug, The  antianabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  ot  skin  erythema. 
PRECAUTIONS;  If  superinlection  occurs  due  to  overgrowth  ot  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami-  . 
nation  before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  tour  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  sysfem  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta- hemolytic  streptococcal  infections  tor  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  wifh  the  bactericidal  action  of  penicillin,  avoid 
giving  fetracycline  wifh  penicillin 

ADVERSE  REACTIONS;  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity Is  discussed  above  (See  WARNINGS) , 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS), 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  lontanels,  reported  in  young  infants  after  full  Iherapeufic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands,  no  abnormalities  ot  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections'  an  initial  dose  ot  300  mg  followed  by  150'  mg  every  six  hours  or 
300  mg  every  12  hours.  Gohorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule;  900  mg  initially,  followed  by  300  mg 
q.i  d for  a total  ol  5 4 grams. 

For  treafment  o'  syphilis,  when  penicillin  is  contraindicated,  a total  ot  18  to  24  grams 
of  Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  g period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia.  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  lever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  interfere,  (jive 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas- and  should  be  given  at  least  one  hour  prior  to  feeding 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  af  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI);  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  12/71 

WALLACE  PHARMACEUTICALS 
CRANBURY.  NEW  JERSEY  08512 
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■‘You’ve  got  a leaky  fuel  pump,  Doc.  It’s  going-  around.” 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 

Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 
Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60600 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Society  of  Clinical  Pathologists 

George  F!  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60012 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button.  Executive  Director 
1212  Ave.  of  the  Americas,  New  York.  N.Y.  10036 

International  College  of  Surgeons 
Virgil  T.  DeVault,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

V’^ocational  Rehabilitation  Administration 

Edward  Newman,  Commissioner 

330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


Vitamin  C and  the  Common  Cold:  Double- 
Blind  Trial;  T.  W.  Anderson  et  al  (School 
of  Hygiene,  Univ  of  Toronto,  Toronto)  ; 
Can  Med  Assoc  J 107:503-508  (Sept  23) 
1972. 

A large-scale  double-blind  trial  was  con- 
ducted to  test  the  claim  that  the  intake  of 
1 gm  of  vitamin  C per  day  substantially  re- 
duces the  frequency  and  duration  of  colds. 
In  terms  of  the  average  number  of  colds 
and  days  of  sickness  per  subject,  the  vita- 
min group  experienced  less  illness  than  the 
placebo  group,  but  the  differences  were 
smaller  than  have  been  claimed  and  were 
statistically  not  significant;  however,  there 
was  a statistically  significant  difference 
(F<0.05)  between  the  two  groups  in  the 
number  of  subjects  who  remained  free  of  ill- 
ness throughout  the  study  period.  Further- 
more, the  subjects  receiving  the  vitamin  ex- 
perienced approximately  30  fewer  total 
days  of  disability  (confined  to  the  house  or 
off  work)  than  those  receiving  the  placebo, 
and  this  difference  was  statistically  highly 
significant  (P< 0.001). 
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“I  was  afraid  it  would  come  to  that.” 


PANWARFIN 
PAN  WAR  FIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFiLL 
PANWARF 
PAN  WAR  F 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARF 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 


PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PAM\A/ARFIM 


PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

p 


PANWaRFIN 


PANWAnFiN 


[^ANWAR[- 

PANWARF 


A name 

worth  repeating 


PANWAI 

sodium  warfarin 


^ (aj  (B ) (a) 

2 mg.  2V2  mg.  5 mg.  T'/z  mg.  10  mg.  25  mg. 


PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 


PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 

PANWARFIN 


PANWARFil^-J 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
^ NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
NWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN 
PANWARFIN. 
PANWARFIN! 
PANWARFIN 
PANWARFIN 


ORGANIZATIONS,  STATE  

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 
Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68608 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 

Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 

Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

1603  So.  79th  Ave.,  Omaha  68124 

Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “0”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

130  Lakewood  Dr.,  Lincoln  68510 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 


Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68608 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “0”  Street,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 
Dr.  Merrill  Eaton,  Director 
602  South  44th  Avenue,  Omaha  68106 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
3815  Dewey  Avenue,  (Imaha  68105 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 
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ON  P ALLING  ASLEEP 

We  do  not  hibernate  or  estivate,  we  noc- 
tivate.  And  we  achieve  the  nnconscionsness 
of  sleep  by  getting  tired,  or  having  a night- 
cap, or  drinking  warm  milk,  or  jnst  going  to 
bed,  or  counting  sheep.  How  counting  sheep 
makes  the  counter  comatose  is  beyond  me, 
and  1 have  long  since  given  it  up,  since  I 
do  not  remember  what  a sheep  looks  like. 

But  last  night  I counted  the  5 great  lakes 
and  the  9 planets,  and  finally  got  all  50 
states,  after  which  1 was  wide  awake,  not 
having  had  a nightcap  or  warm  milk,  which 
I would  not  feed  to  a cow.  Counting,  espe- 
cially all  those  states,  can  make  you  pretty 
unsleepy.  Sheep  are  different;  you  don’t 
have  to  identify  them.  But  there  are  so 
many  other  things  you  can  count : the  7 
deadly  sins,  the  4 horsemen,  the  7 chief 
virtues,  the  9 muses,  the  7 dwarfs,  the  3 
graces,  the  7 wonders  of  the  world,  the  3 
kings,  the  7 wise  men,  the  10  command- 
ments, and  the  7 sacraments.  There  are  2 
sides  of  the  body  and  4 directions,  but  those 
are  for  children,  or  for  adults  who  are  al- 
most asleep,  anyway. 

You  can  get  the  lakes,  which  are  Huron, 
Ontario,  Michigan,  Erie,  and  Superior,  from 
the  word  homes.  And  if  you  say  Mabel 
visited  every  Monday,  just  stayed  until  noon, 
you  will  have  Mercury,  Venus,  Earth,  Mars, 
Jupiter,  Saturn,  Uranus,  Neptune,  a n d 
Pluto ; Pluto  is  for  the  period. 

Try  the  states,  they’ll  keep  you  awake; 
don’t  forget  Alaska  and  Hawaii.  Then  drink 
the  milk  and  count  sheep. 

Or  just  read  this  essay  again. 

F.C. 


THE  HOSPITAL 

I have  been  a patient  in  a hospital,  and 
a friend  has  been  a hospitalized  patient,  and 
this  is  what  we  found. 

I got  no  lunch  after  being  admitted  at 
eleven  in  the  morning,  until  I reminded 
the  nurses  and  aides  six  times.  Then  I got 


no  dinner.  Instruments  that  might  have 
been  necessary  were  put  on  a dresser,  slid- 
ing off  the  towel,  and  after  they  were  ob- 
viously not  needed,  they  were  left  there  for 
three  or  four  days,  until  I begged  someone 
to  take  them  away.  A page  from  the  chart 
was  always  left  on  my  table,  and  it  said  that 
I was  sensitive  to  xylocaine,  and  I have 
never  had  xylocaine.  I told  them  so,  but 
the  words  were  not  removed. 

Flowers  that  were  sent  to  the  other  pa- 
tient did  not  get  to  the  hospital  that  day, 
and  when  they  finally  did,  they  were  not 
taken  up  to  the  floor.  Dinner  was  not  served, 
after  6 or  8 I’eminders.  The  commonest 
phrase  was  0 I forgot,  with  no  apology. 
An  x-ray  was  taken  and  the  patient  returned 
to  the  I’oom,  and  then  it  had  be  be  done  ovei- 
because  of  metal  in  her  clothing. 

These  things  give  you  misgivings.  You 
feel  uneasy  because  you  want  your  dinner, 
and  you  wonder  why  they  didn’t  check  you 
first  when  they  took  the  x-ray.  A urine 
specimen  remained  in  the  room  for  hours. 
An  aide  said  she’d  be  right  back  to  get  it, 
but  never  came,  and  people  were  reminded 
and  rereminded  until  someone  gasped.  Have- 
n’t they  taken  the  specimen  away  yet? 

The  attitude  of  those  working  on  the  floor 
should  be  friendlier,  and  the  telephone  oper- 
ator’s voice  ought  to  be  kinder  or  she  should 
work  somewhere  else  than  in  a hospital.  And 
you  wonder  how  many  mistakes  are  being 
made  in  more  important  things. 

F.C. 

THE  DERMATOLOGIST 

When  you  look  at  people,  all  you  see  is 
skin  and  eyes,  and  generally,  you  just  see 
their  skin.  If  you  bump  into  things,  your 
skin  hurts,  and  when  you  cut  yourself,  your 
skin  bleeds.  The  skin  is  a wonderful  thing; 
it’s  like  a big  bag,  and  you’re  inside  of  it. 
But  it’s  alive,  and  when  somebody  tells  a 
story  she  shouldn’t  tell,  you  blush.  Then 
you  get  all  sorts  of  things,  like  boils,  which 
proved  to  be  poor  Job’s  undoing,  and  itches, 
and  jaundice,  if  you  drink  more  than  I do. 
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The  dermatologist,  like  the  neurologist, 
suffers  from  the  disease  of  using  big  words. 
Everything  used  to  be  acne  or  eczema,  and 
they  were  often  the  same,  anyway,  but  now 
the  skin  doctor  doesn’t  speak  English  any 
more,  only  Latin,  and  always  two  big  words 
that  nobody  understands. 

But  the  skin  is  a mighty  important  organ. 
Everything  else  is  just  its  contents.  It  pro- 
tects us  from  the  hostile  world,  and  it  helps 
to  take  care  of  water  balance  and  tempera- 
ture. But  it’s  full  of  blood  vessels  and  it 
has  just  about  all  the  nerve  endings  in  the 
body. 

So  we  need  the  skin  man  with  his  Latin 
and  his  names.  He  can  tell  flushes  from 
blushes,  and  pimples  from  dimples.  Like  the 
psychiatrist,  nobody  dies,  and  nobody  gets 
cured.  He  doesn’t  care  if  you  have  pneu- 
monia or  schizophrenia  or  strabismus,  or 
if  you’re  going  to  have  a baby;  just  acne 
and  eczema  and  good  old  psoriasis.  All  he 
looks  at  all  day  is  skin. 

And  when  you  itch,  you  hurt,  sort  of,  and 
when  you  get  a rash,  you  worry ; and  no 
one  can  take  the  place  of  the  dermatologist. 
All  the  other  specialists  have  to  divide  up 
the  inside  of  your  body;  he  has  the  whole 
outside  to  himself.  Just  think,  the  inside 
of  your  body  to  a hundred  doctors,  and  the 
outside  to  one. 

He  must  be  pretty  good. 

F.C. 


WHAT  DO  WE  PUBLISH? 

We  are  eager  to  tell  the  world  of  our 
successes,  and  there  may  be  some  value  in 
this,  since  this  is  how  new  treatments 
and  cures  are  made  known.  But  when  we 
have  done  something  novel  and  it  did  not 
help  the  patient,  or  when  the  new  tech- 
nique has  increased  the  morbidity  and  even 
the  mortality  rate,  we  do  not  rush  into  print. 

This  is  regrettable.  If  one  hesitates  to 
warn  other  workers  of  the  danger  of  a new 
treatment,  the  technique  will  be  repeated 
elsewhere.  Even  if  no  injury  results,  there 
will  be  duplication  and  a great  waste  of 
effort. 


And  finally,  the  honesty  of  medical  in- 
vestigation is  to  be  questioned.  For  if  we 
are  quick  to  report  success  and  slow  to  dis- 
close failure,  we  are  painting  a rosier  pic- 
ture of  medical  research  than  is  justified. 

F.C. 


ON  THINKING 

One  of  the  great  advantages  of  having 
spent  all  those  years  in  the  operating  room 
was  the  opportunity  to  see  the  surgeon’s 
mind  at  work.  There  were  so  many  things 
to  decide,  whether  to  operate  or  sit  tight, 
when  to  cut,  what  procedure  to  do,  which 
position  to  use,  and  whether  to  be  radical 
or  conservative.  But  the  one  that  comes 
to  mind  now  is  wound  disruption,  what  the 
British  call  burst  abdomen,  and  secondary 
closure. 

The  abdomen  is  closed  carefully  in  layers, 
because  that  seems  the  thing  to  do.  But 
when  the  bed  is  wet,  secondary  closure  is 
needed,  even  if  the  skin  suture  line  seems 
intact.  After  needlessly  waiting  to  be  sure, 
because  if  the  bed  is  wet,  he  needs  it,  the 
patient  is  reoperated  and  the  wound  is 
closed.  But  this  time,  through  and  through 
sutures  are  used,  and  I have  never  seen 
that  break  down,  although  a friend  of  mine 
insists  that  I did  see  one. 

If  deep  through  and  through  sutures,  for 
all  their  unniceness,  always  work,  even  when 
things  are  bad,  and  if,  since  they  are  used 
when  the  wound  breaks  down,  there  is 
nothing  wrong  with  these  stiches,  why  aren’t 
they  used  when  the  wound  is  closed  for  the 
first  time,  in  all  cases,  or  at  least  when  dis- 
ruption is  a foreseeable  possibility? 

F.C. 


PM  SURE  WE  SHOULD  ALL  BE 
AS  HAPPY  AS  KINGS 

Kings  didn’t  have  color  television  or  in- 
door plumbing  or  antibiotics,  and  I have 
had  all  of  them,  but  who  was  happier  is  a 
question  I cannot  answer.  But  I can  an- 
swer another.  In  a religious  course,  the  pro- 
fessor always  asked  the  same  question  on 
the  final  examination;  who  were  the  first 
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ten  kings  of  Israel?  So  that  is  all  the  stu- 
dents memorized  for  the  test  each  year. 
Well,  one  day  he  changed  the  question,  and 
the  pupils  were  dismayed  to  find  that  they 
were  asked  to  explain  the  Nicene  Creed. 
One  poor  but  honest  fellow  wrote,  I am  sorry 
but  I do  not  know  about  the  Nicene  Creed, 
but  I did  think  you  might  want  to  know 
who  the  first  ten  kings  of  Israel  were. 

The  question  I can  answer  that  has  to  do 
with  my  happiness  and  that  of  Henry  IV 
(Part  One)  and  what  has  contributed  to 
my  euphoria,  is  this : What  were  the  most 
important  inventions?  Here  is  my  list. 

The  wheel. 

Indoor  plumbing. 

The  electric  light. 

Antibiotics. 

Anesthesia. 

Movable  type. 

Polio  vaccine. 

Radio  and  television. 

Photography  and  moving  pictures. 

The  telephone. 

I am  sure  you  have  your  own  list.  You 
may  want  to  add  the  automobile  and  frozen 
dinners  and  instant  coffee,  and  you  may  feel 
like  subtracting  television.  You  will  surely 
think  of  others  I have  not  thought  of. 

Send  them  in. 

F.C. 


Prolonged  Fever  of  Unknown  Origin  in  Chil- 
dren; H.  J.  McClung  (Fitzsimmons  General 
Hosp,  Denver  80240) ; Am  J Dis  Child 
124:544-550  (Oct)  1972. 

Ninety-eight  patients  presented  with  pro- 
longed fever  of  unknown  origin.  Of  these, 
40  were  found  to  have  serious  or  lethal  dis- 
eases, 48  had  essentially  benign  problems, 
and  11  had  no  diagnosis  established  for 
symptoms  which  continue.  An  arbitrary 
classification  shows  29  children  had  infec- 
tious diseases,  11  had  collagen  diseases,  8 
had  neoplasia,  4 had  congenital  or  metabolic 
problems,  and  6 had  miscellaneous  problems. 


Nine  children  were  found  to  be  completely 
normal  physically,  21  patients  had  resolving 
illnesses  which  were  never  defined,  and  11 
children  had  no  diagnosis  established  and  still 
have  major  symptomatic  difficulty. 


Disseminated  Breast  Cancer:  Evaluation  of 
Hormonal  Therapy  Utilizing  Stilbestrol 
and  Medrogestone  (AY-62022)  Singly  and 
in  Combination;  D.  L.  Ahmann  et  al 
(Mayo  Clinic,  Rochester,  Minn  55901)  ; 
Cancer  30:651-653  (Sept)  1972. 

To  test  the  hypothesis  that  a combination 
of  an  estrogen  and  a progestational  agent 
increases  the  regression  rate  in  metastatic 
breast  cancer,  57  postmenopausal  women 
were  evaluated  in  a double-blind  random- 
ized study,  utilizing  an  estrogen  alone,  a 
progestin  alone,  and  a combination  of  the 
two  agents.  Regression  rates  were  40%  for 
stilbestrol  alone,  22%  for  medrogestone  alone, 
and  37%  for  the  combination.  Adding  a 
potent  progestational  agent  to  an  estrogen 
in  this  study  failed  to  increase  therapeutic 
benefit.  Cardiovascular  complications,  in- 
cluding congestive  heart  failure,  were  com- 
mon and  seemed  to  result  from  the  estrogenic 
compound. 


Lung  Cancer:  Oinical  Trial  of  Radiotherapy 
Alone  vs.  Radiotherapy  Plus  Cyclophos- 
phamide; D.  E.  Bergsagel  et  al  (Princess 
Margaret  Hosp,  Toronto),  Cancer  30:621- 
627  (Sept)  1972. 

Patients  with  non-resectable  lung  cancer 
confined  to  the  central  area  of  the  thorax 
were  randomly  assigned  treatment  with 
radiotherapy  to  the  primary  lesion  and  medi- 
astinum (group  C),  and  radiotherapy  plus 
either  four  (group  B)  or  eight  (group  A) 
courses  of  high-dose  intermittent  cyclophos- 
phamide. Cyclophosphamide  therapy  delayed 
the  progession  of  metastatic  lesions  outside 
the  irradiated  field  (median  interval  to  pro- 
gression 192  days  for  groups  A and  B vs. 
114  days  for  group  C),  and  prolonged  sur- 
vival (median  306  days  for  groups  A and  B 
vs.  216  days  for  group  C). 
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Administration  of  5-Fluorouracil 
By  Hypodermoclysis 


Summary 

The  administration  of  5-Fluor- 
ouracil  (5-FU)  by  hypodermo- 
clysis is  especially  useful  for 
patients  who  have  peripheral  veins  unsuit- 
able for  intravenous  thei’apy  and  are  intol- 
erant of  orally  administered  5-FU.  The 
drug  is  administered  in  125-250  ml  of  5% 
dextrose  in  water  to  which  150  U.S.P.  units 
of  hyaluronidase  has  been  added.  The 
deep  subcutaneous  tissue  of  the  thigh  is 
used,  and  both  thighs  may  be  employed 
simultaneously  if  the  drug  is  being  admin- 
istered on  a weekly  schedule.  If  daily  doses 
are  administered,  alteniation  of  thighs  with 
each  administration  seems  advisable.  Fif- 
teen evaluable  patients  have  been  treated 
in  this  manner,  many  as  outpatients,  with 
no  serious  complications.  Skin  reactions 
are  the  most  annoying  side  effects  of  clysis 
administration,  and  occurred  in  two  patients 
who  received  daily  doses  of  the  drug.  Small 
blisters,  burning,  and  itching  of  the  skin 
occurred,  and  abated  spontaneously  when  the 
drug  was  withdrawn.  Mild  5-FU  toxicity 
seen  in  two  patients  in  the  form  of  stoma- 
titis indicates  that  the  drug  is  distributed 
systemically  when  administered  by  clysis. 
No  severe  5-FU  toxicity  has  been  encoun- 
tered with  this  method  of  administration  to 
date. 

Five  fluorouracil  (5-FU)  is  a cycle  de- 
pendent antimetabolite  that  has  proven  use- 
ful in  the  palliative  treatment  of  certain 
solid  tumors,  particularly  carcinoma  of  the 
breast  and  gastrointestinal  tract.  Candi- 
dates for  the  drug  occasionally  lack  periph- 
eral veins  suitable  for  intravenous  drug  ad- 
ministration due  to  general  debilitation, 
edema,  and/or  multiple  prior  venous  punc- 
tures. Oral  administration  of  5-FU  can  be 
utilized  in  such  patients,  but  in  our  experi- 
ence, occasionally  severe  toxic  reactions  such 
as  intractable  nausea,  vomiting,  diarrhea, 
and  mucous  membrane  ulcerations  occur 
with  this  method  of  administration. 


HENRY  M.  LEMON,  M.D.,  F.A.C.P., 
ANNE  KESSINGER,  M.D., 

JOHN  F.  FOLEY,  M.D.,  Ph.D.,  F.A.C.P. 
and 

DANIEL  M.  MILLER,  M.D.,  F.A.C.S. 
Departments  ol  Medicine  and  Surgery, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


To  circumvent  this  problem,  we  have  ad- 
ministered 5-FU  by  hypodermoclysis  for  the 
past  9 years,  more  frequently  in  the  past  4 
yeai's  to  patients  with  poor  peripheral  veins. 
This  seemed  a reasonable  method  of  5-FU 
administration,  since  absoi'iDtion  and  sys- 
temic distribution  of  the  drug  has  been  dem- 
onstrated with  intravenous,  oral,  intramus- 
cular, and  intraperitoneal  administration. ^ 

The  drug  dosage  used  for  administration 
by  clysis  need  not  be  changed  from  that  cal- 
culated for  intravenous  therapy  (12-15  mg/ 
kg,  but  no  more  than  one  gram)  and  is  given 
in  125-250  ml  of  5%  dextrose  in  water  con- 
taining 150  U.S.P.  units  of  hyaluronidase. 
If  the  hyaluronidase  is  omitted,  the  admin- 
istration requires  prolonged  time  to  complete, 
the  subcutaneous  tissue  is  indurated  for  a 
longer  period  of  time,  suggesting  delayed 
absorption,  and  the  patient  is  uncomfortable. 
With  hyaluronidase,  patients  usually  have 
not  complained  of  discomfort.  Patients  who 
demonstrated  cutaneous  toxicity  (vide  infra) 
were  treated  without  hyaluronidase  in  hopes 
that  the  skin  reaction  was  an  allergic  mani- 
festation of  the  enzyme,  but  no  lessening 
of  the  reaction  was  observed. 

Both  thighs  are  used  simultaneously  if 
the  drug  is  being  given  on  a weekly  schedule, 
as  this  shortens  the  time  required  for  ad- 
ministration, but  if  daily  dosages  are  admin- 
istered, delivering  the  entire  dosage  to  alter- 
nate thighs  each  day  seems  advisable. 

Fifteen  evaluable  patients  have  been  treat- 
ed with  5-FU  clysis  thus  far;  5 with  carcin- 
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oma  of  the  colon,  3 with  carcinoma  of  the 
pancreas,  3 with  carcinoma  of  the  breast, 
and  one  each  with  carcinoma  of  the  stom- 
ach, alveolar  cell  carcinoma  of  the  lung, 
hepatoma,  and  primary  of  undetermined  site. 

Complications  related  to  the  method  of 
drug  administration  have  occurred  in  5 of 
the  15  patients  and  usually  have  been  of 
minor  significance.  Pigmentation  and  thick- 
ening of  the  skin  at  the  clysis  site  have  been 
noted  in  two  patients.  Another  patient  de- 
veloped insignificant  hemorrhage  at  the 
puncture  site  and  induration  of  the  clysis 
area.  Severe  pruritis  at  the  clysis  sites 
which  necessitated  discontinuation  of  ther- 
apy after  three  consecutive  days  of  clysis 
therapy  occurred  in  one  patient.  A burn- 
ing sensation  followed  by  pinpoint  sized  blist- 
ers on  the  skin  of  the  thighs  5 days  after 
the  last  of  8 doses  of  5-FU  was  given  by  cly- 
sis occurred  in  another  patient.  No  therapy 
was  administered  to  the  skin  lesions,  and 


they  cleared  spontaneously  in  one  week.  Pa- 
tients have  received  as  much  as  one  gram 
of  5-FU  in  alternate  thighs  every  day  until 
13  grams  were  given  without  complication. 
It  is  our  clinical  impression  that  local  toxi- 
city is  less  likely  to  occur  if  the  clysis  needle 
is  placed  in  the  fatty  tissues  3-4  cm  away 
from  the  skin. 

Most  of  the  15  patients  who  received  5-FU 
by  clysis  were  also  being  treated  concomit- 
tantly  with  radiation,  with  other  cancer 
chemotherapeutic  drugs,  or  had  received 
prior  intravenous  5-FU ; thus  the  calcula- 
tion of  remission  rates  for  5-FU  by  clysis  is 
impossible.  However,  2 patients  while  re- 
ceiving 5-FU  by  clysis  alone  developed  sto- 
matitis, indicating  the  drug  did  distril)ute 
s.ystemically.  No  serious  5 - FU  toxicity 
occurred  with  clysis  administration  and  no 
accelerated  or  increased  toxicity  was  ob- 
served when  other  forms  of  cancer  therapy 
were  simultaneously  administered,  as  radio- 


Administration  of  5-FU  by  hypodermoclysis.  Note  the  pigmentation  of  skin  that  sometimes  devel<>ps  with  this 
method  of  therapy. 
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therapy,  other  cancer  chemotherapeutic 
drugs.  One  patient  with  carcinoma  of  the 
breast  obtained  a one  month  remission  mani- 
fested by  marked  shrinkage  of  numerous 
skin  metastases  while  being  treated  with 
5-FU  by  clysis  alone. 


(Supported  in  part  by  PHS  Clinical  Cancer  Train- 
ing -Grant,  CA  08021-05). 
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Neurologic  Manifestations 
Of  Sjogren's  Syndrome,  1972 


SJOGREN’S  syndrome  (SS)  will 
interest  the  neurologist  because 
of  its  occasional  overlap  with 
several  other  collagen  diseases  (including 
polymyositis),  and  its  uncommon  associa- 
tion with  neuropathy.  SS  is  a disease  pri- 
marily of  middle  aged  persons  (although  no 
age  group  is  exempt)  ; females  9:1.  It  pre- 
sents basically  a pronounced  decrease  of 
salivation  and  lacrimation ; often  enlarged 
salivary  glands  and  rheumatoid  arthritis. 
All  mucus  membranes  may  be  quite  dry. 
Achylia  gastrica  is  common.  Less  frequent 
are  features  of  other  collagen  diseases,  gen- 
eralized vasculitis,  Rmiphadenopathy,  spleno- 
hepatomegaly,  Raynaud’s  syndrome  and 
purpura.  (Crews,  Feuerman,  Recant,  Talal, 
Wahl.) 

Over  50  percent  of  patients  with  SS  have 
associated  rheumatoid  arthritis.  SS  ap- 
pears in  10  to  30  percent  of  patients  with 
rheumatoid  arthritis,  especially  advanced 
arthritis.  Polymyositis  is  mild  to  outstand- 
ing in  at  least  5 to  7 percent  of  patients 
with  SS.  Rarely  concomitant  myasthenic 
syndrome  appears  (Brown,  J.W.).  Three 
to  five  percent  of  patients  with  SS  reveal 
progressive  systemic  sclerosis.  Systemic 
lupus  erythematosus  and  SS  are  known.  A 
few  patients  with  periarteritis  nodosa  or 
thrombotic  thrombocytopenic  purpura  have 
been  reported.  (Bloch,  Bowers,  Bunim, 
Crews,  Denko,  Fellner,  Fox,  Gahagen,  In- 
sausti,  Saudan,  Silberberg,  Steinberg,  Talal, 
Wohl.) 

Some  amount  of  vasculitis  appears  in  22 
percent  of  patients  with  SS  (Talal). 


JOHN  A.  AITA,  M.D. 

Professor  of  Neurology 
University  of  Nebraska  College  of  Medicine 


Experimental  scurvy  in  volunteers  pro- 
duced a clinical  picture  similar  to  SS  (Hood). 
Malabsorption  syndrome  and  vitamin  B-12 
deficiency  have  been  described  with  SS 
(Pittman,  Wegelius).  A small  but  regular 
increased  incidence  of  lymphoma  (especial- 
ly reticulum  cell  sarcoma)  occurs  among  pa- 
tients with  SS  (Hornbaker,  Talal,  Wohl). 
Renal  tubular  acidosis  appears  in  twenty- 
five  percent  of  patients  with  SS  (Shioji, 
Talal). 

Neuropathy  develops  in  2 to  10  percent 
of  patients  with  SS.  The  incidence  is  great- 
er if  vasculitis  or  marked  globulinemic  dis- 
turbances are  present.  Characteristically  the 
neuropathy  in  a mild,  distal,  symmetrical 
sensory  form  not  unlike  the  benign  form 
seen  in  rheumatoid  arthritis.  In  smaller  in- 
cidence, cranial  nerve  paralysis  appears, 
single  or  multiple;  involvement  of  III,  V, 
VII,  and  XII  has  been  reported.  (Attwood, 
Bloch,  Kaltreider,  Recant,  Shearn,  Sjog- 
ren, Talal.) 

Clinical  laboratory  data  discloses  75  to  90 
percent  of  patients  with  positive  serum 
rheumatoid  factors.  Hyperglobulinemia  ap- 
pears in  50  to  70  percent  and  antinuclear 
antibodies  are  present  in  seventy  percent. 
Sedimentation  rate  is  elevated  in  30  to  50 
percent  of  patients.  In  small  but  regular 
incidence  macroglobulinemia  or  cryoglobu- 
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linemia  are  present,  rarely  sufficiently  to 
produce  the  hyperviscosity  syndrome. 
Achylia  gastrica  occurs  in  sixty  percent  of 
patients.  (Attwood,  Bloch,  Crews,  Feuer- 
man,  Finney,  Recant,  Ruchelman,  Talal, 
Whitehouse,  Wohl). 

T^’eatment  of  SS  is  similar  to  that  of  un- 


complicated rheumatoid  arthritis,  with  use 
of  various  antiinflammatory  agents  short 
of  corticosteroids.  Symptomatic  relief  must 
be  provided  for  oral  and  ocular  diyness. 

References  available  from  author. 

(This  report  supported  by  U.S.P.H.S.  Grant 
NLM-EP  2 ROI  LM06fi3f)-04  from  National 
Institute  of  Health). 


Recent  Advances  in  the  Surgical 
Treatment  of  Arthritis  of  the  Hip 


IN  recent  years  a new  procedure 
for  the  surgical  reconstruction 
of  severe  arthritic  changes  of 
the  hip,  both  osteoarthritic  and  rheumatoid, 
has  shown  great  promise,  and  has  proven 
far  superior  to  the  preexisting  surgical 
techniques. 

The  previous  methods  of  surgical  treat- 
ment for  these  conditions  will  not  be  re- 
viewed, but  the  newest  procedure,  total  re- 
placement of  the  hip  utilizing  the  cement- 
ing substance  of  methyl  methacrylate  will 
be  specifically  discussed.  This  method  has 
been  in  use  now  for  approximately  ten  years 
in  Europe,  and  originated  in  England. 

Early  experiences  with  a cementing  sub- 
stance were  somewhat  disastrous,  but  this 
particular  material,  methyl  methacrylate, 
has  been  proven  to  be  inert  in  body  tissues, 
and  without  any  deleterious  systemic  effects. 
Utilizing  this  substance  in  total  hip  replace- 
ment, there  is  elimination  of  any  discomfort 
in  the  functioning  parts  as  there  is  no  motion 
of  foreign  material  against  living  bony  tis- 
sue, and  the  cementing  substance  gives  rigid 
fixation  to  both  parts,  one  in  the  pelvis  ce- 
menting the  acetabular  prosthetic  compon- 
ent, and  the  second  in  the  femoral  shaft  ce- 
menting the  femoral  head  component. 

This  substance  also  distributes  the  con- 
tact surface  rather  extensively,  and  has 
been  shown  to  maintain  its  stability  now  over 
a period  of  some  ten  years.  There  of  course 
have  been  problems,  and  there  has  been 
loosening  at  times,  depending  upon  the  path- 
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ological  condition,  the  technique  and  so  forth, 
but  generally  this  procedure  has  proven  to 
withstand  a very  satisfactory  test  of  time. 

Because  of  some  rather  disastrous  effects 
of  a previously  introduced  cementing  ma- 
terial in  this  country,  the  Food  and  Drug 
department  of  the  government  was  rather 
cautious  in  releasing  it  in  America.  This 
was  first  utilized  here  about  three  years 
ago,  and  it  was  necessary  to  obtain  a special 
import  investigators  permit  from  the  Drug 
Department.  We  obtained  ours  approximate- 
ly two  years  ago,  and  since  that  time,  have 
performed  some  200  of  these  procedures. 
Originally,  when  investigating  this  for  the 
government,  we  limited  individuals  to  50 
years  of  age,  however  now  we  are  doing 
them  in  much  younger  age  groups.  In  our 
series,  the  age  range  has  extended  to  84 
years.  The  cementing  material  has  now 
been  released  to  the  public,  but  we  have 
continued  to  carry  on  the  same  program 
with  careful  supervision  and  evaluation  of 
each  individual  patient  receiving  this  treat- 
ment. 

While  this  has  been  a most  remarkable 
procedure  for  treatment  of  both  osteo- 
arthritis and  rheumatoid  arthritics,  it  also 
has  an  excellent  place  for  the  reconstruction 
of  hips,  which  have  undergone  previous  sur- 
gery of  various  types,  and  which  have  not 
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been  successful  or  deteriorated,  such  as  pros- 
thetic replacements  of  the  femoral  head, 
cup  arthroplasties  and  osteotomies. 

This  procedure  must  not  be  undertaken 
lightly,  however. 

Complications,  of  course,  can  be  severe; 
the  most  serious  of  these  is  infection.  This 
complication  can  be  disastrous,  with  a com- 
pletely flail  extremity  after  removing  all 
the  hard  cementing  mateidal  along  with  the 
prosthetic  implant.  For  this  reason,  we  have 
been  particularly  careful  in  our  technique, 
and  our  operating  room  setup.  In  some 
cases,  special  laminated  air  flow  operating 
rooms  have  been  utilized,  although  there  is 
some  question  as  to  the  additional  value  of 
this.  However,  we  have  had  no  complica- 
tions of  this  nature,  and  I feel  by  utilizing 
special  techniques  in  addition  to  the  fact 
that  the  operating  time  has  now  been  re- 
duced to  only  about  one  hour  and  a half  as 
a rule,  which  eliminates  exposure  of  tissue 
for  undue  periods,  these  are  among  factors 
contributing  to  the  absence  of  this  compli- 
cation. We  also  take  extra  precautions,  such 
as  double  gloves,  antibiotic  irrigation,  etc. 

In  the  original  English  total  hip  replace- 
ment, the  head  size  cvas  rather  small  on 
the  theory  that  it  eliminates  friction,  how- 
ever with  this  head  size  there  is  greater 
possibility  of  dislocation,  and  the  acetabular 
prosthetic  applicance  cannot  be  anteverted, 
so  we  have  used  the  slightly  modified  head 
size  of  the  Mueller  Charnley  type  with  a 32 
mm  diameter.  We  have  had  no  dislocations, 
and  are  able  to  antevert  the  socket  so  that 
the  patients  have  excellent  range  of  motion, 
some  coming  up  as  high  as  55  degrees  above 
a right  angle  in  flexion. 

We  have  had  one  complication,  which  for- 
tunately has  been  of  a temporary  nature, 
and  this  has  consisted  of  a temporary  pero- 
neal palsy  with  foot  drop,  due  to  some  ten- 
sion on  the  sciatic  nerve.  It  is  therefore 
advisable  to  be  very  cautious  about  over- 
lengthening in  an  old  shortened  and  con- 
tracted hip  condition,  although  we  have  suc- 
cessfully lengthened  extremities  as  much 
as  an  inch  and  a half  without  any  problem. 
We  have  had  one  sciatic  paralysis  in  a con- 
genital dislocated  hip,  which  required 


lengthening  in  order  to  prepare  an  acetabu- 
lum in  an  atrophic  pelvis.  To  date,  we  have 
had  no  loosening  of  the  prosthetic  appli- 
ance, either  in  the  pelvis  or  in  the  femur. 
When  this  occurs  it  has  been  reported  mainly 
in  the  acetabular  side,  and  may  be  due  to 
technical  problems  or  unusually  osteoporotic 
bone. 

In  addition  to  the  treatment  of  rheuma- 
toid arthritis,  which  always  before  has  been 
generally  unsuccessful  with  respect  to  sur- 
gical reconstruction,  and  to  severe  osteo- 
arthritic  degenerative  hips  from  aseptic  ne- 
crosis, there  are  many  other  conditions  due 
to  residuals  of  other  arthroplasties  or  pros- 
thetic replacements  in  which  there  have 
been  extensive  resorption,  either  with  loos- 
ening in  the  femur  or  from  mai’ked  reaction 
and  irritation  and  migration  with  resorp- 
tion in  the  acetabulum.  These  conditions,  of 
course,  produce  pain,  shortening  and  in- 
stability. 

Generally,  we  have  used  the  lateral  ap- . 
proach.  This  gives  much  better  access  to 
the  hip,  including  the  pelvis,  and  we  are 
able  to  position  the  prosthesis  in  a more 
satisfactory  manner.  The  only  drawback 
is  that  it  is  necessary  to  reattach  the  tro- 
chantei’  and  to  allow  a period  of  time  to 
unite.  We  have  had  only  four  of  them  not 
unite,  and  in  one  we  simply  reattached  the 
trochanter  after  freshening  the  adjacent 
bony  surfaces.  Only  that  one  was  sympto- 
matic, and  in  other  series  this  complication 
has  been  reported  as  not  causing  any  par- 
ticular problem,  as  there  is  considerable 
soft  tissue  attachment,  which  apparently  has 
been  adequate. 

In  certain  instances  however,  we  do  utilize 
the  posterior  and  more  anterior  approach. 
In  femoral  neck  fractures  in  elderly  people, 

I have  simply  been  removing  the  head  from 
the  posterior  approach,  Avhich  necessitates 
only  detachment  of  the  small  external  ro- 
tators, and  inserting  a femoral  head  re- 
placement prosthesis  of  the  same  stem  size 
as  the  total  hip  replacement,  and  anchoring 
this  with  cementing  substance.  Then  if 
there  is  any  problem  of  irritation  or  resorp- 
tion in  the  acetabulum  at  a later  date,  this 
can  be  simply  opened  anteriorly  without 
detaching  the  trochanter,  the  prosthesis 
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knocked  out,  and  an  acetabular  component 
applied,  and  then  a new  replacement  for 
the  femoral  part  can  simply  be  slipped  down 
in  a previous  cemented  form.  This  elimin- 


ates the  more  extensive  total  hip  replace- 
ment primarily  in  fractures  in  older  people, 
as  many  of  the  older  ones  can  get  by  with 
a simple  femoral  replacement. 


New  Frontier:  Electrosleep  Therapy 


A promising  wide  road  toward 
harmless  medical  control  of  in- 
somnia has  born  with  the  tech- 
nique of  electrosleep,  which  produces  “a 
relaxed  state  by  the  transcranial  application 
of  a low  intensity  electrical  current. ^ 

A U.S.A.  leader  in  the  field  of  electro- 
sleep therapy  is  Dr.  Saul  H.  Rosenthal,  as- 
sociate professor  of  the  University  of  Texas 
Medical  School’s  Psychiatric  Department  in 
San  Antonio,  Texas.  He  reported  in  a 
double-blind  clinical  study  of  electrosleep  at 
a meeting  of  the  American  Psychiatric  As- 
sociation in  May  of  1971,  that  of  11  cases 
with  symptoms  such  as  anxiety,  depression, 
and  sleep  disturbance,  who  were  a poor 
prognosis  group  and  for  whom  other  ortho- 
dox forms  of  treatment  have  failed,  active 
electrosleep  was  very  successful  for  insom- 
nia in  eight  patients,  while  only  one  of  the 
11  similar  clinical  cases  undergoing  simu- 
lated electrosleep  therapy;  that  is,  the  elec- 
trode leads  were  unconnected  to  the  Electro- 
sone  50  sleep  machine,  was  similarly  asymp- 
tomatic,^ and  no  serious  side  effect  occurred. 

In  another  uncontrolled  series  of  267  pa- 
tients suffering  from  sleep  disturbances, 
electrosleep  therapy  given  by  F.  M.  Wagen- 
eder  in  Austria  yielded  marked  improvement 
in  104  (38.9%)  cases,  moderate  improvement 
in  79  (29.6%)  cases,  and  no  improvement 
in  84  (36.5%  ) cases.® 

In  addition  to  insomnia,  more  than  35  med- 
ical illnesses  can  be  treated  through  electro- 
sleep.® Clinical  studies  performed  in  foreign 
countries  have  shown  that  electrosleep  is  a 
useful  therapeutic  method  in  many  other 
conditions. 

The  mechanism  of  induction  of  electro- 
sleep and  the  mechanism  of  its  therapeutic 
effect  are  complex,  not  too  well  known,  and 
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not  clearly  established.  One  group  of  re- 
searchers feels  that  the  induction  of  sleep 
is  caused  by  direct  action  of  the  current  over 
the  brain  cells.  Another  group  rejects  such 
explanation  and  feels  that  the  induction  of 
sleep  is  related  to  a reflex  mechanism.  How- 
ever, a majority  of  scientists  “tend  to  at- 
tribute this  effect  to  a spread  of  protective 
inhibition  which  provides  favorable  condi- 
tions for  functional  recovery  of  cerebral  cells 
and  is  associated  with  stimulation  of  lower 
centers  of  the  brain.’’® 

The  apparatus,  Electrosone  50  sleep  ma- 
chine, is  a low-voltage,  portable  unit.  The 
machine  and  its  auxiliary  equipment  cost 
$550.  It  measures  10.5"  x 7.75"  x 4.75" 
and  weighs  12  pounds.  It  operates  on  two 
2.5  volt  rechargeable  batteries  or  on  four 
12.6,  volt  replaceable  batteries.  Voltage  can 
vary  betw^een  1 and  50  volts,  frequency  be- 
tween 1 and  500  pulses  per  second,  and  pulse 
duration  (pulse  width)  from  0.1  to  1.5  milli- 
seconds. There  is  a bias  control  which  allows 
a direct  current  (DC)  up  to  15  volts.  Also, 
thei’e  is  a one-hour  timer  to  control  the  dura- 
tion of  current  application.  The  timer  may 
be  set  to  30  minutes  and  automatically  turns 
the  unit  off  at  the  end  of  the  selected  appli- 
cation time  (Fig.  2). 

Electrosleep  therapy  is  simple  to  admin- 
ister. It  is  an  outpatient  procedure.  No 
preoperative  preparation,  medication,  or 
fasting  is  required.  The  only  preoperative 
care  is  a thorough  discussion  with  the  pa- 
tient and  an  explanation  of  the  painless  pro- 
cedure and  to  obtain  his  or  her  written 
authorization. 

^Psychiatrist  II.  Hastings  Regional  Center.  Ingleside.  Ne- 
braska 68953. 
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The  patient  can  be  treated  at  any  time. 
During  the  treatment  the  patient  lies  down 
on  a bed,  in  a comfortable  dorsal  position 
(Fig.  1),  in  ordinary  clothes  with  a soft 
electrode  mask  over  the  upper  part  of  the 
face.  The  electrodes  are  soaked  in  saturat- 
ed salt  solution  and  applied  to  the  eye  and 
mastoid  area.  The  cathode  (negative  elec- 
trode) is  applied  over  the  eye  and  the  anode 
(positive  electrode)  goes  over  the  mastoid 
process.  Usually  one  starts  with  100  pulses 
per  second,  a pulse  duration  of  1 milli- 
second and  raises  the  aplitude  (voltage)  un- 
til the  patient  feels  mild  tingling  sensation 
at  one  or  more  electrode  places.  Then  the 
treatment  is  continued  usually  for  30  min- 
utes. Thereafter,  the  treatment  is  repeat- 
ed daily  for  5 days  a week  for  1 to  3 weeks. 

During  and  following  the  treatment  the 
patient  may  or  may  not  fall  asleep  but  does 
not  become  unconscious.  Some  patients 
may  experience  a blurring  of  vision  after  re- 
moval of  the  facial  mask  for  5-10  minutes 
or  a mild  headache  or  some  sedation  after  one 
or  two  treatments. ^ However,  normal  con- 
trols that  have  undergone  electrosleep  ther- 
apy have  reported  a hyperalerting  action. 


some  euphoric  feelings,  increased  capability, 
tranquilizing  effect,  decreased  worrying  and 
improved  sleep,  instead.^ 

As  experience  with  electrosleep  therapy 
has  increased,  some  European  authorities 
have  pointed  out  that  electrosleep  is  contra- 
indicated in  traumatic  cystic  arachnoiditis, 
cerebral  atherosclerosis,  iritis,  conjunctivitis, 
iridocyclitis,  ocular  neoplasms,  and  in  indi- 
vidual intolerance  of  electric  current;  and 
that  it  is  not  effective  in  hypochoncriacal 
neuroses,  schizophrenia,  involutional  psy- 
chosis and  presenile  psychosis.® 

In  summary,  electrosleep  therapy  is  high- 
ly effective  treatment  in  a wide  ralige  of 
well  selected  clinical  conditions.  It  is  a new 
approach  to  the  treatment  of  so  many  pa- 
tients for  whom  we  are  now  prescribing 
hypnotics,  barbiturates,  sedatives  and  ad- 
dictive tranquilizers. 

In  my  opinion,  since  it  is  a harmless,  non- 
toxic, nonaddictive,  quite  safe  and  inoffen- 
sive procedure,  its  discovery  brought  into 
the  medical  therapeutic  armamentarium  one 
of  the  most  effective,  powerful  therapeutic 
weapons  ever  known  for  the  treatment  of 
chronic  insomnia. 
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Figure  2 

ELECTROSONE  50  (Sleep  Machine).  (Reproduced  hy  permission  of  J.  D.  Mattox,  Sales  Manager,  Tri-Tronics 
Laboratory,  Inc.,  Euless,  Texas  76039). 
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Figure  1 

During  the  treatment  the  patient  lies  clown  on  a bed,  in  a comfortable  dorsal  position,  in  her  regular  clothes  with 
a soft  electrode  mask  over  the  upper  part  of  the  face.  (Reproduced  by  permission  of  J.  D.  Mattox.  Sales  Manager. 
Tri-Tronics  Laboratory,  Inc.,  Euless,  Texas  76039). 


However,  because  electrosleep  therapy  is 
still  in  the  developmental  stage  in  U.S.A. ; 
and  because  the  numerous  studies  done  in 
foreign  countries  lack  a double-blind  struc- 
ture, a great  deal  of  well  controlled,  double- 
blind, scientific  research  needs  to  be  car- 
ried out  to  duplicate  the  findings  of  those 
pioneers  in  the  new  exciting  field  of  electro- 
sleep therapy. 
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Headache:  Recognition  and  Treatment 
A Brief  Review  for  the  Physician 


PART  I 

Headpain  As  a Symptom 

Headache  is  by  far  the  most 
common  symptom  encountered 
in  medical  practice.  Descrip- 
tions of  headache  vary  in  clarity  and  de- 
tail from  patient  to  patient.  The  essential 
elements  for  proper  diagnosis  and  correct 
management  are  to  be  found  only  in  the  de- 
scription given  by  the  patient  and  elaborated 
upon  by  the  doctor. 

With  careful  questioning,  and  patiently 
allowing  the  patient  to  give  his  own  account, 
one  should  try  to  elucidate  the  following 
features  about  a given  headache.  Is  this 
an  occasional  headache  or  one  that  has  been 
recurring  consistently?  Is  onset  of  pain 
abrupt  or  gradual?  In  subarachnoid  hemor- 
rhage abrupt  onset  is  very  characteristic. 
Does  the  pain  have  a focal  or  unilateral  loca- 
tion, even  if  it  later  becomes  generalized? 
Hypertensive  intracerebral  hemorrhage  is 
typically  heralded  by  unilateral  headache, 
ipsilateral  to  the  side  of  hemorrhage.  Note 
the  character  of  the  pain ; sharp,  dull,  pres- 
sure-like, throbbing,  etc.  How  long  does  it 
last?  It  is  usual  for  migraine  to  last  many 
hours  or  a day  or  two.  On  the  other  hand, 
cluster  headaches  are  typically  short  in  dura- 
tion, usually  less  than  2 hours.  Are  there 
any  accom_panying  features?  Nausea  and 
vomiting  as  in  migraine ; profuse  sweating, 
lacrimation,  and  rhinorrhea  as  in  cluster 
headaches.  Is  there  a history  of  a similar 
affection  in  the  family?  Note  here  the 
strong  family  history  as  in  migraine,  lack- 
ing in  cluster  or  tension  headaches  (Table 
1). 


Anatomic  Considerations 

What  structures  in  the  head  and  neck  are 
capable  of  causing  head  and  neck  pain? 
It  has  been  shown  that  not  all  tissues  within 
this  area  are  sensitive  to  pain.i  The  most 
pain-sensitive  structures  are  skin  of  the 
scalp  with  its  blood  vessels,  scalp  and  neck 
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muscles,  major  venous  sinuses  and  major 
cortical  veins,  dural  and  major  intracranial 
arteries,  and  finally,  the  dura  matter  at  the 
base  of  the  brain.  Convexity  dura  matter, 
pia  matter,  brain  tissue  itself,  ependymal 
lining,  choroid  plexus,  and  cranium  are  not 
sensitive  in  regard  to  the  production  of  clin- 
ical head  and  neck  pain.  Pain  in  the  sensi- 
tive structures  is  produced  by  mechanism  of 
stretch,  traction,  distention,  and  displace- 
ment. In  general,  pain  in  structures  above 
the  tentorium  cerebelli,  anterior  portion  of 
the  head  and  face  is  transmitted  by  the  5th 
cranial  nerve  and  referred  to  the  forehead 
and  face.  Pain  in  structures  below  the  ten- 
torium cerebelli  is  transmitted  through  the 
9th  and  10th  cranial  nerves.  Pain  in  the 
neck  and  posterior  head  areas  is  transmitted 
by  the  upper  posterior  cervical  roots.  Thus, 
pain  in  infratentorial  structures,  neck,  and 
posterior  head  is  referred  to  the  occiput  and 
neck  (Tables  2 A,  B,  and  C). 

Two  major  types  of  headache  can  be  rec- 
ognized, vascular  and  muscular.  In  the  for- 
mer, pain  is  produced  by  mechanism  of  dis- 
tention, traction,  and  displacement  of  blood 


Table  1 


SYMPTOM  ANALYSIS  OF  HEADACHE 


Occurrence.  Random 

Onset Ab}’upt 

Location Focal  oi' 

unilateral 

Character__  Sharp,  dull 

throbbing,  etc. 

Associated  Nausea  and 
Features,  vomiting. 

Photophobia  and 
irritability. 

Family  Strong  family 

History history  in 

migraine. 


Recurrent 

Gradual 

Generalized 

Duration  (short 
or  protracted) 

Sweating,  lacrim- 
ation and 
rhinorrhea 


Inconsistent  family 
history  in  cluster 
and  other  types 
of  head  pain. 


12 


Nebraska  M.  J. 


Table  2 

ANATOMIC  BASIS  OF  HEAD  PAIN 
A — Pain-Sensitive  Structures 
Scalp  and  its  appendages  Neck  and  scalp  muscles 

Major  neck  and  scalp  Major  venous  sinuses 
arteries  and  veins 

Basal  dura  matter  Major  intracranial 

arteries  and  veins 


B — Structures  Insensitive  to  Pain,  Relative 
to  Production  of  Head  Pain 
Cranium  Brain  tissue 

Pia  matter  and  Ependymal  lining  and 

convexity  dura  choroid  plexus 

matter 


C — Pathways  of  Pain 


Pain  in  supratentorial 
structures,  anterior 
head  and  face 

Pain  in  infratentorial 
structures,  neck  and 
posterior  head 


Vth  cranial  neiwe  — 
pain  referred  to  fore- 
head and  face 

IXth  and  Xth  cranial 
neiwes  and  upper  cerw- 
ical  posterior  roots  — 
pain  referred  to  occipit 
and  neck 


vessels,  either  directly  or  by  that  of  their 
menigeal  attachments.  In  the  latter,  pain 
is  produced  by  mechanism  of  sustained 
muscle  contraction,  possibly  associated  with 
accumulation  of  injurious  metabolites  and 
ischemia.  Thus,  pain  from  intracranial 
structures  is  apt  to  be  vascular  in  nature. 
Combination  of  vascular  and  muscle  contrac- 
tion pain  can  also  be  encountered. 

It  should  be  pointed  out  that  we  are  not 
here  concemed  with  cranial  neuralgias,  and 
no  reference  will  be  made  to  this  type  of 
pain. 


Varieties  of  Vascular  Head  Pain 

Brief  consideration  is  given  here  to  non- 
specific vascular  headaches  which  are  en- 
countered at  random,  in  the  course  of  sys- 
temic infections  and  toxic-metabolic  disor- 
ders, following  head  trauma,  after  lumbar 
puncture,  and  after  ingestion  or  withdrawal 
of  drugs.  Intracranial  hypertension  and 
intracranial  space-occupying  processes  also 
produce  headache  of  vascular  nature.  In 
these  instances,  traction  on  meninges  is  im- 
portant in  the  production  of  pain.  Vascular 
malformations  and  intracranial  aneurysms 
can  as  well  be  expected  to  cause  vascular 
headache  sometime  in  their  course.  Finally, 
headache  of  vascular  nature  can  be  en- 


countered in  the  course  of  arteriosclerotic 
and  occlusive  cerebrovascular  disorders. 

The  pattern  of  headache  in  the  above- 
mentioned  disorders  is  not  always  distinct 
and  diagnostic  of  itself.  It  suffices  to  men- 
tion that  headache  due  to  systemic  infection, 
drug  or  toxic-metabolic  substances  is  apt 
to  be  generalized ; while  that  due  to  aneu- 
rysm, vascular  malformation,  brain  tumors, 
or  vascular  occlusive  disorders  is  often  focal 
or  unilateral  in  onset,  although  as  it  evolves 
it  can  become  more  extensive.  The  focus 
or  side  of  the  pain  usually  corresponds  to 
the  side  of  the  underlying  process.  In  intra- 
cranial hypertension,  head  pain  is  initially 
intermittent,  with  a tendency  to  occur  upon 
waking  or  during  sleep.  This  pain  is  often 
referred  to  the  forehead.  As  intracranial 
pressure  increases,  the  pain  becomes  more 
consistent  and  extensive,  later  stages  being 
characterized  by  stiff  neck  and  occipital 
pain.  Headache  after  lumbar  puncture  is 
typically  postural,  occurring  upon  assuming 
upi-ight  posture  and  receding  when  supine. 
Occlusion  of  the  internal  carotid  artery  in 
the  neck  can  be  accompanied  by  intense  uni- 
lateral pain  on  the  same  side.  But  such  in- 
tense pain  is  relatively  uncommon,  most 
occlusions  taking  place  silently  or  without 
significant  headache.  Cranial  arteritis  (e.g. 
temporal  arteritis)  is  usually  accompanied 
by  pain  along  the  trunk  of  the  involved  ves- 
sel. Pain  of  ocular  origin,  as  a rule,  is  locat- 
ed ^bove,  around,  or  behind  the  eye,  and 
thus  should  alert  the  clinician  to  the  proper 
site  of  the  pathological  process.  Pain  from 
facial  structures,  sinuses,  and  teeth,  is 
usually  distinct  and  focal,  directly  overlying 
the  structures  involved.  One  important  con- 
sideration here  is  pain  due  to  faulty  bite 
and  malfunction  of  the  temporomandibular 
joint.  This  pain  is  not  vascular  in  nature 
but  is  related  to  muscle  strain  and  joint 
structures.  It  is  characterized  by  being 
steady  and  gnawing  (like  that  experienced 
after  vigorous  blowing  into  a tube  or  bag), 
made  worse  or  precipitated  by  chewing  or 
movements  of  the  jaw. 

The  more  specific  forms  of  vascular  head- 
aches are  varieties  of  migraine  and  a unique 
type  of  head  pain,  best  designated  as  cluster 
headaches,  which  will  be  examined  in  some 
detail  below. 
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Migraine 

The  term  migrmne  comes  from  antiquity. 
Its  origin  is  attributed  to  Galen,  who  intro- 
duced heterocrania  as  a designation  for  uni- 
lateral head  pain.  The  Romans  adopted  this 
term  and  transformed  it  into  hemicranium. 
Hemicranium  in  turn  evolved  into  European 
languages  and  the  French  finally  called  it 
migraine.  Migraine  was  then  taken  into 
English  unchanged. 

Several  major  varieties  of  migraine  are 
recognized  with  a number  of  less  distinct 
for  ni  s,  known  as  migraine  equivalents. 
These  latter,  some  open  to  controversy,  will 
not  be  considered  here. 

The  following  forms  of  migraine  will  be 
examined  briefly: 

A.  Classic  migraine 

B.  Common  migraine 

C.  Hemiplegic  migraine 

1).  Ophthalmic  migraine 

E.  Ophthalmoplegic  migraine 

F.  “Lower  half”  headache 

Classic  migraine  is  the  one  traditionally 
described  in  standard  texts  as  the  proto- 
type of  migraine.  It  is  characterized  by  a 
sequence  of  visual  prodromata,  unilateral 
head  pain,  photophobia,  nausea,  vomiting, 
anorexia,  and  irritability.  Common  migraine 
differs  from  this  picture  in  lacking  the 
complete  sequence  noted  above ; and  also  the 
pain  is  not  restricted  to  one  side,  although 
it  may  begin  in  that  fashion.  Hemiplegic 
migraine  refers  to  motor  and  sensory  defi- 
cits, affecting  one  limb  or  one  side,  during 
an  attack.  These  usually  precede  the  head- 
ache and  may  persist  through  the  entire 
duration  of  an  attack.  In  ophthalmic  mi- 
graine, visual  deficits,  affecting  one  eye  or 
a homonymous  field,  supervene.  In  this  in- 
stance also,  the  visual  deficits  usually  pre- 
cede the  headache.  In  ophthalmophlegic  mi- 
graine severe  pain  in  or  around  the  eye  is 
followed  by  paralysis  of  one  or  more  oculo- 
motor nerves  (most  commonly  the  3rd 
nerve).  “Lower  half”  headache  refers  to  a 
migraine  attack  with  predominant  or  re- 
stricted distribution  of  the  pain  to  the  face 
rather  than  the  head.  In  another  similar 
variant  the  pain  may  be  felt  in  the  ears  or 


throat.  In  these  two  instances,  the  unusual 
distribution  of  the  pain  presumably  impli- 
cates involvement  of  facial  and  maxillary 
braches  of  the  external  carotid  artery  in  the 
migraine  process. 

Some  facets  of  migraine  which  are  less 
widely  known  need  emphasis:  (1)  Common 
migraine  is  the  one  most  often  seen  in  daily 
pratice.  (2)  Ophthalmoplegic  migraine  is 
extremely  uncommon.  (3)  Focal  neurolog- 
ical deficits  seen  in  the  course  of  a migraine 
attack  are  fortunately  transient  but  may 
rarely  persist  permanently.  (4)  Rarely,  loss 
of  consciousness  supervenes  during  a severe 
and  protracted  headache.  This  is  brief  and 
not  accompanied  by  convulsion  and,  as  a 
rule,  occurs  on  upright  position  or  upon  as- 
suming upright  position  from  sitting  or  re- 
cumbency . (5)  Grades  of  vertigo  and  dizzi- 
ness are  frequently  seen  during  migraine. 

Incidence  of  migraine  in  the  general 
population  has  been  estimated  variously 
from  5%  to  10 %.^  This  is  not  surprising 
when  one  considers  that  many  migraneurs 
never  see  a doctor  for  their  migraine.  Mi- 
graine is  notably  a familial  disorder.  In 
more  than  two  thirds  of  migrainous  pa- 
tients, a positive  family  history  can  be  dis- 
closed. Onset  in  very  early  or  late  life  is 
exceptional.  Incidence  in  childhood  increas- 
es after  age  6.^  Peak  incidence  is  encoun- 
tered in  adolescence  and  teens.  Female  to 
male  ratio  is  approximately  7 :3.^  In  fe- 
males, onset  of  migraine  may  coincide  with 
menarche.  In  general,  young  females  in 
their  reproductive  lives  are  more  prone  to 
migraine  than  males  in  the  same  age  groups. 
Most  female  migraineurs  cease  to  have  mi- 
graine after  menopause.  In  males  after  40- 
4.5,  attacks  of  migraine  dwindle  rapidly. 

The  earlier  notion  that  patients  with  mi- 
graine belong  to  a specific  social  class  with 
a specific  type  of  personality  has  not  been 
substantiated  by  more  recent  studies.^  How- 
ever, patients  with  perfectionistic  tendency 
and  obsessive  character  who  are  given  to 
meticulousness  and  compulsiveness,  are 
more  likely  to  consult  physicians  and  suffer 
from  frequent  headaches. 

In  most  patients  with  migraine  one  or 
more  factors  can  be  found  which  can  pre- 
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cipitate  an  attack.  Physical  or  mental  fa- 
tigue and  lack  of  sleep  are  very  crucial  fac- 
tors for  most  patients.  Sometimes  relaxa- 
tion after  a period  of  excitement  coincides 
with  a migraine  attack,  as  “weekend  head- 
aches” or  “relaxation  headaches.”  Anxiety, 
fear,  and  mental  preoccupation  are  other 
widely-mentioned,  but  over  - rated  factors. 
Hunger  in  some  patients  precipitates  mi- 
graine. In  another  group,  exposure  to  sun, 
heat,  or  stuffy  air  provokes  an  attack.  Spe- 
cific food  substances,  especially  those  con- 
taining tyramine^  and  alcohol,  occasionally 
provoke  migraine.  Ingestion  of  a heavy 
and  fatty  meal  in  some  patients  may  be  fol- 
lowed by  a migraine  attack.  The  role  of 
food  or  other  allergies  in  precipitation  of 
migraine  remains  uncertain. 

Hormonal  factors,  especially  in  young  fe- 
males, have  an  established  association  with 
migraine;  attacks  of  migraine  may  coincide 
with  the  onset  of  menstrual  bleeding.  In 
this  regard,  a definite  association  between 
migraine  and  oral  contraceptives  has  come 
to  light  with  the  use  of  these  agents  in  re- 
cent years.  It  has  been  shown  that  pill  users 
are  more  prone  to  severe  and  frequent  at- 
tacks than  nonusers.®  An  occasional  patient 
may  develop  migraine  for  the  first  time  while 
on  the  pill.  The  role  of  pregnancy  in  the 
evolution  of  migraine  is  not  well  established. 
Most  reports  indicate  amelioration  of  mi- 
graine during  pregnancy.'^  I have  seen  very 
complicated  migraines  d u ring  pregnancy 
(e.g.  simple  migraine  transforming  into  a 
hemiplegic  one). 

The  last  important  precipitating  factor  to 
be  considered  is  head  trauma  (Table  3). 
Head  trauma,  irrespective  of  its  magnitude, 
is  capable  by  itself  to  cause  migraine  for  the 
first  time,  which  may  then  become  a recur- 
rent habitual  disorder  (unpublished  obser- 


Table  3 

PRECIPITATING  FACTORS  IN  MIGRAINE 


Physical  fatigue 
Lack  of  sleep 
Hunger 

Ingestion  of  certain 
food  substances 
and  alcohol 


Anxiety  and  pre- 
occupation 

Relaxation  after 
excitement 

Exposure  to  sun  or  heat 
Head  trauma 
Hormonal  changes 


vations).  More  often  however,  minor  head 
trauma  in  patients  known  to  have  migraine 
provokes  it.  This  is  particularly  remark- 
able in  childhood  migraine  and  may  be  seen 
as  a familial  tendency.*  Serious  focal  neu- 
ral deficits  can  be  provoked  in  certain  vul- 
nerable patients  by  minor  trauma,  which 
fortunately  are  transient  and  self-limited. 
Presumably,  head  trauma  in  these  individu- 
als leads  to  a significant  cerebral  vasospasm 
with  subsequent  ischemia  and  tissue  edema. 

Despite  some  new  discoveries,  the  nature 
of  migraine  remains  highly  elusive.  The  tra- 
ditional view  that  migraine  consists  of 
phases  of  intracranial  vasoconstriction  and 
exti’acranial  vasodilation  is  a simplification, 
yet  it  does  provide  a basis  for  explaining 
some  of  the  clinical  phenomena  of  migraine. 
Thus,  the  focal  neurological  deficits  are  at- 
tributed to  this  initial  vasoconstriction,  and 
the  headache  to  the  subsequent  vasodilation. 
Although  an  increase  in  the  pulse  amplitude 
of  scalp  arteries  during  migraine  has  been 
demonstrated,  the  countenance  of  a mi- 
graineur  is  apt  to  be  pale  rather  than  flushed 
during  an  attack.  Even  more  elusive  are  the 
associated  phenomena  such  as  sweating,  nau- 
sea and  vomiting. 

That  migraine  may  be  a periodic  imbal- 
ance in  the  milieti  interior,  or  humoral  fac- 
tors might  be  involved,  has  been  suggested 
for  a long  time.  Recent  evidences  have  shed 
further  light  on  this  and  suggest  that  mi- 
graine may  be  basically  a biochemical  dis- 
order.® Certain  biogenic  amines  have  been 
implicated  in  the  vascular  phenomena  of 
migraine  and  production  of  pain.  These 
amines,  which  have  potent  effects  on  blood 
vessels,  include  catecholamines,  serotonin, 
and  bradykinin.i®  This  latter  has,  in  addi- 
tion, a pain-provoking  quality.  In  migraine 
attacks  provoked  by  certain  foods  — dietary 
migraine  — tyramine  has  been  suggested  as 
a causative  factor.®  The  most  remarkable 
and  direct  evidence  of  a biochemical  disorder 
is  afforded  by  Lance  et  al.“  These  work- 
ers have  shown  that  at  the  onset  of  a mi- 
graine attack  — meaning  the  onset  of  head- 
ache — there  is  a precipitous  drop  in  plasma 
serotonin,  compared  to  the  preheadache 
phase.  Plasma  serotonin  remains  lower  than 
normal  throughout  the  duration  of  the  head- 
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ache.  This  drop  in  serotonin  is  specific  for 
migraine  and  is  not  related  to  the  mere 
stress  of  the  headache.  Vascnlar  changes 
on  the  scalp  are  initiated  by  the  decline  in 
plasma  serotonin  and  can  be  aborted  by  ad- 
ministration of  serotonin.  What  happens  to 
intracranial  arteries  remains  a mystery ; and 
what,  ultimately,  brings  about  the  biochem- 
ical changes  is  unknown. 

Treatment  of  migraine  will  be  considered 
with  treatment  of  cluster  headaches,  to  be 
described  below. 

Cluster  headache  is  a unique  form  of  vas- 
cular headache  which  deserves  a separate 
treatment ; it  has  often  been  regarded  as  a 
variant  of  migraine.  But  as  will  be  seen 
below,  it  has  little  in  common  with  migraine. 
The  condition  is  known  by  many  other 
names:  ciliary  (migrainous)  neuralgia 

(Harris,  1936)’2  erythromelagia  of  the  head 
(Horton  et  al,  1939), histaminic  cephalgia 
(Horton,  1941  )^^  and  petrosal  neuralgia 
(Gardner  et  al,  1947). 

The  term  cluster  headache  was  introduced 
by  Kunkle  et  al  (1952),i®  and  was  adopted 
by  the  Ad  Hoc  Committee  on  Classification 
of  Headaches  in  1962. It  signifies  the  one 
distinct  characteristic  of  this  headache,  its 
tendency  to  occur  in  clusters  for  a limited 
time,  with  long  periods  of  quiescence  be- 
tween the  bouts. 

Incidence  of  this  particular  form  of  head- 
ache is  estimated  to  be  2-9%  that  of  mi- 
graine.^* Onset  in  childhood  and  adoles- 
cence is  uncommon,  in  contrast  to  migraine. 
In  most  patients  the  first  attacks  begin  in 
the  late  20’s  and  30’s;  I have  seen  an  onset 
as  late  as  70.  The  great  majority  of  suf- 
ferers are  males.  The  male  to  female  ratio 
is  6.5;l.i*  History  of  migraine  or  other  re- 
current headaches  in  close  relatives  of  the 
affected  individuals  is  found  infrequently. 

The  clinical  picture  is  quite  characteristic : 
onset  is  abrupt,  with  pain  beginning  in, 
around,  or  above  the  eye,  on  one  side  only. 


The  intensity  of  pain  far  exceeds  any  other 
form  of  headache.  In  most  cases  the  pain 
remains  limited  to  the  forehead,  temple, 
and  around  the  eye.  In  others  it  may  become 
more  extensive,  affecting  one  half  of  the 
head,  neck,  shoulder,  and  face.  Severity  of 
pain  is  such  that  the  patients  are  unable 
to  remain  in  bed  or  be  seated.  Frequently, 
they  pace  around  the  bedroom  or  may  take 
a hot  or  cold  shower  in  order  to  distract  the 
pain.  The  appearance  of  the  patient,  hold- 
ing his  head  tightly  with  his  hands,  is  very 
pathetic  and  alarming  for  the  relatives. 
Some  patients  are  known  to  have  threatened 
suicide  because  of  the  intensity  of  the  pain. 
The  pain  is  usually  described  as  boring  and 
knife-like.  It  is  terminated,  often  as 
abruptly  as  it  begins,  in  10  minutes  to  2 
hours.  A duration  longer  than  2 hours  is 
rare,  and  certainly  it  never  persists  for 
many  hours  or  a day  or  two  as  in  migraine. 

The  attacks  typically  occur  in  bouts  or 
clusters,  each  bout  lasting  several  weeks. 
There  may  be  as  many  as  few  attacks  in 
24  hours.  Nocturnal  occurrence  is  common, 
and  in  some  patients  the  attacks  occur  only 
at  night,  during  sleep.  A tendency  for  the 
bouts  to  occur  in  certain  seasons  of  the  year 
can  be  found  in  some  patients.  For  a given 
patient,  however,  a bout  or  two  may  occur 
in  spring  and  the  next  one  or  two  in  autumn 
or  winter.  The  free  intervals  between  the 
bouts  may  range  from  several  months  to 
several  years.  Rarely,  no  periodicity  is 
noted,  and  the  attacks  occur  either  at  ran- 
dom throughout  the  year  or  frequently,  more 
or  less  as  a permanent  affection. 

For  a given  attack,  and  often  for  a given 
bout,  the  pain  remains  one-sided.  Associat- 
ed phenomena  seen  during  an  attack  include 
nasal  congestion,  lacrimation  and  reddening 
of  the  eye,  facial  flushing  and  profuse 
sweating  on  the  face  and  forehead,  all  on 
the  affected  side.  These  subside  as  the  head- 
ache recedes.  The  affected  part  of  the  scalp 
may  remain  tender  for  a short  time  after 
cessation  of  the  headache. 
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The  Pharmacist  and  the  Doctor* 


IT  is  a real  pleasure  to  be  here 
with  you  today  and  let  me 
assure  you  I consider  it  a 
privilege  to  represent  my  colleagues  to  an- 
other professional  organization.  In  another 
two  weeks  my  own  term  of  office  will  be 
over,  but  I sincerely  hope  this  type  of  dia- 
logue will  continue  in  the  future.  Given  to- 
day’s society  with  polarization  of  viewpoints 
and  confrontations  commonplace,  the  cor- 
dial, cooperative  relations  between  our  two 
groups  that  we  enjoy  in  Nebraska  is  both 
unique  and  invaluable.  I hope  my  remarks 
today  will  offer  an  opportunity  to  expand 
and  further  improve  these  relationships  in 
the  years  to  come. 

Communication  is  an  area  of  particular  in- 
terest to  me  personally,  and  I fully  subsciibe 
to  the  theory  that  the  biggest  error  made  in 
communication  is  assuming  it  has  been  ac- 
complished. The  Nebraska  Medical  Associa- 
tion has  been  making  an  increased  effort  in 
communications  over  the  past  two  or  three 
years,  and  I can  personally  recommend  any 
and  all  professional  organizations  do  like- 
wise. The  dividends  are  tremendous. 

The  field  of  drug  therapy  is  one  particu- 
larly in  need  of  increased  communications. 
I hardly  need  to  point  out  to  this  group  that 
this  area  concerns  your  professional  organ- 
ization and  mine,  the  FDA,  the  public,  and 
the  Pharmaceutical  Manufacturers  Associa- 
tion. Perhaps  there  are  other  groups  to  con- 
sider, but  these  are  probably  the  most  im- 
portant. The  day  has  long  passed  when  any 
one  group  can  promote  its  own  program 
without  considering  its  effect  on  each 
of  the  others.  While  each  of  us  must  main- 
tain our  own  integrity  and  identity,  there 
is  ample  evidence  that  our  progress  will  have 
a direct  relationship  to  our  degree  of  co- 
operation. 

I would  like  to  address  myself  this  morn- 
ing to  each  of  these  groups  from  the  stand- 
point of  the  practicing  physician  and  or- 
ganized medicine.  Let’s  begin  with  the  pub- 
lic segment. 

Certainly  we  could  call  this  the  “age  of  the 


ROGER  MASON.  M.D. 


consumer’’  and  Nader’s  Raiders  as  the  cham- 
pions of  their  cause.  I am  sure  the  news 
media  has  saturated  our  country  with  the 
concept  that  the  professional  whether  he  be 
in  the  field  of  health,  education,  military, 
government,  or  whatever,  can  and  should 
function  only  after  strong  consumer  input. 
Most  of  the  federal  and  state  legislation  be- 
ing written  today  contains  the  requirement 
for  consumer  representation  if  not  domi- 
nance, of  the  involved  agency  or  organiza- 
tion. We  may  decry  this  practice  as  ero- 
sion of  our  professional  standards.  We  might 
consider  it  as  the  usurping  of  prerogatives 
or  we  might  consider  it  as  casting  aspersions 
on  our  motives,  but  we  cannot  deny  its  ex- 
istence. 

Most  physicians,  I believe,  have  serious 
doubts  about  the  role  to  be  played  by  the 
lay  public  in  an  area  as  complex  as  health. 
At  best,  medicine  is  an  inexact  science  with 
a large  component  of  art.  However,  we  are 
learning  to  work  with  such  groups  and  so 
far  our  results  have  been  reassuring. 

Admittedly,  physicians  were  defensive  in 
the  beginning.  The  whole  concept  of  con- 
sumerism was  accompanied  by  reports,  usual- 
ly out  of  context,  of  inadequacy  of  medical 
services  or  abuses  of  privileges.  Suddenly 
the  physician  was  painted  with  a black  hat. 
Today  we  find  most  of  these  people  with 
which  we  deal  to  be  both  respectful  and 
knowledgeable.  We  feel  the  consumer  can  be 
helpful  even  though  his  role  may  be  and 
should  be  limited. 

In  general  I have  found  it  helpful  to  re- 
mind myself  that  the  consumer  (and  I ob- 
ject even  to  that  term),  is  my  patient  and 
your  customer. 

Let  me  next  discuss  the  FDA  — the  Food 
and  Drug  Administration.  If  tliere  were  to 
be  only  one  area  that  our  two  organizations 

♦Presented  at  the  Annual  Meeting:  of  the  Nebraska  Pharma- 
ceutical Association.  April  15th.  1972. 
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should  increase  communications  with,  I be- 
lieve it  should  be  with  the  FDA.  I find  the 
average  physician  has  an  extremely  limited 
knowledge  of  the  FDA,  and  I suspect  the 
same  is  true  of  the  average  practicing  phar- 
macist. Except  when  a manufacturer  is  re- 
quired to  change  a label  or  withdraw  a 
product  or  perhaps  when  the  press  I’eports 
on  a real  tragedy  like  thalidamide,  we  seldom 
hear  of  this  agency.  Because  of  this,  and 
because  the  actual  charge  to  this  agency  is 
quite  broad,  1 would  like  to  take  a few  mo- 
ments to  sketch  in  some  historical  data. 

The  FDA  in  one  from  or  another  has  ex- 
isted since  1905  when  congress  passed  the 
Pure  Food  and  Drug  Act,  which  essentially 
merely  forebade  the  adulteration  of  food  or 
drugs.  In  1938,  after  the  death  of  100  peo- 
ple, many  of  them  children,  the  basic  act 
as  we  know  it  was  passed.  This  1938  legis- 
lation added  the  requirement  of  proof  of 
safety  before  marketing  of  products.  The 
act  went  through  one  additional  major 
change  in  1962  following  the  thalidamide 
incident.  At  that  time,  a formal  proof  of 
safety  was  required,  and  methods  of  provid- 
ing “substantial  proof”  were  spelled  out. 
In  1962,  one  other  feature  was  added,  which 
has  affected  all  of  us,  and  this  was  the  state- 
ment that  “substantial  proof  of  safety”  was 
to  be  required  of  all  drugs  previously  on  the 
market  as  well  as  those  which  might  appear 
in  the  future.  This  latter  feature  has  been 
a real  strain  on  all  involved  groups  — the 
manufacturers,  the  FDA,  you,  and  me. 

In  1966,  the  National  Academy  of  Sciences 
undertook  the  herculean  task  of  evaluating 
for  the  FDA  the  effectiveness  of  drugs  then 
on  the  market.  To  the  oi'iginal  group  has 
been  added  over  - the  - counter  medications 
with  evaluation  of  labeling  and  promotion. 

So  much  for  history.  One  other  piece  of 
background  infoi'mation  on  the  FDA  might 
be  of  interest  to  you.  I am  sure  you  will 
agree  that  the  charge  of  this  agency  is  quite 
broad  but  its  manpower  is  very  limited. 
The  total  employees  number  only  4,500  peo- 
ple scattered  throughout  the  nation.  Of 
these,  slightly  less  than  half  are  profes- 
sionals, with  210  physicians,  82  pharmacolo- 
gists, 100  pharmacists,  900  chemists,  and 
100  microbiologists.  There  are  650  inspec- 


tors, and  the  rest  are  administrative  and 
clerical  personnel.  Some  states  supplement 
the  work  of  the  FDA  in  a limited  way,  most- 
ly with  inspection,  but  nevertheless  the  in- 
volved people  are  spread  pretty  thin  in  rela- 
tion to  their  legal  obligation. 

I think  it  is  obvious  that  the  concentrated 
input  of  pharmacists  and  physicians  to  this 
important  agency  is  both  desirable  and  vital 
to  an  end  result  we  can  all  live  with. 

Last  fall  I heard  Mr.  C.  Joseph  Stetler 
speak  in  St.  Paul,  Minnesota.  Mr.  Stetler 
is  president  of  the  Pharmaceutical  Manufac- 
turers Association  and  I would  like  to  take 
a few  moments  to  support  a concept  he  ad- 
vanced at  that  meeting.  He  was  calling  for 
participatory  regulations ; in  other  words 
involvement  of  pharmacists,  physicians,  sci- 
entists, and  drug  manufacturers  in  the  the- 
ory as  well  as  the  practice  of  regulations 
promulgated  through  the  FDA.  Certainly 
you  and  I have  a vital  concern  in  this  area. 

Since  I have  mentioned  the  pharmaceutical 
manufacturers,  let’s  talk  about  that  group 
for  a few  minutes.  There  can  be  no  doubt 
that  di'ug  manufacturers  particularly  those 
with  large  research  oriented  facilities  have 
influenced  your  practice  and  mine.  Their 
efforts  along  with  those  of  educational  in- 
stitutions have  provided  us  a long  list  of 
new  and  improved  medications  over  the  past 
years  for  which  we  are  all  grateful. 

In  general,  the  practicing  physician  feels 
the  major  drug  manufacturing  companies 
are  doing  a commendable  job,  though  there 
could  be  more  done  in  standardizing  quality 
control  methods  and  simplification  of  access 
to  data  on  each  product.  Admittedly,  these 
two  areas  are  difficult  to  work  in,  but  I 
think  they  are  typical  of  the  areas  that 
need  more  involvement  of  your  organization 
and  mine.  Certainly  our  goals  are  identical 
— improved  health  for  all.  Any  effort  we 
can  make  to  this  end  will  be  for  the  benefit 
of  all.  I thoroughly  believe  in  the  old 
euphemism,  “It’s  amazing  how  much  work 
gets  done  if  we  don’t  worry  about  who  gets 
the  credit.” 

Two  current  subjects  I believe  are  in  need 
of  increased  communications  between  your 
organization  and  mine.  These  are:  (1)  Con- 
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sideration  of  repeal  of  antisubstitution  laws, 
and  (2)  “The  new  pharmacist.”  I am  sure 
Nebraska  physicians  would  oppose  the  for- 
mer, and  there  is  concern  about  what  is 
meant  by  the  latter.  It  is  my  impression 
that  on  the  national  level  these  two  subjects 
are  linked  together,  but  for  the  sake  of 
clarity  I would  like  to  discuss  them  one  at 
a time. 

To  my  knowledge,  the  Nebraska  Pharma- 
ceutical Association  has  not  advocated  repeal 
of  antisubstitution  laws,  but  I hope  you  will 
avail  yourselves  of  the  opportunity  to  take 
a position  on  this  matter.  Some  of  your  col- 
leagues in  othei’  states  have  been  pro  and 
others  con,  so  there  is  plenty  of  company 
either  way. 

I think  most  physicians  have  a much  more 
sophisticated  reason  for  opposing  this  type 
of  legislation  than  the  simple  reasoning, 
“that  is  my  right  as  a physician.”  Most  of 
us  feel  there  are  multiple  sound  reasons  for 
insisting  a prescription  be  filled  with  a spe- 
cified brand  if  that  brand  is  indicated.  Let 
me  give  you  a few  of  these  reasons  and  I am 
sure  you  yourselves  could  extend  my  list 
with  minimum  effort. 

Equivalency  is  a prime  focus  in  any  dis- 
cussion of  this  subject,  and  I have  heard 
referrals  to  generic  equivalents,  chemical 
equivalents,  biologic  equivalents,  and  thera- 
peutic equivalents,  each  with  a slightly  dif- 
ferent connotation  if  not  a different  defini- 
tion. 

Generic  equivalent  to  my  mind  implies 
that  two  products  of  different  manufactur- 
ers contain  identical  amounts  of  active  in- 
gredients and  therefore  have  identical  chem- 
ical composition  and  therapeutic  action.  This 
is  not  an  invariable  truth  and  is  one  basis 
for  our  concern  about  this  matter.  The 
best  we  can  say  is  that  the  two  products  may 
or  may  not  be  equivalent  in  their  thera- 
peutic action. 

The  pharmacists  who  advocate  repeal  of 
these  antisubstitution  laws  feel  their  knowl- 
edge of  drugs  is  more  complete  than  that  of 
the  physician,  but  one  important  factor  is 
missed  in  this  premise.  Certainly  the  same 
publications,  the  same  texts  and  references, 
and  the  same  research  reports  are  available 


to  both  groups.  However,  only  the  physi- 
cian has  the  history  and  physical  and  only 
the  physician  has  the  opportunity  to  carry 
on  reevaluations  during  the  course  of  treat- 
ment. 

Invariably  the  advocates  of  repeal  of  anti- 
substitution laws  cite  decreased  cost  is  a 
prime  reason  for  this  action.  Let’s  look  at 
the  cost  picture  briefly. 

If  the  pharmacist  can  reduce  his  inventory 
cost  by  carrying  fewer  i>roducts  and  obtain- 
ing these  by  competitive  bidding,  certainly 
his  overhead  has  been  reduced.  Many  of  the 
suppliers  of  generic  medications  do  not  sup- 
port associated  research  facilities  which  is 
a large  cost  factor.  But  also  some,  not  all 
but  some,  have  reduced  their  costs  by  factors 
involving  standardization,  production,  mar- 
keting, and  quality  control. 

Hospital  pharmacy  and  therapeutic  com- 
mittees have  used  this  method  of  cost  control 
effectively  and  I would  certainly  advocate 
their  continuance.  However,  I think  it  er- 
roneous to  assume  that  the  average  practic- 
ing pharmacist  with  or  without  physician 
input  can  devote  the  same  measure  of  time 
and  effort  to  assure  quality  that  the  hos- 
pital-based pharmacist  can. 

Due  to  my  involvement  with  medical  mal- 
practice, I think  I would  be  remiss  in  my 
duties  to  you  today  if  I failed  to  point  out 
the  increased  risk  of  malpractice  suits  to 
phai’macists  which  would  follow  repeal  of 
these  laws.-  Physicians,  lawyers,  and  archi- 
tects have  all  been  prime  targets  for  the 
suit-conscious  public  during  the  past  few 
years.  I for  one  would  not  care  to  try  to 
explain  to  a jury  why  I substituted  product 
“A”  for  product  “B”  as  a generic  equivalent. 

In  regard  to  the  second  area  of  involve- 
ment between  our  two  professions,  that  is 
“the  new  pharmacist,”  I find  myself  con- 
fused on  the  one  hand  and  concerned  on  the 
other. 

First  of  all,  I am  only  vaguely  aware  of 
the  proposed  changes  taking  idace  in  the 
pharmaceutical  schools  of  Nebraska.  Per- 
haps I should  have  been  more  diligent  in  my 
search  but  also,  there  has  been  minimal  in- 
formation offered.  I am  aware,  for  instance. 
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that  the  senior  class  of  pharmacists  at  the 
University  of  Nebraska  will  be  moved  to 
Omaha  this  fall  with  plans  to  move  the  other 
classes  less  definite,  but  probably  in  1973 
or  1974.  I am  also  aware  of  the  increased 
focus  on  patients  being  received  by  today’s 
pharmacy  students  and  his  increased  expo- 
sure to  physicians  as  well  as  patients.  In 
general,  I would  applaud  this  evidence  of 
coordination  and  cooperation  of  health  pro- 
fessionals. My  concern  and  that  of  my  fel- 
low physicians  stems  from  voices  outside  our 
state,  and  I was  first  made  aware  of  these 
some  six  to  eight  months  ago  by  Doctor 
Lloyd  Parks  speaking  as  president  of  the 
i\merican  Pharmaceutical  Association.  Let 
me  give  a few  quotes  from  that  speech  to 
illustrate  what  I mean. 

“In  talks  with  pharmacists  I have  empha- 
sized my  conviction  that  the  future  of  phar- 
macy as  an  independent  health  profession 
rests  on  whether  there  evolves  for  pharma- 
cists a unique  function  involving  the  per- 
formance of  a significant  decision  making 
responsibility  affecting  personal  patient 
care.”  This  concerns  me. 

Let  me  give  one  other  quote.  “Today,  a 
number  of  pharmacists  are  functioning  at 
or  near  their  full  professional  capacity  by 
being  involved  in  such  functions  as  inter- 
viewing patients  for  drug  histories,  screen- 
ing patients  for  minor  illness,  and  referring 
them  to  appropriate  levels  of  care  within  the 
health  care  delivery  system.  Pharmacists 
are  involved  in  prescribing  drug  therapy  un- 
der cei'tain  circumstances,  monitoring  drug 
therapy  and  advising  patients  on  the  proper 
use  of  drugs.” 

This  also  concerns  me.  Who  makes  the 
decision  as  to  which  patients  are  seen  by 


the  “new  pharmacists”  and  which  are  seen 
by  the  physician?  Who  is  responsible?  Who 
is  sued  for  malpractice  in  case  of  an  adverse 
effect?  Does  a third  party  carrier  recog- 
nize the  care  given  by  this  new  breed  of 
health  professional?  How  are  the  practice 
acts  of  the  pharmacists  and  the  physician 
altered  to  permit  this  dual  function  and  who 
regulates  or  polices  these  licensees?  There 
could  be  many  more  questions,  but  perhaps 
I have  made  the  point  that  there  are  prob- 
lems in  this  approach.  I do  not  doubt  the 
motivation  of  the  proponents  of  these  change's 
but  I have  deep  reservations  as  to  the 
acceptability  of  their  proposals  to  either 
physicians  or  the  public. 

In  conclusion  let  me  make  a few  sugges- 
tions. I think  most  practicing  pharmacists 
and  practicing  physicians  need  to  work  in 
concert  to  make  our  voices  heard  loud  and 
clear  by  the  public,  government,  bureaus, 
private  industry,  and  third  party  carriers 
including  medicare,  welfare,  and  private  in- 
surers. 

Secondly,  I think  our  two  organizations 
in  Nebraska  need  a closer  working  relation- 
ship. So  far  I believe  we  have  done  quite 
well  but  as  the  complexity  increases  so  does 
the  responsibility  increase,  as  does  the  pos- 
sibility of  misunderstanding. 

I think  the  goals  of  our  two  organizations 
as  well  as  those  of  other  health  professionals 
could  be  better  oriented  and  advanced  with 
the  creation  of  a small  interprofessional 
group  who  would  consider  the  real  “gut 
issues”  of  the  day.  This  group  could  help 
give  us  all  proper  direction  to  implementing 
improved  care  for  the  patient  in  a changing 
world. 
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Wash  ingtoNotes 


Drug  advertising 

W.  R.  Barclay,  M.D.,  assistant  executive 
vice  president  of  the  American  Medical  As- 
sociation, said  that  the  AMA  reserves  the 
right  to  reject  drug  advertising  even  if  it 
conforms  to  Food  and  Drug  Administration 
regulations. 

He  said  the  AMA  had  accepted  the  FDA’s 
authority  as  to  drug  advertising  when  it  was 
promulgated  in  1968  “after  determining 
that  the  regulations  would  provide  adequate 
screening  and  furthermore  would  have  the 
advantage  of  being  consistently  applied  to 
all  medical  publications,  not  just  AMA  jour- 
nals. 

Dr.  Barclay  said  the  impact  of  adver- 
tising on  drug  prescribing,  use  and  misuse 
is  not  known. 

Dr.  Barclay  outlined  the  AMA’s  position 
at  a public  hearing  of  the  National  Council 
of  Churches. 


National  health  insurance 

Congressional  leaders  have  given  national 
health  insurance  a high  priority,  but  the 
new  Congress  convening  this  month  may 
not  act  on  it  until  late  this  year  or  even 
next  year. 

Senate  Democratic  Leader  Mike  Mans- 
field of  Montana  assigned  the  legislation 
“the  highest  priority”  and  expressed  con- 
fidence that  a national  health  insurance 
program  will  be  approved  during  the  next 
two  years  by  the  93rd  Congress. 

The  key  congressman  on  this  legislation. 
Rep.  Wilbur  D.  Mills  (D.,  Ark.),  chairman 
of  the  House  Ways  and  Means  Committee, 
has  described  the  93rd  Congress  as  mov- 
ing “to  fashion  a national  health  insurance 
program  which  the  great  bulk  of  Ameri- 
cans can  support.” 

The  three  major  national  health  insurance 
bills  before  the  Congress  will  be  the  Nixon 
Administration’s  proposal  financed  by  em- 


ployer-employee contributions,  the  Ameri- 
can Medical  Association’s  Medicredit  plan, 
and  legislation  sponsored  by  Sen.  Edward 
M.  Kennedy  (D.,  Mass.). 

The  Ways  and  Means  Committee  acts  first 
on  such  legislation  and  it  had  been  expected 
to  take  up  tax  reform  and  possibly  pension 
plan  legislation  before  national  health  in- 
surance. 

Medicredit,  slated  for  early  introduction, 
is  being  expanded  to  include  home  care  and 
limited  dental  benefits.  In  the  92nd  Con- 
gress, Medicredit  had  174  sponsors,  by  far 
the  largest  number  for  any  national  health 
insurance  legislation. 

Kennedy,  with  the  support  of  organized 
labor,  sponsored  the  most  costly  plan  in  the 
92nd  Congress.  It  also  called  for  extensive 
reorganization  of  the  nation’s  health  care 
delivery  system  with  the  government  having 
a dominant  role.  At  this  writing,  he  had 
not  disclosed  any  details  of  his  new  bill. 

Barbiturates 

The  Bureau  of  Narcotics  and  Dangerous 
Drugs  has  proposed  restricting  sales  of  nine 
barbiturates  which  were  described  as  high- 
ly addictive  and  linked  to  1,771  suicides 
and  deaths -in  17  months. 

The  BNDD  Director  asked  the  Food  and 
Drug  Administration  to  place  the  nine  bar- 
biturates under  the  same  controls  for  co- 
caine, morphine,  codeine,  methadone  and 
amphetamine. 

Health  care  costs 

The  General  Accounting  Office,  Con- 
gress’ watchdog  on  federal  spending,  issued 
a voluminous  report  on  the  nation’s  health 
care  system  with  recommendations  that  it 
estimated  could  save  several  billions  of  dol- 
lars annually. 

The  basic  recommendations  were  for  bet- 
ter construction,  design  and  planning,  bet- 
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ter  usage  of  health  care  facilities,  and  more 
emphasis  on  preventive  medicine  and  group 
practice. 

One  out  of  four  patients  was  reported  to 
receive  more  hospital  care  than  necessary. 
It  was  estimated  that  putting  patients  need- 
ing long-term  care  in  special  facilities  would 
not  only  be  less  expensive  but  would  make 
available  126,000  beds  in  general  hospitals. 
Expansion  of  home  health  care  programs 
would  reduce  the  need  for  20,000  hospital 
beds  the  report  said.  Sharing  of  services 
by  regional  groups  of  hospitals  could  in- 
crease efficiency.  For  example,  the  90,000 
hospital  beds  allotted  to  obstetrics  could  be 
reduced  by  38,000. 

The  report  also  said  sharing  of  services 
also  could  cut  demand  for  new  hospital  fa- 
cilities for  such  procedures  as  open  - heart 
surgery,  radiation  therapy,  and  kidney  di- 
alysis. 

The  GAO  cited  union  wage  increases  be- 
yond productivity  increases  and  so-called 
feather-bedding  practices  as  major  factors 
in  rising  hospital  construction  costs. 

The  AFL-CIO  Building  Construction  and 
Trades  Department,  in  a letter  to  the  GAO 
included  in  the  report,  said  the  GAO  had 
been  “grossly  misleading  and  deductively 
backward,”  contending  that  productivity  in 
the  construction  industry  was  far  outstrip- 
ping Avage  gains. 


Intestinal  flu 

Government  scientists  believe  they  have 
found  the  cause  of  intestinal  flu,  the  ailment 
that  frequently  sweeps  through  a com- 
munity or  an  office  causing  24  to  48  hours 
of  nausea,  vomiting,  diarrhea,  and  abdom- 
inal cramps  in  its  victims. 

They  call  it  “Norwalk  agent.” 

Doctors  have  generally  called  the  disease 
acute  infectious  nonbacterial  gastroenter- 
itis because  a specific  cause  had  not  been 
identifiable.  The  ailment  is  not  to  be  con- 
fused Avith  the  sometimes  deadly  influenza 
Avhich  occasionally  causes  international  epi- 
demics. 


Scientific  investigators  for  the  National 
Institutes  of  Allergy  and  Infectious  Diseases, 
Avorking  from  a 1968  outbreak  of  the  disease 
in  NorAvalk,  Ohio,  and  using  the  latest  tech- 
niques in  scientific  photography,  claim  to 
have  captured  the  elusive  NorAvalk  agent 
on  film. 


Cancer  research 

Frank  J.  Rauscher,  Jr.,  M.D.,  director  of 
the  National  Cancer  Institute,  says  that 
“some  very  important  progress  is  being 
made”  in  cancer  research  and  that  the  day 
soon  may  come  when  a single  drop  of  a 
person’s  blood  Avill  be  tested  to  diagnose 
the  disease. 

ElseAvhere  on  the  cancer  research  front: 

Seven  American  cancer  scientists  went  to 
Russia  and  for  tAvo  weeks  exchanged  in- 
formation on  cancer  viruses  Avith  leading 
Soviet  scientists  in  the  U.S.S.R.  The  ex- 
change Avas  part  of  the  U.S.  - U.S.S.R.  health 
agreement  to  share  i-esearch  results  from 
cancer,  heaid  disease  a n d environmental 
studies  Avhich  Avas  signed  in  Moscoav  in  May, 
1972,  during  President  Nixon’s  summit  meet- 
ing. As  part  of  the  exchange  agreement, 
the  U.S.  scientific  delegation  will  present 
to  Soviet  scientists  31  strains  of  cancer 
viruses  affecting  chickens,  cats,  rodents,  and 
nonhuman  primates,  as  Avell  as  a possible 
human  tumor  virus  from  a muscle  cancer. 
Janies  F.  Holland,  M.D.,  a specialist  in  treat- 
ing cancer  by  drugs,  has  been  named  to  work 
in  the  Soviet  Union  for  one  year  to  help 
carry  out  the  neAV  U.S.  - U.S.S.R.  program. 

— A multi-disciplinary  cancer  research 
program  Avill  be  established  at  the  Weizmann 
Institute  of  Science  in  Rehovot,  Israel,  un- 
der a $447,000  research  contract  awarded 
by  the  National  Cancer  Institute.  Several 
research  topics  Avill  be  investigated,  includ- 
ing the  roles  of  various  Avhite  blood  cell 
populations  in  the  body’s  defense  against 
cancer,  and  methods  that  may  induce  leu- 
kemia cells  to  mature  normally.  Attempts 
also  Avill  be  made  to  further  develop  tests 
that  offer  hope  for  early  cancer  detection 
and  diagnosis. 
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Between  Cases 


Medicaid. 

“Every  person  has  at  least  three  surgical 
diseases.” 

Anon. 

The  Panel  Discussion. 

Chairman:  Should  he  be  studied  with  an- 
giography ? 

Dr.  A:  Yes. 

Dr.  B:  Yes. 

Dr.  C:  Yes. 

Chairman:  There  is  unanimity  even  if  we 
do  not  know  what  we  are  doing. 

Section  On  Fatigue. 

“Most  medical  students  are  tired.” 

Crichton. 

O & G. 

“Every  woman  with  child  ought  to  be  kept 
cheerful  and  easy  in  her  mind.” 

Buchan. 

The  Oldest  Medical  .Joke. 

Government  To  Wipe  Out  Malaria. 

What  have  the  poor  Malai'ians  ever  done 
to  us? 

On  Prognosis. 

“Most  things  get  better  by  themselves.” 

Anon. 

We  Can  Hardly  Believe  Our  Census. 

There  were  34.5,000  physicians  in  the  U.S. 
at  the  end  of  1971. 

Therapy. 

“To  do  nothing  is  sometimes  a good 
remedy.” 

Hippocrates. 

Quote  Unquote. 

“Whenever  you  say  anything  explicitly  to 
anyone,  you  also  say  something  else  im- 
plicitly, namely,  that  you  think  you  are 
the  guy  to  say  it.” 

Anon. 


Surgery. 

“Surgery  has  ceased  to  be  the  spectacular 
occupation  it  once  was.” 

Warren. 

Psychology. 

You  always  feel  cold  when  you  put  your 
coat  on. 

When  you  say  good  luck,  the  answer  is 
always  thanks.  I’ll  need  it. 

Nobody  ever  calls  back. 

Somebody  is  always  turning  the  piano 
bench  backwards. 

And  the  toilet  tissue. 

Whichever  drapery  drawstring  you  pull, 
you  will  always  choose  the  wrong  one. 

At  The  Bedside. 

“Look  wise,  say  nothing,  and  grunt.” 
Osier. 

Prognosis. 

“Most  things  are  better  by  morning.” 
Anon. 

How  Editors  Stay  Out  Of  Jail. 

As  we  go  to  press,  three  or  four  reporters 
are  in  jail  or  have  recently  been  there, 
for  refusing  to  disclose  sources  of  news. 
My  information  isn’t  that  important  to 
the  government,  and  I just  say  the 
source  is  good  old  Anon.  Nobody  has 
offered  to  put  me  in  jail,  but  they 
wouldn’t  dare,  not  a Nebraskan,  and  a 
doctor,  and  an  editor. 

Section  On  Statistics, 

For  the  year  1971-1972: 

29,172  applicants  submitted 
210,943  applications  to 

108  American  medical  schools  for 
12,361  available  places 
3,737  applicants  were  women 
41.99^  of  the  men  were  accepted 
45.1%  of  the  women  were  accepted 
42.4%  of  all  the  applicants  were 
accepted 
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Quote  Unquote. 

“Spring  is  a virgin,  summer  a mother, 
autumn  a widow,  winter  a stepmother.” 

Old  proverb. 

My  Molds. 

I have  a thing  on  my  desk  in  which 
quasianonymous  friends  sometimes 
leave  flowers.  I turned  it  over  one  day 
when  it  was  empty,  and  found  a mar- 
velous g]-owth  of  mold  on  its  concave 
bottom.  A week  later  the  colony  was 


luxuriant  and  multicolored,  and  it  flour- 
ishes in  its  little  moist,  dark,  and  airless 
world.  It  is  my  own  private  collection, 
and  I have  only  to  turn  the  cup  over 
whenever  I want  to  see  it. 

Weeds  and  molds,  and  cancers,  too,  are 
undesirable  growths,  but  they  have  their 
own  lives,  with  their  ideas  of  structure 
and  color  and  order,  and  they  may  find 
us  strange. 

F.C. 


Down  Memory  Lane 


1.  In  hypertension  cases  where  the  heart 
was  flagging  under  the  load  of  a high  pres- 
sure, the  removal  of  infected  tonsils  or  ex- 
tensive alveolar  disease  has  occasionally  as- 
sisted in  stabilizing  the  circulation. 

2.  The  perineal  exposure  is  of  advantage 
in  removing  the  small,  fibrous  adherent  pros- 
tate. 

3.  From  the  time  Nebraska  was  organ- 
ized as  a territory  up  to  the  time  it  was  four- 
teen years  old  as  a state,  it  had  no  medical 
laws  of  any  kind,  and  anyone  who  had  the 
nerve  could  call  himself  “doctor”  and  prey 
upon  the  credulity  of  the  sick  and  afflicted. 

4.  Our  women  have  twice  as  large  a death 
rate  at  childbirth  as  do  the  women  of  Eng- 
land and  Wales. 

5.  It  is  understood  that  the  Creighton 
University  college  of  medicine  registered  at 
the  beginning  of  the  school  year  160  stu- 
dents ; the  Nebraska  University  college  of 
medicine,  325  students. 

6.  It  is  only  eleven  years  ago  that  Casimir 


Funk,  then  twenty-seven  years  of  age,  pub- 
lished the  results  of  some  experiments  in 
which  he  announced  the  discovery  in  food  of 
a water-soluble  substance  absolutely  neces- 
sary for  life.  This  substance  he  named  vita- 
min in  the  belief  that  it  was  a nitrogeneous 
complex  related  to  the  amines. 

7.  Cancer  of  the  cervix  has  been  con- 
sidered perhaps  the  most  hopeless  form  of 
cancer  as  recurrences  take  place  after  oper- 
ation no  matter  how  early  the  case  may  be 
seen  and  operated  on. 

8.  It  appears  that  the  only  physician 
elected  to  the  Nebraska  legislature  is  Dr.  E. 
A.  Whitehead,  Holdrege. 

9.  Dr.  Carlson  took  occasion  to  condemn 
the  use  of  the  stomach  tube,  showing  that 
very  little  or  no  information  of  value  is  de- 
rived by  its  use. 

10.  Prenatal  care  is  the  right  of  every 
prospective  mother. 

Nebraska  State  Medical  Journal 
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Books 


Human  Sexuality,  prepared  by  the  AMA  Commit- 
tee on  Human  Sexuality;  hard  cover;  246  pages; 
16  by  24  cm  (6M"  by  9%");  published  1972;  $5.95; 
available  AMA,  Chicago,  Illinois. 

It  was  finally  recommended,  and  only  three  years 
ago,  that  a book  like  this  be  written.  There  was 
evidence  that  physicians  often  are  not  prepared  to 
meet  the  responsibility  for  dealing  with  problems 
of  human  sexuality  and  for  family  counseling, 
says  Dr.  Long,  Chairman  of  the  Committee  on 
Human  Sexuality,  and  Chairman  of  the  Core  Com- 
mittee, the  Committee  on  Human  Reproduction. 
It  is  good  that  there  are  such  committees  now. 

Human  Sexuality  has  17  chapters,  a good  index, 
many  references,  four  appendixes,  and  a glossary. 

The  book  is  to  be  read  by  physicians,  teachers, 
clergymen,  counselors,  psychologists,  and  by  lay 
persons.  It  is  a needed  book  and  it  is  a good  one. 
The  AMA  has  come  of  age,  and  with  this  book,  the 
doctors  will,  too.  Sex  exists,  and  its  problems 
will  not  go  away  if  we  ignore  them. 

Everything  you  can  think  of  is  discussed,  and 
the  discussions  are  needfully  frank.  The  printing 
is  good,  and  the  writing  admirable.  The  book 
should  have  been  written  long  ago,  but  it  is  here. 

F.C. 


Without  Prescription,  by  Ei'win  Di  Cyan,  Ph.D., 
and  Lawrence  Hessman,  M.D.;  hard  covei’,  14.5  by 
21.5  cm  (5%"  by  8V2");  321  pages;  $7.95;  pub- 
lished 1972  by  Simon  and  Schuster,  New  York. 

Another  name  for  this  book  is  “A  guide  to 
the  selection  and  use  of  medicines  you  can  get 
over-the-counter  without  prescription,  for  safe  self- 
medication.”  That’s  what  this  book  is  all  about. 
Dr.  Walter  Alvarez  wrote  the  Foreword,  which  is 
good  enough  for  me. 

The  book  is  divided  into  these  sections:  The 
common  cold;  drugs  for  children;  stomach  and 
abdominal  discomforts;  pain;  eye,  ear,  nose,  throat 
■ — and  mouth;  feminine  hygiene;  insomnia  and  fa- 
tigue; allergy;  skin;  and  general  articles  on  topics 
of  health  and  disease.  The  last  deals  with  side 
effects,  fever,  anxiety,  obesity,  and  a dozen  other 
things;  there  is  an  appendix  on  synonyms,  and 
another  on  side  effects.  The  index  is  good. 

I do  not  know  why  there  has  not  been  a book 
like  this,  or  one  as  good  as  this  one.  It  is  written 
for  the  layman,  and  it  is  a mine  of  information 
for  him,  but  I cannot  see  why  it  does  not  make 
good  reading  for  physicians.  Each  section  includes 
definition,  discussion,  and  other  things;  and  then 
there  is  a list  of  names  of  products.  For  each 
product,  the  book  tells  you  the  manufacturer’s  name 
and  what  is  in  it,  and  how  much  of  everything. 


This  is  not  a what-to-do-until-the-doctor-comes 
book;  it  is  much  more.  It  includes  intelligent  dis- 
cussions of  mitochondria,  enzymes,  schizophrenia, 
arthritis,  pain,  and  dozens  of  additional  subjects. 
Dr.  Di  Cyan  has  been  a drug  consultant  for  more 
than  28  years.  Dr.  Hessman  is  Chief  of  Internal 
Medicine  at  Lowell  General  Hospital  in  Massachu- 
setts, and  together  they  have  come  up  with  a good 
book.  They  have  written  well  about  antacids  and 
suntanning,  and  just  about  evei’ything  else. 

F.C. 

Note:  “Special  Problems  of  Anesthesia  in  In- 

fants,” reviewed  on  page  426  in  the  October,  1972 
issue  of  the  Journal,  is  available  from  the  National 
Technical  Information  Service,  Springfield,  Virginia 
(5285  Port  Royal  Road),  22151.  Use  Order  Number 
TT-7055144,  and  make  checks  payable  to  NTIS. 


How  Children  Grow,  DHEW  Publication  No. 
(NIH)  72-166;  57  pages,  paperback;  General  Clin- 
ical Research  Centers  Branch,  Division  of  Re- 
search Resources,  National  Institutes  of  Health; 
Bethesda,  Maryland;  June  1972;  for  sale  by  the 
Superintendent  of  Documents,  U.S.  Government 
Printing  Office;  Washington,  D.C.  20402;  65  cents. 

No  less  than  40  consultants  are  listed  at  the 
beginning  of  this  little  book.  The  text  is  divided 
into  an  introduction;  intrauteiine  life;  low  birth 
weight  babies;  the  childhood  years  (this  further 
divided  into  the  effects  of  nutrition,  hormones,  ill- 
ness, and  emotion);  and  adolescence  (this  one 
subdivided  into  obesity  and  early  and  late  puberty ) . 

Forty  consultants  are  a lot  for  57  pages,  but 
they  have  done  a good  job.  The  discussion  of  hya- 
line membrane  disease  is  not  frightfully  technical, 
and  while  I enjoyed  my  reading,  I reached  the  con- 
clusion that  the  book  was  not  meant  to  be  tech- 
nical, and  is  probably  not  a medical  book.  But  it 
is  easy  reading  and  everyone  can  learn  something 
from  its  few  pages. 

Each  section  is  preceded  by  a short  summary, 
printed  in  italics  at  the  beginning  of  the  chapter. 
It  is  a nice . little  book,  well  written,  without  an 
index,  but  it  is  probably  small  enough  to  do  with- 
out one.  It  is  not  at  all  technical,  remember.  _ May- 
be it’s  for  your  patients,  but  I think  it  is  for 
teachers,  too,  and  it  was  fine  for  me.  I have  seen 
not  as  good  books  sell  for  ten  times  this  one  s price. 
It  is  called  “Clinical  Research  Advances  in  Human 
Growth  and  Development,”  and  if  that  is  what 
you  want,  fine. 

F.C. 


Handbook  of  Medical  Treatment,  edited  by  Milton 
J.  Chatton,  M.D.;  flexible  cover,  17.7  by  10.7  cm 
(414"  by  7");  648  pages;  published  1972;  $6.50; 
Lange  Medical  Publications,  Los  Altos,  California. 

This  is  the  13th  edition  of  the  Handbook,  which 
first  appeared  in  1939,  so  that  it  is  more  than  a 
new  book,  new  editions  appear  oftener  than  every 
two  years.  There  are  19  authors,  16  of  whom  are 
Californians  (the  other  three  are  in  New  \ork,  Ari- 
zona, and  Hawaii),  and  the  book  is  divided  into 
23  chapters. 
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It  may  be  the  last  of  the  little  books,  such  as  those 
I knew  in  school,  small  enough  to  keep  in  a white- 
coat pocket.  It  is  full  of  tables,  the  index  is  good, 
and  the  type  and  format  are  better  than  average. 
The  discussions  are  concise  and  well  written;  I 
think  there  has  been  a recovery  from  rabies,  but 
no  matter.  It  is  a steal  at  six  and  a half  dollars. 

F.C. 


Research  Planning  and  Action  for  the  Elderly, 

edited  by  Donald  P.  Kent,  Robert  Kastenbaum,  and 
Sylvia  Sherwood;  $22.95;  hardbound;  569  pages; 
14.5  by  21.5  cm  (5%"  by  8V2");  published  1972 
by  Behavioral  Publications,  Inc.,  2852  Broadway, 
Morningside  Heights,  New  York,  New  York  10025. 

The  editors  are  in  Pennsylvania,  Michigan,  and 
Massachusetts,  and  each  is  a Ph.D.  There  are  31 
contributors,  four  of  whom  hold  the  M.D.  degree 
and  are  related  to  psychiatiy  and  psychonalysis. 

The  book  is  divided  into  three  parts,  and  further 
into  31  chapters,  but  it  is  not  one  author  per  chap- 
ter. The  type  is  easy  to  read,  the  index  is  good, 
and  there  are  many  references. 

If  what  we  know  about  gerontology  would  fill 
a book,  here  is  the  book.  I could  not  find  boredom, 
ennui,  finance,  love,  loneliness,  money,  nursing 
home,  lelatives,  security,  or  sex  in  the  index,  but 
the  text  is  more  technical  than  this.  It  is  a collec- 
tion of  articles  dealing  with  theory;  then  research 
strategies;  and  finally  case  studies,  substantive 
findings,  and  research  reports  with  implications  for 
the  future.  It  is  a scholarly  thing,  and  strikes 
just  the  right  note  between  easy  reading,  which  it 
is,  and  intellectual  exercise,  which  it  is.  It  in- 
cludes the  Pavlovian  theory,  study  of  nonwestern 
societies,  prison,  assembly-line  jobs,  death  rates  of 
relocated  nursing  home  residents,  prediction  of  de- 
spair, and  psychoanalysis  in  aging. 

Social  workers  and  psychiatrists  write  at  greater 
length  than  I,  but  544  pages  of  text  are  not  too  much. 
The  book  fills  a need,  and  does  it  well.  An  addi- 
tion to  the  title  is:  The  power  and  potential  of  social 
science.  We  are  all  elderly  or  getting  there, 
and  we  had  better  read  this  book  while  it  is  early, 
and  hope  others  will  read  it  when  it  is  late.  Right 
now,  it  will  help  those  who  are  active  in  planning, 
in  research,  and  in  practice  to  understand  one  an- 
other and  to  respect  each  other.  It  is  a good  book. 

F.C. 


IhS.  Health  Care:  What’s  Wrong  and  What’s 
Right,”  by  Stephen  P.  Strickland;  paperback,  13 
by  20  cm  (514"  x 8");  127  pages;  $2.45;  published 
1972  by  Universe  Books,  381  Park  Avenue  South, 
New  York,  N.Y.  10016. 

This  is  a Potomac  Associates  book;  P.A.  is  “a 
nonpartisan  research  and  analysis  organization  which 
seeks  to  encourage  lively  inquiry  into  critical  issues 
of  public  policy,”  and  is  a non-tax-exempt  finu  in 
Washington,  DC.  This  book  “represents  the  ap- 
plication of  opinion  analysis  to  a study  in  depth  of 
a single  national  issue:  US  health  care.” 

It  is  divided  into  6 chapters,  and  has  28  tables 
and  no  index.  All  the  studies  are  of  course  ques- 


tionnaire studies.  I do  not  like  questionnaires, 
they  are  full  of  too  many  pitfalls,  but  I suppose 
if  you  want  to  know  what  people  think,  you  have 
go  to  go  out  and  ask  them.  Still,  if  you  want  to 
know  what  is  wrong,  and  what  is  right,  maybe 
asking  a lot  of  people  what  they  think  is  not  the 
way  to  find  out. 

In  the  final  chapter,  “Messages  to  the  policy 
makers,”  there  are  ten  responses  from  the  pub- 
lic; and  in  another  ten  paragraphs,  the  author  tells 
how  the  doctors  of  America  see  the  health  issues. 
This  takes  up  only  five  pages  and  needs  to  be 
read.  I cannot  agree  with  everything  here,  but  per- 
haps I do  not  like  everything.  The  responses  are' 
the  usual  things:  more  doctors,  insurance,  costs, 
malpractice  suits,  and  needless  hospitalization.  It 
is  opinion  research;  it  tells  you  what  people  think 
is  so,  if  that  is  what  you  want  to  know. 

F.C. 


Seminoma  of  Testicle:  Prophylactic  Medias- 
tinal Irradiation  vs.  Periaortic  and  Pelvic 
Irradiation  Alone;  D.  0.  Ytredal  (Brooke 
General  IIosp,  Fort  Sam  Houston,  Tex 
78234)  and  J.  S.  Bradfield ; Cancer  30:628- 
633  (Sept)  1972. 

An  analysis  of  80  patients  treated  for  se- 
minoma of  the  testis  is  presented.  Forty- 
nine  patients  with  stage  I disease  were 
treated  prophylactically  to  the  mediastinum 
and  left  supraclavicular  area  in  addition  to 
receiving  periaortic  and  pelvic  irradiation. 
Twenty-two  patients  with  stage  I disease 
received  only  periaortic  and  pelvic  irradia- 
tion. No  recurrences  have  been  observed  in 
stage  I patients  with  either  method  of  treat- 
ment. The  crude  survival  rates  for  the  entire 
group  of  80  patients  at  5,  10,  and  15  years 
were  97%,  93%,  and  92%,  respectively. 

Smoking  and  Gastroesophageal  Reflux;  C. 

Stanciu  and  J.  R.  Bennett  (Hull  Royal  In- 
firmary, Hull,  England)  ; Br  Med  J 3: 
793-794  (Sept  30)  1972. 

Ninety-two  percent  of  patients  with  gas- 
troesophageal reflux  are  smokers.  In  this 
study  sphincter  pressure  fell  significantly 
within  four  minutes  after  beginning  smok- 
ing and  provocative  maneuvers  more  often 
caused  acid  reflux  during  smoking.  When 
esophageal  pH  was  recorded  continuously  for 
15  hours,  acid  reflux  occurred  much  more 
frequently  during  or  just  after  smoking, 
than  in  intervals  between  cigarettes. 
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Health  services 

The  National  Health  Services  Program  for 
this  year  are  Safety,  Environmental  House- 
hold Management,  Blood  Donor,  and  Hos- 
pital Day  Care  Centers.  Of  these  action  pro- 
grams, it  is  felt  that  Nebraska  Auxiliaries 
would  benefit  most  by  working  on  the  Safe- 
ty Progi’am.  Environmental  Management 
has  been  covered  in  most  areas  but  if  some 
Auxiliary  would  care  to  work  on  this  proj- 
ect, there  are  materials  available.  The  Hos- 
pital Day  Care  Center  program  would  not 
be  practical  in  the  rural  areas,  but  is  an 
excellent  way  to  get  hospital  personnel  to 
return  to  work  if  there  is  an  urgent  need. 

The  Blood  Donor  Program  is  very  well 
covered  by  Red  Cross  in  most  areas  of  Ne- 
braska, or  where  not  so  covered,  the  use 
of  “Walking  Blood  Banks”  is  practiced.  It 
would  be  well  if  every  auxiliary  member 
would  check  with  her  local  program  to  vol- 
unteer her  services  to  help.  Most  centers 
can  always  use  volunteers  for  clerical  work, 
hostesses  and  transportation. 

Emphasis  for  1972-1973  is  on  S.O.S.  — 
Safety  On  the  Streets.  This  covers  assault- 
oriented  projects  such  as:  self-defense 

measure  for  children  and  adults ; drug  abuse 
and  crime/drug  rehabilitation  ])rograms ; 
adequate  street  lighting  programs;  precau- 
tions that  protect  against  assault  and  rob- 
bery. Accident-oriented  projects  include: 
automobile  safety  and  defensive  driving  pro- 
grams ; bicycle  safety/establishment  of  safe 
riding  areas;  pedestrian  safety;  school  play- 
ground and  school  bus  safety.  Alcohol  and 
driving  countermeasures  action  projects 
would  be  a good  program.  This  could  be  in 
connection  with  the  Governor’s  campaign  to 
get  the  drunk  off  the  street. 

The  GEMS  program  that  has  been  used  in 
the  state  is  excellent  for  safe  baby  sitters. 
This  program  has  been  adapted  to  the  needs 
of  the  community  by  several  auxiliaries  and 
is  answering  a need  for  training  young  girls 
to  be  efficient  sitters. 

Protection  of  loved  ones,  neighbors,  self. 


protection  of  property,  protection  of  a way 
of  life  that  is  free  from  fear  — these  needs 
are  a part  of  the  motivation  behind  the  pro- 
gram. There  is  also  the  realization  that  ac- 
cident and  assult  can  be  prevented  by  wise 
and  thoughtful  behavior,  that  would-be  law- 
breakers may  not  become  lawbreakers  if  we 
prevent  conditions  for  misconduct.  It  is 
important  for  everyone  to  know  when  to 
scream  oi’  when  to  cooperate  with  attackei’, 
how  to  leave  and  enter  their  home  safely. 
Children  have  been  cautioned  to  never  ac- 
cept rides  or  treats  from  strangers,  but 
there  are  so  many  things  they  need  to  know. 

Another  concern  is  for  the  aged  in  our 
communities.  Many  live  alone  and  some  have 
no  one  to  check  on  them.  A program  to 
phone  the  elderly  each  day  to  see  they  are 
well  may  be  what  your  community  needs. 
There  are  many  such  projects  that  one  or 
two  auxiliary  members  can  handle  in  their 
town.  Materials  and  information  is  avail- 
able through  AMA  for  the  asking. 

Every  member  is  asked  to  please  stress 
S.O.S.  — Safety  On  the  Streets. 

Mrs.  H.  R.  Walker, 

Chairman. 


Nebraska  inter-agency  health 
council 

The  Inter-Agency  Health  Council  is  a non- 
profit corporation  organized  to  mobilize  and 
coordinate  .health  promotion  efforts  in  the 
state  of  Nebraska.  Its  membership  current- 
ly consists  of  twenty  professional,  volun- 
tary and  educational  organizations ; and  of- 
ficial health  and  welfare  agencies  located  in 
this  state.  The  member  organizations  work 
together  through  the  lAHC  for  coordination 
of  the  many  kinds  of  health  services  and 
programs  which  are  designed  foi'  the  bet- 
terment of  our  state. 

The  Nebraska  Inter-Agency  Health  Coun- 
cil was  incorporated  on  March  20,  1967. 
The  officers  of  the  Council  are:  President, 
Delmar  R.  Serafy,  Omaha  (Executive  Secre- 
tary, Nebraska  Tuberculosis  and  Respira- 
tory Disease  Association)  ; Vice  President, 
Harlan  Heald,  Ph.D.,  Lincoln  (Representa- 
tive for  the  Nebraska  Hospital  Association)  ; 
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Treasurer,  William  Schellpeper,  Lincoln 
(Executive  Assistant,  Nebraska  Medical  As- 
sociation) ; Secretary,  Nancy  L.  Gerner, 
Omaha  (Executive  Director,  Dairy  Council 
of  Central  States,  Inc.),  and  Past  President, 
Samuel  I.  Fuenning,  M.D.,  Lincoln  (Univer- 
sity Health  Center,  University  of  Nebraska, 
representative  for  the  Nebraska  Medical  As- 
sociation). 

The  purposes  of  the  Nebraska  Inter-Agen- 
cy Health  Council  are:  (1)  To  mobilize  and 
coordinate  health  promotion  efforts  in  the 
State  of  Nebraska;  and  (2)  To  serve  as  a 
voluntary  advisory  council  on  all  aspects 
of  health  planning,  public  and  private,  affect- 
ing the  physical  and  mental  health  of  the 
people  of  the  State  of  Nebraska. 

The  Council  is  incorporated  not  for  profit 
in  Nebraska.  The  Officers  are  elected  year- 
ly and  serve  on  the  Board  of  Directors.  The 
Board  of  Directors  also  includes  six  (6) 
other  Agency  members  who  are  elected  to 
serve  three  year  terms.  The  initial  member- 
ship fee  is  $100  and  subsequent  annual  dues 
are  determined  by  the  Council’s  member- 
ship. The  Board  of  Directors  usually  meets 
monthly  with  two  meetings  each  year  for 
all  to  attend  — any  member  of  the  member 
agencies  may  attend.  One  meeting  is  the 
annual  meeting  held  in  the  spring  and  the 
fall  meeting  held  late  in  the  year.  Each 
member  agency  designates  two  representa- 
tives to  the  lAHC  — the  official  delegate 
and  an  alternate  delegate.  These  representa- 
tives serve  on  the  various  council  commit- 
tees and  serve  as  liaison  between  Council 
and  the  Agency. 

The  elected  Board  Members  are  Mrs. 
Helen  Krieger,  R.N.,  Lincoln  (Nebraska 
Nurses  Association)  ; Mrs.  Marilyn  Mcln- 
tire,  Hastings  (Woman’s  Auxiliary  to  the 
NMA)  ; John  E.  Humpal,  Omaha  (Nebraska 
Blue  Cross-Blue  Shield)  ; Henry  D.  Smith, 
M.D.,  Lincoln  (Nebraska  State  Department 
of  Health,  Director) ; Mrs.  Martha  Robert- 
son, Omaha  (Nebraska  Heart  Association); 
and  Dr.  Marlene  Bieber,  Lincoln  (Executive 
Director,  Nebraska  Society  for  the  Preven- 
tion of  Blindness,  Inc.). 

To  achieve  the  purpose  and  objectives  of 
the  Council,  various  project  committees  have 


been  established ; Health  Careers,  Drug  Edu- 
cation, Health  Education  in  Nebraska 
Schools,  Smoking  and  Health,  Fitness,  and 
Continuing  Education.  The  two  Standing 
Committees  are  Membership  and  the  Annual 
Meeting  Program. 

The  Inter-Agency  Health  Council  would 
like  to  see  coordinating  councils  develop  on 
the  local  level  to  conduct  similar  programs  as 
the  lAHC.  In  this  way  all  health  related 
groups  would  cooperate  in  a health  council 
to  give  attention  to  local  problems  and  to 
state  problems  which  are  related  to  their 
local  problems. 

If  you  will  recall  when  the  Medical  Aux- 
iliary started  the  ETV  Series  in  coopera- 
tion with  the  NMA,  NETN  and  the  lAHC, 
the  eventual  goal  was  to  establish  an  Inter- 
Agency  Council  within  each  community.  The 
immediate  goal  was  to  move  the  state  to- 
ward health  education  in  the  schools  of  Ne- 
braska, to  bring  pressure  on  the  State  Board 
of  Education  to  continue  good  education,  and 
to  provide  health  education  within  the  home 
for  those  parents  who  felt  this  is  where 
it  should  be.  The  aim  was  to  bring  all  con- 
cerned about  their  community  health  educa- 
tion into  one  group  so  that  all  informa- 
tion would  be  discussed  by  all  before  pro- 
ceeding to  establish  goals. 

The  Inter-Agency  Health  Council  in  Ne- 
braska keeps  close  tab  on  legislation  in  relat- 
ed health  areas  and  spent  much  time  testify- 
ing in  the  last  legislature  on  health  related 
legislative  bills.  Legislative  Bill  1224  to 
create  a critical  health  problems  and  com- 
prehensive health  education  program  in  the 
schools;  to  broaden  the  powers  of  the  Com- 
missioner of  Education,  as  prescribed;  to 
provide  for  an  advisory  committee  was  sup- 
ported at  the  last  legislative  session. 

The  lAHC  printed  and  distributed  2,000 
copies  of  the  booklet  HELP  (Health  Edu- 
cation Learning  Project). 

The  Continuing  Education  Course  on 
HEALTH  AGENCY  MANAGEMENT  at 
Creighton  University  was  well  received. 
The  Committee  on  Smoking  and  Health  is 
compiling  a kit  on  smoking  educational  ma- 
terials for  use  in  the  schools.  The  Com- 
mittee on  Health  Careers  is  developing  a 


28 


Nebraska  M.  J. 


brochure  that  will  carry  basic  information 
on  the  benefits  of  a career  in  the  health 
field.  The  Committee  on  Drug  Education 
would  like  to  coordinate  its  efforts  more 
closely  with  the  official  drug  agency  of 
Nebraska  and  serve  as  a reporter  of  drug 
program  information  to  the  member  agen- 
cies. The  Committee  on  Fitness  helped  with 
the  Regional  Physical  Fitness  Clinic  held 
in  Lincoln  May  3-5.  A State  Commission  on 
Fitness  has  been  proposed. 

The  Fall  Annual  meeting  will  be  held  in 
the  Grand  Island  Room  at  the  Nebraska 
Center  for  Continuing  Education  on  Decem- 
ber 4,  1972  at  which  time  the  Nebraska 
Health  Project  “Guideline  for  Developing 
Future  Health  Care  Delivery  Systems  in  Ne- 
braska” under  the  Nebraska  Comprehensive 
Health  Planning  agency  will  be  discussed  by 
John  Sash  from  the  Nebraska  CHP  office. 

The  Inter-Agency  Health  Council  co- 
operates and  coordinates  health  information 
and  education.  All  health  related  agencies 
have  an  interest  in  our  State  Health  Care 
and  our  individual  community  health  groups. 
Let  us  all  join  together  through  health  coun- 
cils to  work  toward  health  goals  for  Ne- 
braska. 

Mrs.  Robert  H.  Mclntire, 
lAHC  Representative 
for  Auxiliary. 

In  Memoriam 

By  medicine  life  mmj  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

JAMES  P.  DONELAN,  M.D. 

James  P.  Donelan,  M.D.,  died  on  Novem- 
ber 7,  1972.  Doctor  Donelan  was  born  on 
November  12,  1904  and  was  a native  resi- 
dent of  Glenwood,  Iowa. 

He  graduated  from  the  University  of  Ne- 
braska College  of  Medicine  in  1929.  After 
practicing  medicine  in  Omaha,  he  served 
as  Associate  Medical  Director  of  the  Pa- 
cific Mutual  Life  Co.  of  Los  Angeles.  He 


then  returned  to  Omaha  in  1940  and  joined 
Guarantee  Mutual  Life  Insurance  Co.  In 
1952  he  was  named  Vice  President  and 
Medical  Director  of  Guarantee  Mutual  and 
at  the  time  of  his  retirement  in  1969,  he 
was  Senior  Vice  President  and  Medical  Di- 
rector. 

Doctor  Donelan  served  on  the  Insurance 
Committee  of  the  Omaha-Douglas  County 
Medical  Society  and  was  a Trustee  and  Vice 
President  of  the  Nebraska  Children’s  Home 
Society.  He  was  a member  of  the  Masonic 
Lodge,  Nebraska  Tuberculosis  Society,  and 
many  other  organizations. 

He  is  survived  by  his  widow,  Genevieve; 
three  sons.  Dr.  James  S.  Donelan  of  Omaha, 
Nebraska;  P.  Michael  Donelan  of  Des 
Moines,  Iowa,  and  John  P.  Donelan  of  Fer- 
gus Falls,  Minnesota,  and  six  grandchildren. 

Welcome  New  Members 

Donald  A.  Dynek,  M.D. 

555  South  70th  Street 
Lincoln,  Nebraska  68510 

Thomas  D.  Gensler,  M.D. 

3610  Dodge  Street 
Omaha,  Nebraska  68131 

H.  Denny  Taylor,  M.D. 

2945  Van  Dorn 
■ Lincoln,  Nebraska  68502 

Charles  S.  Wilson,  M.D. 

1512  First  National  Bank  Bldg. 
Lincoln,  Nebraska  68508 


Fogarty  Catheter  Removal  of  Ceiwical 
Esophageal  Meat  Bolus;  Steak-Eaters 
Disease;  R.  A.  Dieter,  Jr.,  et  al  (454  Penn- 
sylvania Ave,  Glen  Ellyn,  111  60137)  ; Arch 
Surg  105:790-791  (Nov)  1972. 

Two  patients  with  steak-eater’s  disease  or 
obstruction  of  the  cervical  esophagus  by 
meat,  in  whom  severe  choking  and  dyspnea 
occurred  are  presented.  One  patient  be- 
came cyanotic.  The  meat  was  removed  with 
a Fogarty  balloon  catheter  passed  beyond  the 
obstruction.  Immediate  relief  was  obtained. 


January,  1973 
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Coming  Meetings 


NEBRASKA  PSYCHIATRIC  INSTITUTE 
— A two-day  course  on  Psycho-Pharma- 
cology will  be  sponsored  by  the  Nebraska 
Psychiatric  Institute  on  January  17-18, 
1973.  Registration  fee — $20.00.  Interest- 
ed physicians  are  asked  to  pre-register  by 
sending  name,  address,  telephone  number 
to:  Nebraska  Psychiatric  Institute,  602 
South  45th  Street,  0 m a h a,  Nebraska 
68106. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Continuing  Education 
Course,  conducted  by  the  Department  of 
Otolaryngology  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  InfiiTnary; 
March  5 to  10,  1973;  limited  to  15  physi- 
cians; under  the  direction  of  Paul  H.  Hol- 
inger,  M.D.  Write  to:  Department  of 
Otolaryngology,  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 

22ND  ANNUAL  POSTGRADUATE 
COURSE  IN  PEDIATRICS  of  the  Univer- 
sity of  Texas  Medical  Branch;  Galveston, 
Texas  — March  15  and  16,  1973;  accept- 
able for  12  prescribed  hours  by  the  Amer- 


The Letter  Box 

To  the  Editor: 

The  American  Board  of  Family  Practice 
announces  that  it  will  give  its  next  two-day 
written  certification  examination  on  October 
20-21,  1973.  It  will  be  held  in  various  cen- 
ters geographically  distributed  throughout 
the  United  States.  Information  regarding 
the  examination  can  be  obtained  by  writing : 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 


ican  Academy  of  General  Practice;  regis- 
tration fee  is  $75.00.  Write  to:  Lillian  H. 
Lockhart,  M.D.,  University  of  Texas  Med- 
ical Branch,  Galveston,  Texas  77550. 

NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact: G.  W.  Orr,  M.D.,  Program  Director, 
Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  29  - May  2,  1973, 
Holiday  Inn,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  23  - 28,  1973,  Ameri- 
cana Hotel,  New  York,  New  York. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 


PLEASE  NOTE  : It  is  necessary  for  each 
physician  desiring  to  take  the  examination 
to  file  a completed  application  with  the  Board 
office.  Deadline  for  receipt  of  applications  in 
this  office  is  August  1,  1973. 

Thank  you  very  much  for  your  coopera- 
tion. 

Most  sincerely, 

Nicholas  J.  Pisacano,  M.D., 

Secretary. 
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Picture  Gallery 

Pictures  taken  at  the  Nebraska  High  School 
Team  Physicians  Seminar  on  October  28th,  1972. 
The  Seminar  was  sponsored  by  the  NMA  Sub-Com- 
mittee on  Athletic  Injuries,  John  E.  Murphy,  API)., 
Chairman. 

Guest  speaker  for  the  Seminar  was  Donald  L. 
Cooper,  M.D.,  Team  Physician,  Oklahoma  State 
ITiiversity. 
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Physicians'  Classified 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding* date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska Medical  Association  will  be  accepted  without 
charge  for  one  issue.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements, 
replies  should  be  addressed  in  care  of  The  Nebraska 
Medical  Journal.  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  68508. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska 
68926. 

PROFESSIONAL  OFFICE  SUITE  AVAIL- 
ABLE — Medical  Village  Building,  48th 
and  “A”  Sts.  in  Lincoln.  Contact  Mrs.  Robert 
Grant,  3725  Pace  Boulevard,  Lincoln,  Nb. 
68502.  Telephone:  (402)  423-4355. 


SKI  BRECKENRIDGE  and  other  adjacent 
ski  areas  in  Colorado.  Brand  new  condominium 
for  rental.  For  reservations,  etc.,  write  or  call 
Dr.  Wallace  J.  Vnuk,  P.O.  Box  131,  Kearney, 
Nebraska  68847. 


GENERAL  PRACTICE;  Two  GP’s  seek  3rd 
doctor  to  join  group  in  northeast  Nebraska 
city  of  4,000.  Available  in  summer  of  1973. 
New  facility  under  constj-uction.  Earnings 
will  be  tax  sheltered  through  incorporation. 
For  further  information  contact  our  Business 
Managei-,  P.O.  Box  34240,  Omaha,  Nb  68164. 


GENERAL  PRACTITIONERS  — IMME- 
DIATE OPENING.  To  practice  in  community 
with  accredited  29  bed  hospital,  80  bed  Nurs- 
ing home,  thriving  clinic,  excellent  schools; 
fishing,  boating  and  hunting;  3600  acre  lake; 
ideal  small  city  within  Central  Nebraska. 
Write  or  call  Administrator,  Sacred  Heart 
Hospital,  Loup  City,  Nebraska  68853.  308- 

745-0503. 


IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager.  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 
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Before  deciding  to  make  Valium 
Jiazepam)  pait  of  your  treatment 
)lan,  cheek  on  whether  or  not  the 
)atient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
)een.  Along  with  the  medical  and 
ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 

Ihe  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
>r  failure. 

I While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
t should  l)e  prescribed  only  as  long 
is  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
vhen  you  decide  it  has  accom- 
)lished  its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  follow  ed.  Valium  is  well 
olerated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
ind  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
aave  been  the  most  commonly  re- 
jorted  side  effects. 

I Until  response  is  determined, 
)atients  receiving  Valium  should 
pe  cautioned  against  engaging  in 
{lazardoLis  occupations  requiring 
|:omplete  mental  alertness,  such 
IS  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  prodne; 
information,  a summary  of  whieb  follows: 

Indications:  Icnsion  and  anxiety  states;  somatie  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anci  hallucinosis 
due  to  acute  alcohol  u ithdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  (tf  grand 
mal  seizures  may  re(]uire  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  baroiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elaerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
count's  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  'Pension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children; 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Pablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
'lel-L-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Role  of  Blood  Pressure  in  Development  of 
Congestive  Heart  Failure;  W.  B.  Kannel 
et  al  (123  Lincoln  St,  Framingham,  Me 
01701)  ; New  England  J Med  287:781-786 
(Oct)  1972. 

A representative  sample  of  5,192  men  and 
women  was  followed  for  16  years,  during 
which  time  142  persons  developed  overt  con- 
gestive failure.  In  the  age  range  of  30 
to  62  years,  the  dominant  etiologic  precursor 
was  hypertension,  which  preceded  failure  in 
75%  of  the  patients.  Hypertensives  devel- 
oped six  times  more  congestive  failure  than 
normotensives.  Systolic  and  diastolic  pres- 
sures together,  the  mean  arterial  pressure, 
the  pulse  pressure,  and  tension-time  index 
discriminated  subsequent  cardiac  hyper- 
trophy and  failure  no  better  than  systolic 
pressure  alone.  Examination  of  the  corre- 
lation of  heart  weight  and  left  ventricular 
thickness,  at  autopsy,  with  premorbid  sys- 
tolic vs.  diastolic  pressure  revealed  a better 
correlation  with  systolic  than  diastolic  pres- 
sure. Congestive  failure  was  a lethal  phe- 
nomenon with  only  50%  surviving  five  years. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  18^2  hy  11  in.)  white  paper.  Wide  margins 
(at  least  1^/4  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 

consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author's  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  l>e  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company.  Norfolk,  Nebr.  68701. 
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Status  Epilepticus  of  Late  Adult  Onset  — 

G.  G.  Celesia  et  al  (1954  E Washington 
Ave,  Madison,  Wis  53704).  Neurology 
22:1047-1055  (Oct)  1972. 

Seventeen  cases  of  status  epilepticus  oc- 
curring after  the  age  of  40  are  described. 
Fourteen  cases  were  symptomatic;  the  eti- 
ology was  vascular  in  six,  traumatic  in  four, 
neoplastic  in  three,  and  caused  by  multiple 
sclerosis  in  one.  Thirteen  of  the  17  cases 
(76%)  of  tardive  status  were  focal.  The 
focus  of  epileptogenicity  in  71%  of  cases 
was  in  the  frontal  lobe.  Ten  patients  died, 
three  of  unrelated  causes.  Seven  patients 
(41%  ) died  from  the  organic  cause  respon- 
sible for  the  status  during  the  first  seven 
months  following  the  onset  of  the  epileptic 
state.  The  EEG  was  most  useful  in  deter- 
mining the  presence  of  a destructive  lesion. 
A slow  wave  focus  was  seen  in  nine  of  the 
12  cases  of  symptomatic  epilepsy  (75%). 
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Secondary  Neoplasms  of  Bowel  — M.  A. 
Meyers  (New  York  IIosp,  New  York  10021) 
and  J.  McSweeney.  Radiology  105:1-11 
(Oct)  1972. 

On  the  basis  of  107  cases  of  secondary 
bowel  neoplasms,  a distinction  was  made  be- 
tween direct  invasion,  intraperitoneal  seed- 
ing, and  hematogenous  metastases.  The  dis- 
tribution of  seeding  correlates  with  the 
known  pathways  of  spread  and  localization 
of  intraperitoneal  fluid.  The  frequency  and 
appearance  of  melanoma  and  breast  embolic 
metastases  are  emphasized. 


Hepatic  Dysfunction  After  Renal  Transplan- 
tation in  Children  — M.  H.  Malekzadeh 
et  al  (Childrens  Hosp,  Los  Angeles  90052). 
J Pediatr  81:279-285  (Aug)  1972. 

Nine  of  63  (14%)  recipients  of  renal  allo- 
grafts developed  clinical  or  biochemical  evi- 
dence of  hepatic  dysfunction.  The  etiology 
was  considered  to  be  azathioprine  toxicity 
in  eight  children  and  cytomegalovirus  hepa- 
titis in  one. 


accent' 

service  company,  inc. 

"YEARS  OF 
DEPENDABLE 
SERVICE" 

- COLLECTIONS  - 
Retail  Professional 
Claims 

Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 
Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 
Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Emergency  Physicians 

Headquaiders  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823;  (517)  332-6541 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Drive,  Chicago,  Illinois  60601 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 

C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 
James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Mr.  John  A.  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

21’00  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button.  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South 
New  York,  New  York  10010 
Radiological  Society  of  North  America 
Maurice  D.  Frazer,  M.D.,  Pres. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 
Vocational  Rehabilitation  Administration 
Edward  Newman,  Commissioner 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


loiVLEY 


MEDICAL 


SUPPLY  COMPANY 

2425'  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


Effect  of  Posture  on  Oral  Glucose  Toler- 
ance — C.  D.  Holdsworth  et  al  (Royal  In- 
firmary, Sheffield,  England).  Br  Med  J 
4:198-199  (Oct  28)  1972. 

After  either  partial  gastrectomy  or  va- 
gotomy and  pyloroplasty  for  duodenal  ulcer, 
oral  glucose  tolerance  is  markedly  affected 
by  posture.  Peak  blood  glucose  values,  peak 
plasma  insulin  levels  and  the  degree  of 
reactive  hypoglycemia  are  all  significantly 
greater  in  the  seated  than  in  the  supine 
patient.  These  differences  correlate  vcith 
positional  changes  in  the  rate  of  gastric 
emptying  of  a fluid  meal. 

Intestinal  Bleeding  From  Meckel’s  Diverti- 
culum; D.  Neumann  (Stadt.  Krankenhaus, 
Hildesheim,  West  Germany)  ; Med  Welt 
23:1250-12.51  (Sept  9)  1972. 

Two  patients  with  massive  gastrointestinal 
bleeding  were  found  to  have  an  inflamed  Meck- 
el’s diverticulum.  Both  were  bleeding  from, 
superficial  mucosal  erosions  inside  of  the 
diverticulum. 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties: 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties: 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart.  Pawnee  City.  Counties  ; 
Gage,  Johnson.  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar.  Dixon.  Dakota, 
Antelope,  Pierce,  Thurston.  Madi- 
son, Stanton.  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

M.  Sorenson.  Fremont.  Counties  : 
Burt.  Washington,  Dodge,  Platte, 
Colfax.  Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  Houtz 

G.  Steenburg.  Aurora.  Counties: 
Saunders.  Butler,  Polk,  Seward. 
York.  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson.  Crete.  Counties:  Saline. 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters.  O’Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties:  Hall, 
Custer,  Valley,  Greeley,  Sher- 
man. Howard,  Dawson,  Buffalo, 
Grant.  Hooker.  Thomas,  Blaine, 
Wheeler,  Loup.  Garfield. 

Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties : Gos- 

per, Phelps,  Adams.  Furnas, 
Harlan.  Webster.  Kearney.  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties: Lincoln,  Perkins.  Keith.  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  Chadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball.  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha-Douglas 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S-E.  Nebraska 

S.W.  Nebraska 

South  Central  Nebraska. 

Washington-Burt 

York-Polk 


Donovan  B.  Foote,  Jr.,  Hastings^.George  L.  Welch,  Hastings 

R.  E.  Kopp,  Plainview  D.  F.  Johnson.  Jr,,  Osmond 

Roy  Smith.  Albion Wm.  D.  Reardon,  St.  Edward 

Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

K.  W.  Ellis,  Kearney Gerald  Morris,  Kearney 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Lloyd  O’Holleran,  Sidney 

Robert  Scherer.  West  Point Thomas  R.  Tibbels,  West  Point 

M.  L,  Chaloupka,  Callaway Loren  Jacobsen,  Broken  Bow 

Wayne  K,  Weston.  Lexington — Wm.  B.  Elfeldt,  Lexington 

W.  H.  Hill.  Fremont W.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck.  Randolph Charles  G.  Muffley,  Pender 

Paul  R,  Martin,  Ord Otis  W.  Miller,  Ord 

John  Porter,  Beatrice Klemens  E.  Gustafson.  Beatrice 

L.  C.  Potts,  Grant Berl  Spencer,  Ogallala 

John  Easley,  Grand  Island John  Reilly,  Grand  Island 

P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

William  F.  Becker.  Lynch Donald  Bailey,  O’Neill 

R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch.  St.  Paul 

Gordon  O.  Johnson.  Fairbury Frank  Falloon,  Fairbury 

R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

B.  F.  Wendt,  Lincoln Dwight  L.  Snyder,  Lincoln 

George  D.  Cooper,  North  Platte- Miles  Foster,  North  Platte 

R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

Bernard  Owen.  Gordon R.  L.  Hook,  Rushville 

T.  T.  Smith,  Omaha Donald  J,  Pavelka.  Omaha 

G.  E.  Burbridge,  Nebraska  City.C.  J.  Formanack,  Syracuse 

Rex  J.  Kelly,  Holdrege 

T.  J.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Clarence  Zimmer.  Friend Jerry  Adler,  Crete 

E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

John  C.  Shaffer,  Mitchell J.  C.  Baumgartner,  Scottsbluff 

Paul  R.  Hoff,  Seward Roger  A.  Jacobs,  Seward 

Wendell  Fairbanks,  Auburn John  Krickbaum.  Auburn 

Richard  A.  Cottingham,  McCook- James  Carson,  McCook 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  "flu" 

Robitussin^ 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 


For  unproductive  allergic  coughs 

Robitussin  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg, 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  if  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


with  the 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg, 

Dextromethorphan 

hydrobromide  7.5  mg 


Select  the  Robitussin^  "Clear-Tract"  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 


Robitussin®  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 

Decongestant  Non-Narcotic 

ROBITUSSIN® 

ROBITUSSIN  A-C® 

ROBITUSSIN-DM® 

9 

ROBITUSSIN-PE® 

9 

A.  H.  Robins  Company, 
Richmond,  Virginia  23220 

COUGH  CALMERS® 

Q 

Q 

/I'H'DOBINS 

ORGANIZATIONS.  STATE  _ 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 
Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
8014  West  Dodge  Road,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68608 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 

Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 

Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

1603  So.  79th  Ave.,  Omaha  68124 

Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “0”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

130  Lakewood  Dr.,  Lincoln  68510 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 


Nebraska  Heart  Association 
Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Coi’ding,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68608 
Nebraska  Psychiatric  Institute 
Di'.  Merrill  Eaton,  Director 
602  South  44th  Avenue,  Omaha  68106 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
3815  Dewey  Avenue,  Omaha  68105 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
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WE’RE  NOT  ENTITLED  TO  ANY 

O well,  we’re  entitled  to  one  in  a thou- 
sand. 

That’s  what  someone  is  supposed  to  have 
said  when  his  patient  died  only  minutes 
after  the  end  of  an  operation.  But  while 
the  mortality  rate  of  anesthesia,  whatever 
that  means,  has  steadily  gone  down  from 
one  in  a thousand  to  one  in  two  thousand, 
while  the  severity  of  surgical  procedures 
has  gone  up,  we  may  really  be  measuring 
the  index  of  inattention  instead.  For  the 
British  Hyderabad  Commission  studied  the 
incidence  of  sudden  death  during  anesthesia, 
attributed  to  status  lymphaticus,  at  the  turn 
of  the  century,  and  found  that  nobody  ever 
had  a second  case,  whereupon  they  threw 
out  the  theory  of  status  lymphaticus. 

So  the  name  was  changed  to  primary  asys- 
tole, then  to  status  periculosis,  and  to  car- 
diac standstill. 

Now  we  call  it  cardiac  ai’rest,  but  there 
is  no  such  thing  as  cardiac  arrest.  I once 
had  the  dubious  pleasure  of  conducting 
fifteen  of  the  poorest-risk  patients  through 
anesthesia ; no  one  was  expected  to  sur- 
vive his  anesthetic,  and  every  one  did. 

Surgical  anesthesia  is  an  American  in- 
vention and  is  America’s  greatest  gift  to 
the  world.  Let  us  not  detract  from  the  gift 
by  adding  to  the  fatality  list  and  remain- 
ing callous.  Patients  should  not  die  under 
our  care,  but  if  they  do,  we  must  want  to 
know  why. 

For  we  are  not  entitled  to  any. 

That  goes  for  surgery,  too. 

F.C. 


THE  PEDIATRICIAN 

His  patients  are  tiny  and  few  of  them 
speak  English.  You  cannot  get  a good  his- 
tory out  of  them,  and  a stethoscope  covers 
the  five  lobes  of  the  lungs  and  everything 
in  between,  and  sometimes  the  liver.  He 
make  his  living  from  youngsters  who  won’t 
eat  when  they  are  not  hungry.  Mothers 


wake  him  to  say  their  children  are  convuls- 
ing, for  which  he  knows  nothing  good,  so 
he  shaves  and  dresses  slowly  and  drives 
around  the  block  several  times,  until  the 
seizure  is  over. 

His  coming  was  resented  by  the  obstetri- 
cian, and  by  the  general  practitioner,  who 
resented  the  advent  of  the  obstetrician,  and 
both  of  whom  had  until  then  split  this  seg- 
ment of  private  practice.  His  idea  of  an 
emergency  is  to  show  up  last  at  a convenient- 
ly scheduled  cesarean  section  and  to  leave  ten 
minutes  later. 

But  things  are  different  now.  His  litera- 
ture is  filled  with  genetics  and  immunoglob- 
ulins. His  daily  grind  became  an  art  and 
is  a science.  His  narrow  specialty  has  be- 
come narrower  and  is  being  fragmented 
into  a group  that  peers  into  the  first  year 
of  life,  then  only  the  first  month,  and  final- 
ly some  who  treat  people  not  over  one  day 
old. 

So  many  illnesses  begin  in  childhood  and 
are  best  discovei'ed  and  cured  then.  We 
could  not  possibly  do  without  learned  people 
who  can  distinguish  every  one  of  a hundred 
cries  from  the  other  ninety-nine.  To  the 
pediatrician,  a baby  is  a person  and  is  fully 
grown  when  he  sees  him,  and  a cry  is  a diag- 
nostic sound  track.  We  owe  a great  deal 
to  him,  for  our  increasing  the  patient’s  life 
span  from  20  to  70  is  the  result  of  his  getting 
babies  through  the  first  year  of  life. 

He  alone  remembers  how  to  figure  chil- 
dren’s doses.  He  knows  all  about  scarlet 
fever  and  diphtheria,  and  poliomyelitis  and 
whooping  cough  and  can  tell  one  kind  of 
measles  from  the  other.  He  knows  how  to 
communicate  with  and  feel  for  really  sick 
children,  and  if  he  limits  his  practice  to 
Lilliputians,  we  are  in  his  debt. 

F.C. 

THE  WASTED  YEARS,  OR 
KINDERGARTEN  IS  PREMEDICAL 

If  youngsters  can  go  to  school  in  Decem- 
ber, they  can  surely  get  there  in  July,  when 
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they  do  not  have  to  contend  with  ice  and 
snow.  I do  not  think  they  are  needed  to 
help  with  farm  duties  now,  not  to  the  point 
of  closing  schools.  But  schools  are  closed 
every  year,  for  something  like  three  months, 
which  means  that  one  fourth  of  the  avail- 
able time  is  not  used. 

If  you  must  go  through  8 years  of  grade 
or  grammar  school,  four  years  of  high 
school,  four  years  of  college,  and  four  more 
years  of  medical  school,  in  order  to  be- 
come a doctor,  why  it  will  take  you  20 
years  just  to  get  to  the  internship,  after 
which  you  will  need  to  serve  a four  or  five 
year  residency,  and  then  you  will  be  too 
old  to  start  a career. 

Doing  nothing  for  three  months  every 
year  seems  illogical,  and  it  is  no  better  for 
the  teachers,  who  maintain  that  they  do  not 
get  paid  for  all  that  time,  while  critics 
tell  them  they  get  paid  for  not  working. 

Going  to  school  is  no  more  strenuous  than 
working;  school  years  are  happy  years,  and 
a week’s  vacation  should  be  enough.  And 
a fourth  of  20  years  is  five  years,  which 
are  wasted  years.  Medical  schools  are  try- 
ing to  close  the  gap  at  their  end,  but  even 
more  can  be  accomplished  during  the  pre- 
ceding 16  years,  and  doctors  could  practice 
at  25  instead  of  waiting  until  30  or  more. 

Kindergarten  is  premedical,  too. 

F.C. 


HOW  TO  WRITE  WITHOUT  WORKING 

I don’t  answer  questionnaires.  That  sort 
of  thing  is  an  effrontery.  I must  fill  out  a 
lot  of  boxes,  puzzle  over  unanswerable  ques- 
tions, and  take  up  my  time  doing  some- 
body else’s  work.  I think  it  is  a damnable 
way  to  study  anything,  and  I doubt  that  any 
problem  ever  got  solved  by  the  questionary 
method. 

The  author  decides  who  will  get  these 
letters.  He  draws  up  a not  at  all  innocent 
list  of  queries.  The  answers  decide  who 
will  answer,  and  you  know  who  the  non- 
answerers are.  The  conclusions  are  pleas- 
ing, and  the  response  is  always  gratifying, 
if  only  half  the  people  reply.  The  last  one 


I received,  and  I hope  it  is  the  last,  said 
there  Avas  a very  high  response  rate  of  63 
percent.  I have  yet  to  see  an  honest  and 
Avorthwhile  study  done  this  Avay. 

I should  like  to  read  an  article  prepared 
entirely  by  this  method,  Avhere  the  author, 
says  that  very  few  people  answered  him; 
I have  never  seen  anything  like  this.  I should 
like  to  find  a report  of  a questionnaire  study 
in  Avhich  the  author  admits  that  the  results 
AA^ere  not  at  all  Avhat  he  expected.  Usually 
he  says,  this  is  Avhat  Ave  set  out  to  show, 
and  then  Avastes  a lot  of  other  people’s  time 
proving  Avhat  he  already  kneAV  before  his 
mind  Avas  all  cluttered  up  with  facts. 

Who  profits  by  the  questionnaire  study? 
The  Post  Office. 

F.C. 


IS  SURGERY  CUTTING? 

If  an  internist  observes  a patient  who  is 
suffering  from  abdominal  pain,  he  may 
treat  him  conservatively  or  he  may  call  a 
surgeon  to  remove  the  appendix.  But  if  the 
patient  goes  to  the  surgeon  first,  and  this 
specialist  decides  to  treat  conservatively,  he 
does  not  refer  the  patient  to  an  internist, 
but  treats  him  himself. 

There  may  be  some  sort  of  conservative 
surgical  treatment,  as  Avhat  the  orthopedic 
operators  mischievously  call  manipulation, 
but  if  you  decide  to  Avatch  a patient  who  is 
bleeding  or  hurting,  would  you  call  that 
surgical  treatment,  or  must  you  use  a knife 
to  be  a surgeon? 

I think  the  answer  is  that  if  the  knife 
is  not  ever  going  to  be  used,  the  treatment 
is  not  surgery,  and  what  is  not  surgery  is 
not  surgical. 

F.C. 


THE  REPRINT  BUSINESS 

Why  doctors  write  is  a great  mystery 
made  up  of  simple  little  understandable 
pieces.  They  do  it  to  help  people,  to  im- 
press themselves,  to  impress  others,  to  ap- 
pease their  curiosity,  to  attain  promotion. 
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or  to  avoid  demotion.  They  do  not  write 
for  money  because  they  do  not  get  paid. 

Then  they  buy  reprints,  envelopes,  and 
stamps,  and  send  their  articles  to  strangers 
who  have  asked  for  them,  on  what  used  to 
be  penny  postcards.  The  physician  has 
worked  for  nothing,  and  is  now  paying  for 
the  privilege. 

If  the  admiring  reader  wants  a permanent 
copy  of  the  article,  he  may  clip  it,  or  keep 
the  whole  journal,  or  he  may  simply  make  a 
photocopy,  so  easily  done  these  days.  But 
readers  write  for  reprints  anyway.  The 
author  who  does  not  mail  reprints  still  has 
to  do  something  about  the  requests;  he 
may  answer  each  one  and  say  is  sorry,  but 
he  has  spent  the  reprint  money  foolishly, 
or  he  may  ignore  the  request. 

I do  not  know  how  all  of  this  came  about. 
It  might  make  some  sense  if  each  request 
w ere  accompanied  by  a self  - addressed 
stamped  envelope  and  something  like  a dol- 
lars worth  of  stamps  to  cover  the  cost  of 
printing.  Some  authors  print  the  words : no 
reprints  available  at  the  end  of  the  article. 

F.C. 

No  reprints  available. 


Electrocardiographic  Effects  of  Glucose  In- 
gestion; C.  P.  Riley  et  al  (A.  Oberman, 
Univ  of  Alabama  Medical  Center,  Binning- 
ham  35233)  ; Arch  Intern  Med  130:703- 
707  (Nov)  1972. 

To  assess  the  influence  of  glucose  ingestion 
on  resting  and  exercise  ECGs,  35  subjects 
were  tested  after  ingestion  of  a glucose  solu- 
tion and  a placebo  on  separate  days.  Graded 
submaximal  exercise  tests  were  performed 
to  90%  predicted  maximal  heart  rate.  Com- 
puter-processed ECGs  taken  at  rest  showed 
a decrease  in  T-wave  amplitude,  more  ST- 
segment  depression,  increased  R-wave  am- 
plitude and  increased  heart  rate  after  glu- 
cose. Minnesota  code  classifications  of  these 
same  ECGs  were  more  normal  after  glu- 
cose. Computer-processed  exercise  ECGs 


showed  a decrease  in  T-wave  area  after  glu- 
cose ingestion  during  and  after  exercise.  ST- 
segment  area  showed  the  most  variability 
at  one  minute  after  exercise.  Three  subjects 
had  normal  exercise  ECGs  after  placebo  and 
abnormal  ECGs  after  glucose  ingestion  (ST 
area  >7.5/xv/sec).  Both  resting  and  exer- 
cise ECGs  should  be  made  fasting  to  avoid 
this  significant  source  of  variability. 


Insulin  and  Glucose  in  Treatment  of  Heart 
Failure  — P.  A.  Majid  et  al  (S.  H.  Tay- 
lor, General  Infirmary,  Leeds,  England). 
Lancet  2:937-940  (Nov  4)  1972. 

Glucose,  insulin,  and  potassium  conspicu- 
ously increased  myocardial  contractile  activ- 
ity and  cardiac  output  in  patients  with  se- 
vere ischemic  heart  failure.  Similar  results 
were  observed  in  normal  subjects  but  not 
with  glucose  alone.  These  findings  give  a 
practical  therapeutic  expression  to  experi- 
mental observations  that  the  ischemic  heart 
is  largely  dependent  upon  glucose  for  its 
energy  supply,  that  insulin  is  essential  for 
glucose  transport  and  utilization,  and  that 
insulin  secretion  is  suppressed  in  heart 
failure. 


Swallow  Syncope  — B.  E.  Levin  (444  E 68th 

St,  .New  York  10021)  and  J.  B.  Posner. 

Neurology  22:1086-1093  (Oct)  1972. 

Swallow  syncope  is  a term  applied  to  loss 
of  consciousness  during  or  immediately  fol- 
lowing the  swallow.  The  syndrome  has  been 
previously  reported,  usually  in  association 
with  esophageal  oi’  cardiac  disease.  The 
clinical  and  pathological  findings  are  report- 
ed in  a patient  with  swallow  syncope  asso- 
ciated with  demyelination  of  the  vagus 
nerve  and  infiltration  of  the  glossopharyn- 
geal nerve  by  metastatic  lung  tumor.  The 
patient  suffered  episodic  cardiac  arrest  dur- 
ing swallowing.  Symptoms  were  relieved 
by  anticholinergic  agents.  The  pathophysio- 
logic mechanism  is  believed  to  involve  an  ar- 
tificial synapse  between  afferent  swallowing 
fibers  and  the  afferent  nerve  from  the  caro- 
tid sinus,  both  branches  of  the  glossopharyn- 
geal nerve. 
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Adolescents  and  "Street"  Drug  Abuse 
A Scientific  Exhibit 


Introduction 

DDRUG  abuse  has  for  many  cen- 
turies existed  as  a problem  in- 
volving human  nature.  The 
social  changes  however,  and  affluence,  per- 
haps of  our  times,  have  resulted  in  a wide- 
spread abuse  of  various  drugs  and  chem- 
icals which  appear  to  be  of  epidemic  charac- 
ter among  young  adolescents.  The  taking 
of  the  “street”  drug  results  in  a psychotic 
state,  the  nature  of  which  resembles,  to  a 
great  extent,  the  naturally  occuring  psy- 
choses. This  latter  condition  is  particularly 
common  when  LSD,  marihuana,  mescaline, 
amphetamines,  and  related  compounds  are 
taken.  The  term  “psychosomimetic”  or 
“hallucinogenic”  applies  to  the  above-men- 
tioned compounds  as  well  as  to  the  bar- 
biturates and  narcotics  in  general,  although 
the  behavorial  changes  observed  with  these 
latter  chemicals  have  more  structural  or- 
ganic basis. 

A.  Patient’s  Profile 

The  participation  of  the  young  adolescent 
in  the  drama  of  drug  abuse  is  a direct  re- 
sult of  multiple  motivations  such  as : ( 1 ) 
curiosity,  (2)  social  pressures,  (3)  rebellion 
against  authority,  (4)  escape  from  society 
or  emotional  problems,  (5)  challenging  goals 
of  educational  system,  (6)  challenging  “so- 
cial and  political  hypocrisy”  or  because  of 
special  psychological  traits  that  are  charac- 
teristic for  these  patients.  (1)  Patient  is  of 
normal  or  brilliant  intelligence  with  irregu- 
lar scholastic  results,  (2)  patients  have  feel- 
ing of  insecurity,  (3)  patients  exhibit  acute 
spirit  of  independence  and  constant  anticon- 
formity, (4)  self-image  may  be  defective, 
expectations  may  be  distorted,  (5)  home  has 
history  of  psychiatric,  delinquency  problems 
or  neurotic  traits  in  parents,  (6)  drugs  used 
in  home.  Patients  need  the  drugs  mainly 
because  there  is  a lack  of  access  to  meaning- 
ful affective  experience. 

B.  Choice  of  Drugs 

( 1 ) Drug  users  of  lower  social  class  need 
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to  forget  what  they  have  already  experi- 
enced. Barbiturates,  heroin,  and  narcotics 
in  general  are  primarily  in  use  in  this  group 
of  patients.  (2)  patients  from  affluent  fam- 
ilies need  to  find  what  they  do  not  have. 
Amphetamines,  cocaine,  LSD,  marihuana, 
mescaline,  and  related  products  are  prefer- 
ably taken  by  this  group  of  drug  abusers. 

C.  Street  Drugs 

1.  Lysergic  add  diethylamide  (LSD). 
Among  the  drug  abusers  lysergic  acid  di- 
ethylamide is  known  as  the  “chief.”  Addi- 
tional names  for  this  chemical  are  the  “kill,” 
the  “yellow  sunshine,”  the  “orange  sun- 
shine,” “white  lightning,”  “acid  bottlers,” 
“Berkley  acid,”  “hawk,”  and  “window  pane.” 
Chemically,  lysergic  acid  diethylamide  is  an 
amine  alkaloid  of  the  ergonovine  family 
with  ordinary  dosages  taken  by  drug  abus- 
ers, estimated  to  be  in  the  range  of  20-25 
mg  of  the  acid.  Mainly  the  basal  ganglia 
cortex  and  cerebellum  are  affected. The 
individual  experiences  behavioral  changes, 
hallucinations,  and  loss  of  personal  identity. 
The  pupils  are  dilated ; and  tachycardia, 
hyperglycemia,  and  piloerection  as  well  as 
an  increase  in  the  plasma  free  fatty  acids 
are  observed,  as  a result  of  sympathetic  stim- 
ulation. Electroencephalographic  changes 
are  consistent  with  increased  low  voltage 
fast  activity.  No  fatal  dosage  for  LSD  has 
yet  been  established  in  man.  However,  dos- 
ages of  the  100-400  mg  range  may  result 
in  selfdestructive  actions,  as  suicidal  at- 
tempts. LSD  abusers  demonstrate  consid- 
erable degree  of  tolerance  to  the  drug  as 
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well  as  cross  tolerance  with  mescaline.  Phys- 
ical dependence  as  well  as  withdrawal  sjmip- 
toms  are  not  seen  in  LSD  abusers.  Treat- 
ment is  symptomatic.  Valium,  phenothia- 
zines,  and  barbiturates  are  of  prime  assist- 
ance when  treating  these  type  patients.® 

MESCALINE 

Mescaline  was  isolated  from  the  peyote 
cactus  lophophora  williamsii,  dried  buttons 
of  which  are  chewed  for  their  hallucinogenic 
effects.  Dosages  of  300-500  mg  of  pure  mes- 
caline result  in  visual  hallucinations,  sym- 
pathomimetic effects,  static  tremors,  and 
impairment  of  space  perception.  As  with 
LSD,  abuse  addiction  does  not  occur  in  mes- 
caline abusers  nor  do  withdrawal  symptoms 
follow  abrupt  discontinuation  of  the  drug.'^ 

MAPJHUANA 

Marihuana  or  Cannabis  Sativa:  Mari- 

huana, or  cannabis,  or  pot,  or  hash,  or  bhang, 
is  extracted  from  the  hemp  plants,  the  res- 
inous exudate  of  which  is  the  richest  in 
tetrahydrocannabinol,  the  most  active  in- 
gredient. Drug  abusers  demonstrate  an  im- 
pulsive behavior,  disconnection  of  ideas, 
visual  hallucinations,  as  well  as  alterations 
in  time  and  space  perception.  Lfsual  dosages 
are  about  6-10  “joints”  per  day  of  0. 5-2.0 
grams  per  “joint.”  Withdrawal  symptoms 
have  not  been  observed  following  discontinu- 
ation of  the  drug  although  a certain  degree 
of  tolerance  in  the  abuser  has  been  de- 
scribed.®-® Treatment  is  symptomatic. 

AMPHETAMINES  AND  PvELATED 
DRUGS 

The  group  of  sympathomimetic  amines 
appears  to  act  primarily  on  postsynaptic  re- 
ceptors for  norepinephrine  in  the  brain. 
Marked  enhancement  of  self  - awareness, 
toxic  psychoses,  confusion,  and  coma  are 
usually  seen  in  this  type  of  abuse.  Depres- 
sion, nightmares  and  suicidal  reactions  are 
among  the  withdrawal  symptoms  when  the 
drug  is  discontinued  abruptly.  Ampheta- 
mines are  sold  in  the  street  under  various 
names  such  as  “white  cross,”  “speed,” 
“strawberry,”  “mist,”  “speed  powder,”  and 
“raspberry.”  The  usual  toxic  dosage  is 
about  300  mg.  Valium  is  the  treatment  of 
choice. 


NUTMEG 

Myristicin  is  the  principal  ingredient  re- 
sponsible for  the  effect  on  the  central  nerv- 
ous system.  Nausea,  vomiting,  insomnia, 
and  depersonalization  follow  ingestion  of 
two  grated  nutmegs.  Treatment:  tranquil- 
izers. 

GLUE  - TOLUENE  - GASOLINE 

Sniffing  of  the  above  compounds  leads  to 
aplastic  anemia  and  encephalopathy.  Treat- 
ment is  symptomatic  and  depends  on  drug 
abused. 12 

BARBITURATES 

Barbiturates  are  known  among  the 
drug  abusers  as  “red  devils,”  “red  birds,” 
“goof  balls,”  “yellow  jackets,”  or  “blue 
heavens.”  Dosages  of  3-4  grams  fatal. 
Physical  dependence  with  withdrawal  symp- 
toms follow  abrupt  discontinuation  of  the 
drug.  Treatment  is  symptomatic. 

COCAINE 

Other  street  names  are  “coke”  and  “can- 
dy.” Cocaine  is  a cerebral  stimulant.  Chron- 
ic users  experienced  visual  and  tactile  hal- 
lucinations. Fatalities  can  occur  with  dos- 
ages of  20-30  mg.  Toxicity  resembles  the 
amphetamine  intoxication.  Withdrawal 
symptoms  are  primarily  fatigue  and  depres- 
sion. Treatment  of  cocaine  intoxication  is 
symptomatic. 

HEROIN  (DIACETYLMORPHINE) 

Heroin  is  being  sold  in  the  underground 
market  either  as  a pure  white  heroin  or 
mixed  with  food  color  probably  to  mislead 
the  authorities.  5-10  mg  can  be  fatal  due 
to  central  nervous  system  depression.  Anti- 
dote : nallorphine  and  methadone  are  being 
widely  used  for  the  treatment  of  chronic  ad- 
dicts. 

D.  Plants  and  Hallucinogenic  Effects 

(1)  Woodrose  seeds  of  the  morning  glory 
family  have  LSD  effect.  (2)  Periwinkle. 
Smoking  the  dried  leaves  results  in  hallu- 
cinations, vinblastine  is  an  active  con- 
stituent of  the  leaves.  (3)  Jimson  weed. 
(Datura  Stramonium),  active  constituents 
of  datura  leaves  are  atropine,  hyoscyamine 
and  scopolamine.  Smoking  of  the  dried  leaves 
results  in  hallucinations. 
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Discussion 

We  believe  that  the  answer  to  the  agoniz- 
ing problem  of  how  we  should  cope  with  the 
drug  epidemic  would  come  from  within  the 
family. 

The  family  itself,  as  a basic  structural  unit 
of  our  society,  carries  primarily  the  respon- 
sibility for  proper  and  adequate  prepara- 
tion of  the  young  person.  If  the  future  adult 
individual  is  expected  to  succeed  in  pilot- 
ing himself  through  the  demands,  difficulties 
and  stresses  of  today’s  world  with  the  least 
deviation  from  the  well-considered  standards 
of  our  society.  A reassessment  of  our  lives 
as  family  units  would  be  most  helpful  in 
answering  the  critical  question  of  why  we 
fail  and  how  we  would  change  the  trend. 
Goals  and  ambitions  should  be  clearly  de- 
fined and  well  kept  within  the  family  capa- 
bilities. Our  social  and  professional  activ- 
ities should  not  be  planned  without  proper 
consideration  of  their  impact  on  our  chil- 
dren. Therapeutically,  the  d r u g abuser 
should  be  given  the  best  of  our  care.  In 
general,  the  public  health  strategies  should 
be  as  follows : 

1.  An  emphatic  sympathetic  attitude 
should  be  shown  to  drug  abusers. 

2.  Reorientation  of  legalistic  to  public 
health  approaches. 

3.  Reestablishment  of  trust  credibility  in 
former  drug  users. 

4.  Availability  of  objective  information 
on  drugs. 

5.  Assignment  of  greater  responsibility 
to  young  people  in  everyday  activi- 
ties. 


6.  Utilization  of  young  users  or  ex-users 
as  consultants  in  any  drug  interven- 
tion program. 
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Neurologic  Manifestations  of 
Henoch-Schoenlein  Purpura,  1972 


Henoch  - schoenlein  pizr- 

pura  (HSP)  is  also  known  as 
anaphylactoid  or  rheumatic 
purpura.  It  appears  mostly  in  children  ages 
three  to  seven  years  but  adult  involvement 
is  well  known.  Males  are  involved  slightly 
more  often.  Like  many  collagen  diseases, 
HSP  presents  mainly  a vasculitis  (perivas- 
cular inflammatory  changes  in  smallest 
arteries,  arterioles,  capillaries  and  venules). 
Clinical  manifestations  appear  especially  in 
skin,  joints,  kidneys  and  intestine.  A pre- 
ceding infection  is  described  in  sixty  to  sev- 
enty percent  of  patients,  commonly  upper 
respiratory.  HSP  features  appear  four  to 
thirty  days  after  the  acute  infectious  ill- 
ness. 

Skin  and  mucus  memhranes  demonstrate 
a variety  of  lesions;  purpura,  ecchymoses; 
pink  or  red  macules,  rash  or  maculopapules ; 
urticaria,  rarely  even  livido  reticularis.  But- 
tocks and  lower  extremities  are  most  often 
involved.  Joint  pains  (arthralgias)  appear 
in  75  percent  of  patients.  Gastrointestinal 
distress  occurs  in  sixty  percent;  melena, 
hematemesis  and  uncommonly  even  intest- 
inal infarction  may  develop.  Glomerulo- 
nephritis presents  in  50  percent  of  patients, 
ranging  from  mild  to  severe  to  lethal.  Hy- 
pertension is  found  in  10  to  15  percent  of 
patients  and  may  become  acute  and  “malig- 
nant.” Lowgrade  fever  is  not  uncommon. 

Clinical  laboratory  data  disclose  elevated 
sedimentation  rate  in  50  to  85  percent  of  pa- 
tients, serum  globulin  disturbances  in  60 
percent  and  abnormal  urine  sediments  in 
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50  percent.  HSP  commonly  runs  a benign 
course  but  a small  incidence  of  critical  renal 
or  intestinal  involvement  occurs.  (Ansell, 
Bilaloglu,  Cream,  Dodge,  Gietka,  Gold- 
schlag,  Hanson,  V.,  Verger,  Ward,  Zareba). 

Neurologic  feahtres  appear  in  one  to  eight 
percent  incidence  on  the  basis  of  renal  in- 
sufficiency (often  acute),  hypertensive 
crisis  or  cerebral  vasculitis.  Less  commonly 
hyponatremia  or  corticosteroid  therapy  ap- 
pear culpable.  The  nervous  system  may  be 
involved  at  any  level  although  cerebral  in- 
volvement is  most  common.  One  or  more  of 
the  following  comprise  usual  manifestations : 
focal  cerebral  deficit,  convulsions,  coma, 
mental  changes  (confusion,  delirium),  sub- 
arachnoid bleeding.  Less  frequent  are 
chorea,  spinal  cord  infarction  and  peripheral 
neuropathy.  (Ansell,  Bilaloglu,  Bruetsch, 
Burke,  Busch,  Catlett,  Dean,  DeMontis, 
Gairdner,  Green,  Holt,  Belong,  Levinson, 
Lewis,  I.C.,  Liberati,  Matveyev,  Michalo- 
wicz,  Nerkin,  Paradise,  Pavkovcekova,  Se- 
rejska.  Verger,  Ward,  Wedgwood,  Zareba). 

Treatment  of  HSP  depends  on  corticoste- 
roids. The  value  of  other  immunosuppres- 
sive chemotherapies  awaits  appraisal. 

Refei’ences  available  from  author. 

(This  report  supported  in  part  by  Research 
Grant  NLM-EP  2 ROI  LM0O636-04  from  Na- 
tional Institute  of  Health). 
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Congenital  Left  Circumflex  Coronary 
Artery  Fistula  to  Right  Atrium 
Without  a Murmur 


IN  the  past  10  years  congenital 
coronary  artery  fistula  ceased 
to  be  a clinical  oddity.  At  least 
193  cases  have  been  reported  in  the  litera- 
ture prior  to  1971. The  clinical  diagnosis 
of  coronary  artery  fistula  is  based  on  the  dis- 
covery of  an  unusually  placed  cardiac  mur- 
mur, which  is  almost  always  continuous. 

The  pui'pose  of  this  report  is  to  describe 
the  first  known  case  of  a congenital  coronary 
arteriovenous  fistula  in  which  no  cardiac 
murmur  was  present. 

Case  History 

A 54  year  old  white  male  was  admit- 
ted to  Bryan  Memorial  Hospital  on  April 
3,  1972,  because  of  increasing  frecjnency 
and  severity  of  angina  pectoris.  There 
was  no  history  of  heart  disease  prior  to 
December,  1971,  at  which  time  he  was 
hospitalized  at  another  hospital  with  an 
acute  myocardial  infarction,  and  was 
anticoagulated.  The  postinfarction  pe- 
riod was  stable  until  four  days  prior  to 
admission,  at  which  time  he  had  a large 
black  tarry  stool.  Fourty-eight  hours 
prior  to  admission  the  patient  developed 
marked  increase  in  the  frequency  and 
severity  of  angina  pectoris ; rest  and 
nocturnal  angina  occurred  for  the  first 
time.  He  had  a past  medical  history  of 
a duodenal  ulcer. 

Physical  examination  revealed  a mod- 
erately obese  white  male  with  a height 
of  5'  11",  weight  190  lbs.  Blood  pres- 
sure remained  stable  throughout  his 
hospitalization,  with  an  initial  sinus 
tachycardia  of  110  per  minute.  Palpa- 
tion of  the  precordium  revealed  neither 
cardiac  enlargement  nor  signs  of  an 
exaggerated  ventricular  lift.  Heart 
sounds  were  normal.  Initially,  there 
was  a grade  I-H/VI  nonspecific, 
scratchy,  early-to-midsystolic  murmur. 
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audible  at  the  upper  left  sternal  border 
and  the  apex ; with  correction  of  the 
anemia,  this  murmur  totally  disap- 
peared. Cardiac  auscultation  was  re- 
peated several  times  when  the  patient 
had  a normal  hemoglobin,  and  was  al- 
ways negative  for  any  cardiac  murmuri 
The  remainder  of  the  physical  examin- 
ation was  negative. 

On  admission  to  the  Coronary  Care 
Unit,  his  hemoglobin  was  7.2  grams  %, 
and  a prothrombin  time  was  36  seconds 
with  a control  of  10  seconds.  An  elec- 
trocardiogram showed  sinus  tachycardia 
and  a left  anterior  hemiblock  with  tiny 
R waves  in  leads  3 and  AVF.  Small  Q 
waves  were  seen  in  leads  VI  and  V2, 
which  could  be  secondary  to  the  left  an- 
terior hemiblock.  No  diagnostic 
changes  of  a previous  myocardial  infarc- 
tion were  evident,  nor  were  there  any 
abnormal  ST  segment  changes.  A chest 
x-ray  showed  a heart  at  the  upper  lim- 
its of  normal  in  size,  but  otherwise  was 
negative.  Serum  enzymes  were  normal. 
In  the  first  24  hours  of  hospitalization 
he  was  treated  with  intravenous  vitamin 
K,  with  normalization  of  the  prothrom- 
bin time,  and  was  transfused  6 units  of 
packed  red  blood  cells.  No  further 
melena  occurred,  and  his  cardiac  con- 
dition remained  totally  stable  thereafter. 
Later,  upper  GI  series,  barium  enema, 
and  small  bowel  series,  were  all  nega- 
tive. 
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On  April  10,  1972,  left  heart  cath- 
eterization and  coronary  artei'iography 
were  accomplished  without  difficulty. 
Left  ventricular  pi'essure  prior  to  an- 
giography and  sublingual  nitroglycerin 
was  143/27  mm  Pig.  Following  left  ven- 
tricular angiography,  left  ventricular 
pressure  was  143/34  mm  Hg,  with  an 
A wave  of  37  mm  Hg.  The  left  main 
coronary  artery  was  not  visualized  be- 
cause there  were  separate  origins  of  the 
left  anterior  descending  and  left  circum- 
flex coronary  arteries.  Just  after  the 
origin  of  the  first  septal  perforator 
branch,  the  left  anterior  descending 
coronary  artery  was  nearly  occluded. 
(Fig.  1).  The  left  circumflex  coro- 
nary artery  was  a large,  dilated,  tor- 
tuous vessel  which  was  difficult  to  visu- 
alize due  to  rapid  washout  of  contrast 
media.  In  the  right  anterior  oblique 
projection,  a wormlike  mass  of  vessels 
on  the  inferior  wall  at  the  termination 
of  the  left  circumflex  coronaiy  ai'tery 
was  seen,  compatible  with  a coronary 
artery  fistula.  The  exact  site  of  entry 
into  the  heart  could  not  be  established. 
The  right  coronary  artery  was  large  and 
dominant ; except  for  several  ai'eas  of 
minor  plaque  formation,  no  significant 


stenosis  was  seen.  The  left  ventriculo- 
gram was  characterized  by  a normal 
sized  left  ventricular  cavity,  normal  con- 
tracting anterior  and  basal  inferior 
walls,  but  the  distal  inferior  wall  and 
apex  was  moderately  hypokinetic.  No 
definite  aneurysm  was  seen. 

On  April  21,  1972,  the  patient  was 
retui'ned  to  the  cardiac  laboratory  for 
a right  heart  catheterization.  Right 
heart  pressui’es  were  normal  except  for 
a mildly  elevated  right  ventricular  end- 
diastolic  pressure  of  10  mm  Hg.  Pul- 
monary artery  pi'essure  was  29/14  mm 
Hg;  pulmonary  artery  wedge  pressure 
was  8/2  mm  Hg  with  a mean  pressure 
of  6 mm  Hg.  A cardiogreen  indicator- 
dilution  dye  curve  had  a normal  con- 
figuration with  a normal  disappearance 
slope,  and  did  not  suggest  a left-to- 
right  shunt.  The  calculated  cardiac  out- 
put was  5.7  liters  per  minute,  with  a 
cardiac  index  of  2.7  liters  per  minute 
per  square  meter.  Oxygen  saturation 
data  did  not  reveal  a significant  stepup 
between  the  superior  vena  cava  and 
the  pulmonary  artery,  i.e.,  superior  vena 
cava  was  70%,  left  pulmonary  artery 
was  70%,  and  femoral  artery  was  97%. 


Figure  1.  Selective  left  anterior  descending  coronary  arteriogram,  demonstrating 
the  high  grade  stenosis  just  following  the  first  septal  branch. 
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A hydrogen  inhalation  study  revealed  an 
appearance  time  in  the  pulmonary  ar- 
tery of  5.0  seconds,  high  right  ventricle 
5.2  seconds,  low  right  ventricle  6.0  sec- 
onds, mid-right  atrium  5.0  seconds,  and 
superior  vena  cava  20  seconds.  This 
localized  a left-to-right  shunt  to  the 
level  of  the  I'ight  atrium.  In  the  pres- 
ence of  a normal  indicator-dilution  dye 
curve  and  in  the  absence  of  a significant 
stepup  by  oxygen  saturations,  the  de- 
gree of  left-to-right  shunt  was  shown 
to  be  less  than  20%  of  the  cardiac  out- 
put. 

Open  heart  surgeiy  was  performed  on 
April  25,  1972.  After  exposure  of  the 
heart,  a fair  amount  of  scarring  was 
noted  on  the  apical  anteilor  and  lateral 
aspects  of  the  left  ventricle.  The  heart 
was  elevated,  and  a slight  thrill  was 
felt  along  the  distal,  large,  tortuous  left 
circumflex  coronary  artery.  (Fig.  2). 
A single  suture  was  placed  around  the 
left  circumflex  artery  beyond  the  two 
ventricular  branches.  A thrill  was  no 


Figrure  2.  Diagram  of  the  posterior  surface  of  the  heart. 
demonstrating  the  large,  tortuous  wormlike  left  circum- 
flex coronary  arteiy. 


longer  present.  A single  saphenous 
vein  bypass  graft  was  then  constructed 
to  the  distal  left  anterior  descending 
coronary  artery.  The  postoperative 
course  was  uncomplicated,  and  the  pa- 
tient is  now  doing  well. 

Discussion 

Since  the  great  majority  (92%)  of  con- 
genital coronary  artery  fistulas  empty  into 
the  right  heart,  virtually  all  patients  with 
a coronary  artery  fistula  have  a continuous 
murmur.i  The  majority  of  the  patients  are 
asymptomatic  when  detected. ^ Because  of 
the  continuous  nature  of  the  murmur,  the 
most  common  clinical  diagnosis  is  that  of  a 
patent  ductus  arteriosus.  However,  the 
clinical  clue  of  a coronary  artery  fistula 
is  the  unusual  location  of  the  continu- 
ous murmur.  In  patients  with  right  atrial 
drainage,  the  murmur  is  commonly  loudest 
at  the  second  right  intercostal  space,  just 
to  the  right  of  the  upper  sternum.  With 
entry  into  the  right  ventricle,  the  maxima,! 
intensity  of  the  murmur  is  usually  in  the 
fourth  or  fifth  left  intercostal  space  to  the 
left  of  the  sternum.  The  continuous  murmur 
can  be  confused  with  that  of  a patent  ductus 
arteriosus  when  the  fistula  drains  into  either 
the  pulmonary  artery  or  the  light  ventricu- 
lar outflow  tract.  In  this  situation  the  maxi- 
mal intensity  of  the  murmur  will  be  in  the 
second  left  intercostal  space  at  the  upper 
left  sternal  border. 

In  an  adult,  the  most  common  differential 
diagnosis  is  distinguishing  a coronary  ar- 
tery fistula  from  a sinus  of  Valsalva  aneu- 
rysm which  has  ruptured  into  the  right 
heart.  Electrocardiograms  and  chest  x-rays 
are  usually  nonspecific  and  not  of  great  help 
in  localizing  the  source  of  the  continuous 
murmur.  Cardiac  catheterization  is  indicat- 
ed to  establish  the  exact  anatomic  diagnosis. 

In  unusual  circumstances,  the  murmur  of 
a coronary  artery  fistula  may  not  be  continu- 
ous. It  has  been  described  as  purely  a sys- 
tolic murmur,  where  it  mimicked  an  atrial 
septal  defect.’^  If  the  shunt  enters  the  left 
ventricle,  the  murmur  may  be  purely  dia- 
stolic.® Our  case  is  the  first  known  case  in 
which  no  murmur  was  present.  The  initial 
faint  systolic  murmur  was  secondary  to  the 
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anemia.  After  the  anemia  was  corrected,  he 
was  examined  by  two  different  cardiologists 
on  several  occasions,  with  the  patient  in 
multiple  positions,  and  no  unusual  sounds 
or  murmurs  were  ever  detected. 

It  is  difficult  to  explain  the  absence  of  a 
murmur  in  this  patient.  With  entry  of  a 
coronary  artery  distula  with  its  systemic 
pressure  into  the  right  atrium,  where  the 
pressure  is  constantly  low,  there  should  be  a 
continuous  murmur.  Although  the  left 
circumflex  coronary  artery  was  extremely 
large  and  tortuous  by  angiography,  a sig- 
nificant left-to-right  shunt  was  not  estab- 
lished by  indicator-dilution  dye  curves  or 
oxygen  saturations.  Also,  there  was  only 
a slight  thrill  palpable  over  the  distal  left 
circumflex  coi'onary  artery  at  the  time  of 
surgery.  Therefore,  the  size  of  the  left-to- 
right  shunt  was  small,  and  it  can  be  postu- 
lated that  this  is  the  principal  reason  for  the 
absence  of  a murmur. 

In  the  absence  of  angina  pectoris,  this 
patient  would  never  have  had  cardiac  cathe- 
terization, and  a premortem  diagnosis  of  a 
congenital  coronary  artery  fistula  would 
not  have  been  possible.  The  fistula  in  this 
case  was  an  incidental  angiographic  finding. 
With  the  increasing  use  of  coronary  ar- 
teriography, we  suspect  additional  incidental 
coronary  artery  fistulas  will  be  discovered. 

Almost  all  authors  recommend  surgical 
closure  of  a coronary  artery  fistula  once  the 
diagnosis  is  established.  Even  in  the  pres- 
ence of  a small  shunt,  early  operative  inter- 
vention has  been  advised  to  avoid  the  fol- 
lowing complications  (1)  The  increased 
risk  of  congestive  heart  failure  and  atrial 
fibrillation  after  40  years  of  age;  (2)  The 
risk  of  bacterial  endocarditis,  reported  in 
approximately  10%  of  cases;  (3)  The  rare 
occurrence  of  rupture  of  an  aneurysmal  fis- 
tula; (4)  The  occasional  occurrence  of  an- 
gina pectoris  and  myocardial  ischemia  in 
the  older  patient  with  associated  coronary 
artery  disease.  The  latter  criteria  would  be 
especially  applicable  to  the  patient  with  a 


moderate-to-large  left-to-right  shunt,  since 
the  shunt  would  “steal”  blood  away  from  the 
ischemic  area. 

A few  dissenting  opinions  have  been  re- 
ported. Reed  and  Kittle  have  suggested 
that  operative  treatment  is  probably  not 
indicated  in  asymptomatic  cases  with  normal 
electrocardiograms  and  small  left-to-right 
shunts.*  A recent  report  describes  a pa- 
tient with  a traumatic  right  coronary  ar- 
tery fistula  to  the  right  atrium,  which  was 
followed  for  20  years  without  surgery,  and 
showed  no  significant  clinical  or  hemody- 
namic deterioration.®  If  our  patient’s  left 
anterior  descending  coronary  artery  had  been 
less  than  70%  stenosed,  he  would  not  have 
been  a candidate  for  a saphenous  vein  graft 
to  this  artery.  Then  a strong  argument  could 
have  been  made  for  nonsurgical  treatment 
of  the  coronary  artery  fistula. 
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Headache:  Recognition  and  Treatment 
A Brief  Review  for  the  Physician 


PART  II 

A frequent  sequel  noted  after  the  head- 
ache subsides  is  partial  oculosympathetic 
paralysis  (Bernard-Horner  Syndrome),  con- 
sisting of  myosis  and  narrowing  of  the  pal- 
pebral fissure  on  the  affected  side.  This 
at  first  is  transient,  lasting  for  several  hours 
at  the  most.  With  repetition  of  attacks,  it 
becomes  more  persistent  and,  in  those  hav- 
ing frequent  attacks,  may  become  a perma- 
nent abnormality. 

Bouts  of  headache  tend  to  become  more 
spaced  as  age  progresses  and  usually  cease 
beyond  50’s  or  60’s. 

In  many  patients  the  headache  occurs  at 
night,  during  sleep.  It  is  not  known  whether 
sleep  itself  provokes  an  attack  or  changes 
which  take  place  during  recumbency  and 
sleep  (e.g.  focal  changes  such  as  nasal  con- 
gestion and  systemic  changes  such  as  slowing 
of  circulation  and  sludging).  Alcohol  pre- 
cipitates an  attack  in  many  a patient.  Sus- 
ceptible individuals  quickly  learn  to  avoid 
alcohol.  Certain  chemicals  — notably  his- 
tamine, and  lately  nitroglycerin  — have  been 
used  in  a provocative  test  to  induce  head- 
ache.Failure  to  induce  an  attack  by  these 
agents,  however,  does  not  rule  out  cluster 
headache. 

^^ery  little  is  known  about  the  patho- 
genesis of  cluster  headache.  That  vascular 
changes  take  place  during  this  headache, 
as  in  migraine,  are  generally  accepted. 
These  changes  are  accompanied  by  intense 
pain.  However,  the  primary  process  effect- 
ing these  changes  remains  obscure. 

Because  of  seasonal  incidence  in  some  pa- 
tients, allergy  has  been  suggested  as  a prob- 
able causative  factor.  Horton  proposed  that 
the  headache  and  other  features  were  related 
to  the  release  of  histamine. He  introduced 
the  histamine  provocative  test,  hence  “his- 
taminic  cephalgia” : the  headache  that  is 
produced  immediately  after  the  administra- 
tion of  histamine  — “histamine  headache” 


KAMAL  SADJADPOUR,  M.D. 

University  of  Nebraska  Medical  Center 
Department  of  Neurology 

— - is  to  be  distinguished  from  the  typical 
“histaminic  headache”  which  ensues  some 
30  to  50  minutes  later.  Based  on  this  no- 
tion, “histamine  desensitization”  was  advo- 
cated as  a form  of  treatment. 

Identifying  this  pain  as  neuralgia  by 
Harris  (1936)i2  and  Gardner  et  al  (1947)^® 
and  others  implied  a primary  neuritic  pro- 
cess or  neural  involvement.  It  is  very  doubt- 
ful, however,  that  this  pain  can  be  compared 
to  other  cranial  neuralgias. Furthermore, 
section  of  the  greater  petrosal  nerve,  as 
originally  performed  by  Gardner  and  subse- 
quently by  others,  fails  to  influence  the 
course  of  this  disorder. 

Lately  Lance  et  al  have  shown  that  dur- 
ing cluster  headache  a rise  in  whole  blood 
histamine  can  be  shown. This  was  not 
found  by  the  same  investigators  in  migraine, 
where  they  had  previously  shown  a signifi- 
cant drop  of  plasma  serotonin  during  an  at- 
tack.Thus,  even  on  the  biochemical  side, 
migraine  and  cluster  headache  appear  to  be 
different  (Table  4). 

As  a matter  for  speculation  it  may  be 
added  here  that  most  sufferers  of  this  type 
of  headache  are  cigarette  smokers  (unpub- 
lished observations).  It  is  possible  that 
chronic  smoking  provides  a suitable  back- 
ground (e.g.  changes  in  the  upper  respira- 
tory tract  and  mucous  membrane  of  the 
nose)  upon  which  the  trigger  mechanisms 
of  this  particular  type  of  headache  are  en- 
grafted. 

No  characteristic  or  diagnostic  abnorm- 
ality has  been  shown  in  migraine  or  cluster 
headache  in  the  way  of  usual  laboratory 
studies.  Electroencephalographic  abnormal- 
ities have  been  reported  during  migraine 
headache,'^  but  these  in  no  way  aid  the  di- 
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Table  4 


DIFFERENCES  BETWEEN  MIGRAINE  AND  CLUSTER  HEADACHE 


MIGRAINE  HEADACHE  CLUSTER  HEADACHE 

Incidence 5-10%  2-9%  of  that  of  migraine 

Age  of  onset Childhood,  adolescence  and  teens  Peak  onset  in  the  late  20’s  and  30’s 

Familial  occurrence Common  Infrequent  and  inconsistent 

Side  of  pain Often  bilateral  as  the  attack  evolves  Strictly  unilateral  for  any  given 

attack 


Sex  ratio Female  predominance  Marked  male  predominance 

Duration Several  hours  to  several  days  10  minutes  to  2 hours 

Associated  features Visual,  sensoi-y  and  motor  phenomena.  Nasal  congestion,  lacrimation. 

Nausea  and  vomiting.  Often  reddening  of  the  face  and  eye 

pale  face.  and  profuse  sweating  on  the 

affected  side. 


Occurrence  in  clusters 


or  bout Inconsistent 

Nature  of  pain Usually  throbbing 

Sequela Transient  visual,  sensory  and 

motor  deficits 

Nature  of  the 

biochemical  Plasma  serotonin  is  leduced 

distui’bance during  the  headache 


Consistent 

Usually  boring  and  knife-like 

Tiansient  oculosympathetic  paralysis 
on  the  affected  side 

Whole  blood  histamine  is  increased 
during  the  headache. 


agnosis  or  treatment.  Therefore,  if  the  di- 
agnosis is  established  with  reasonable  cer- 
tainty, the  patient  should  be  spared  the  cost 
of  unnecessary  laboratory  tests. 

Nonspecific  vascular  headaches,  secondary 
to  known  etiological  factors,  do  not  require 
any  specific  therapeutic  regimen.  Treat- 
ment of  the  primary  disorder  would  suffice 
in  most  cases. 

The  cornerstone  for  drug  therapy  of  mi- 
graine and  cluster  headache  is  ergotamine 
in  various  forms  and  through  various  routes. 
Before  drug  therapy  is  instituted,  it  is  im- 
perative that  the  physician  discuss  the  be- 
nign nature  of  the  problem  with  the  patient 
and  the  relatives.  Often  anxiety  about  the 
nature  of  a headache  and  lack  of  knowledge 
about  it  lead  to  its  tenacity,  prolongation, 
and  complication. 

Objectives  of  treatment  are  two:  symp- 
tomatic relief  and  prophylaxis.  The  latter 
is  needed  only  in  cluster  headache  and  in 
those  patients  who  have  frequent  migraine. 
To  abort  an  acute  migraine  attack  one  may 
give  ergotamine  intravenously  (dihydro- 
ergotamine)  or  sublingually  (Ergomar). 
This  latter  route  is  particularly  useful  in 
cluster  headache  where  quick  effect  is  need- 
ed, and  thus  the  patient  may  resort  to  this 
form  of  treatment  any  time.  For  nocturnal 
attacks  of  cluster  headache,  ergotamine  in 


suppository  fonn  (Cafergot  Suppository) 
may  be  used  before  retiring.  Inhalation  of 
pure  oxygen  by  mask  for  some  10-15  min- 
utes is  also  effective  in  aborting  an  acute 
migraine  or  cluster  headache.  Thus,  pa- 
tients who  have  cluster  headache  may  be 
supplied  with  a small  oxygen  tank  which 
they  may  place  at  their  bedside  for  quick 
use. 

Ergotamine  in  oral  form  should  be  used 
in  sufficient  amount  and  at  the  very  onset 
of  a migraine  attack.  The  patient  should 
be  ipstructed  to  confine  himself  to  a rela- 
tively dark  and  quiet  room  and  disengage 
from  all  activities.  Frequently,  the  patient 
may  take  a tablet  or  two  and  go  about  his 
business.  This  will  lead  to  gradual  worsen- 
ing of  the  pain  and  lack  of  response  to  the 
medication.  For  the  duration  of  the  head- 
ache, the  patient  should  remain  at  rest.  For 
those  patients  who  vomit  frequently,  ergota- 
mine suppository,  supplemented  by  an  anti- 
emetic and  a sedative  (Cafergot  PB),  may 
be  used. 

Ergotamine  may  be  used  also  for  main- 
tenance therapy  for  a course  of  6 to  8 weeks. 
A form  of  the  drug  with  sustained  action 
(Bellergal  Spacetab)  is  preferable  for  this 
purpose.  Ergotamine  should  be  used  with 
extreme  caution  or  not  at  all  in  patients 
with  peripheral  vascular  disease,  coronary 
heart  disease,  and  hypertension.  Use  dur- 
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ing  pregnancy  is  not  recommended.  Once 
the  attacks  are  appreciably  reduced  in  fre- 
quency (less  than  one  attack  per  month) 
maintenance  therapy  will  not  be  needed. 

Methysergide  maleate  (Sansert),  intro- 
duced in  recent  years  as  a preventive  ther- 
apy for  migraine  and  other  vascular  head- 
aches is  quite  useful  as  such.  However,  due 
to  certain  serious  side  effects  (fibrotic 
changes  in  retroperitoneal,  pleuropulmon- 
ary,  cardiac,  and  other  tissues),  it  should 
be  used  with  caution  and  not  over  extended 
periods  without  a rest  interval.  The  usual 
dose  is  2 mg  tab,  two  to  three  times  daily. 
Nausea,  drowsiness,  and  dizziness  are  the 
three  most  frequent  immediate  adverse  re- 
actions. These  can  be  prevented  by  gradual 
introduction  of  the  drug  and  its  administra- 
tion with  meals. 

Sansert  should  not  be  used  where  ergota- 
mine  is  contraindicated  (see  above).  Ex- 
cessive ergotamine  may  lead  to  ergotism. 
In  general,  more  than  4 mg  of  ergotamine 
per  24  hours  is  not  recommended. 

In  addition  to  drug  therapy,  the  patients 
should  avoid  provocative  factors. 

Muscle  Contraction  Headache 
(Tension  Headache) 

This  variety  of  head  pain  is  the  next 
most  common  form  of  headache,  after  vas- 
cular headaches.  In  addition,  it  often  com- 
plicates prolonged  vascular  headaches,  and 
thus  the  two  may  be  seen  together  in  one 
individual. 

Underlying  mechanism  of  muscle  contrac- 
tion headache  is  chiefly  sustained  contrac- 
tion of  scalp  and  neck  muscles,  as  the  name 
implies.  There  may  be  other  factors,  such 
as  accumulation  of  injurious  metabolites, 
muscle  fatigue,  and  vascular  changes  which 
are  not  well  understood.  That  vascular  fac- 
tors have  no  primary  or  significant  role  in 
the  production  of  pain  is  suggested  by  lack 
of  significant  amelioration  with  either  vaso- 
constrictive or  vasocilatative  drugs. 

The  character  of  the  pain  differs  from 
migraine  in  being  continuous  for  a given 
period  and  nonparoxysmal.  It  is  felt  as  a 
sensation  of  tightness  or  constriction,  com- 
monly on  posterior  aspect  of  the  neck  and 


occipital  areas.  A predominant  frontal  loca- 
tion of  the  pain  is  not  incompatible  with 
muscle  contraction  headache.  Patients  with 
bilateral  ptosis  may  develop  muscle  contrac- 
tion headache  in  frontal  region  because  of 
sustained  contraction  of  the  frontalis  muscle 
in  an  attempt  to  compensate  for  the  ptosis. 
Thus,  such  patients  may  first  present  with 
headache  rather  than  ptosis,  as  did  a patient 
of  mine  who  had  myasthenia  gravis  with  bi- 
lateral ptosis. 

The  pain  is  usually  symmetrical,  but  local 
factors  and  asymmetrical  postural  forces 
may  cause  predominantly  unilateral  or  focal 
pain. 

Nausea  and  vomiting,  and  other  associated 
features  seen  in  migraine  are  very  uncom- 
mon in  muscle  contraction  headache. 

Onset  after  waking  is  common  for  most 
sufferers.  Recession  of  the  pain  takes  place 
on  retiring,  or  the  pain  may  begin  at  night 
and  wake  the  patient  from  sleep.  This  may 
be  related  to  faulty  posture,  bad  pillow,  or 
restless  sleep. 

In  other  patients,  the  pain  can  go  on  con- 
tinuously for  days  or  even  months.  In  this 
event,  it  is  rarely  severe  and  incapacitating, 
and  is  generally  felt  as  a dull  pain  with  slight 
changes  in  its  intensity. 

No  exact  figure  can  be  mentioned  con- 
cerning the  incidence  of  this  type  of  head- 
ache in  the  general  population,  but  it  may 
be  very  close  to  the  incidence  of  migraine.^^ 
No  age  group  is,  potentially,  immune  to  this 
form  of  headache.  But  this  is  chiefly  a dis- 
order of  adult  life.  Since  etiological  factors 
are  many,  it  can  be  seen  in  any  age  dur- 
ing the  adult  life. 

Muscle  contraction  headache  is  not  gen- 
erally considered  to  be  a familial  disorder. 
Furthermore,  familial  incidence  cannot  be 
considered  independently  of  etiological  fac- 
tors, which  vary  a good  deal. 

No  significant  sex  differences  are  found 
in  occurrence  of  this  foim  of  headache,  in 
contrast  to  migraine  and  cluster  headache. 
Among  chronic  sufferers,  however,  females 
predominate,^^  as  in  migraine. 

Evolution  of  this  fonn  of  headache  de- 
pends on  the  specific  etiology  for  the  given 
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patient  and  thus  can  have  quite  a variable 
course.  Furthermore,  patients  can  have 
muscle  contraction  headache  at  various  times 
due  to  various  etiologies. 

Perhaps  the  most  common  etiological  fac- 
tor for  this  particular  headache  is  mental 
tension,  anxiety,  or  depression,  hence  the 
designation  “tension  headache”  which  to 
most  suggests  headache  due  to  mental  ten- 
sion. Some  maintain  that  sustained  muscle 
contraction  in  man  in  response  to  stress  is 
a primitive  defense  mechanism  reminiscent 
of  head  withdrawal  in  the  turtle. 2"*  Thus,  one 
withdraws  one’s  neck,  so  to  speak,  into 
one’s  chest  to  avoid  the  threatful  outside 
world. 

Anxiety  or  depression  are  not  always  ap- 
parent to  the  patient  and  the  headache  may 
bring  him  to  the  doctor. 

The  next  most  common  etiology  is  pos- 
tural factors.  Thus,  patients  who  have  oc- 
cupational headache  (desk  workers,  tele- 
phone operators,  watchmakers,  drivers)  de- 
velop headache  as  a result  of  sustained 
muscle  contraction  during  their  work.  Pos- 
tural forces  may  be  asymmetrical  and  asym- 
metrical pain  may  be  produced. 

Patients  who  have  disorders  of  the  cerv- 
ical spine  — spondylosis,  osteoporosis,  or  ar- 
thritis — may  develop  headache  due  to 
faulty  posture  and  sustained  muscle  con- 
traction in  response  to  nerve  root  irritation. 

Head  and  neck  trauma  resulting  from 
automobile  accidents  is  a frequent  cause  of 
head  and  neck  pain  due  to  sustained  muscle 
contraction. 

Direct  injury  to  muscle  fibers  can  re- 
flexly  lead  to  muscle  contraction  and  muscle 
shortening  with  resultant  head  and  neck 
pain.  Inflammatory  processes  within  the 
neck  and  scalp  tissues  lead  to  pain  by  sim- 
ilar mechanisms  (Table  5). 

Lastly,  muscle  contraction  headache  can 
be  seen  complicating  other  forms  of  head- 
ache, as  defensive  response  to  the  original 
headache. 

A proper  course  of  treatment  depends  on 
recognition  of  the  etiological  mechanisms. 
Here,  as  in  migraine,  the  physician  should 


Table  5 

MAJOR  ETIOLOGICAL  FACTORS  IN  MUSCLE 
CONTRACTION  HEADACHE 

A.  Psychological  P’actors Depression 

Anxiety 

Stress 

B.  Physical  Factors Postural  faults 

Trauma 

Inflammatory  pro- 
cesses affecting  the 
bones  and  soft 
tissues 

take  time  to  explain  the  nature  of  the  prob- 
lem to  the  patient  and  alleviate  unnecessary 
anxieties  about  the  implications  of  a pro- 
longed headache. 

For  pain  resulting  from  an  acute  injury 
(e.g.  whiplash  injury)  a period  of  rest  with 
immobilization  and  support  of  the  neck  is 
necessary.  Thus,  a soft  neck  collar  may  be 
applied  for  2-3  weeks,  after  which  normal 
neck  movements  are  gradually  resumed. 
Physical  therapy  may  be  used  with  benefit 
at  this  later  stage. 

For  patients  with  cervical  spondylosis,  oc- 
cupational head  and  neck  pain  and  pain  due 
to  faulty  posture  avoidance  of  sustained 
muscle  contraction  in  uncomfortable  posi- 
tions is  imperative.  Faulty  posture  should  be 
pointed  out  to  the  patient  and  a course  of 
exercises  and  physical  therapy  is  recom- 
mended to  enable  the  patient  to  maintain  a 
proper  posture.  Use  of  neck  collar  in  these 
patients,  except  for  a limited  time,  will  not 
enhance  their  I'ecovery  and  is  likely  to  be- 
come a peiTuanent  handicap  by  itself. 

For  depressed  and  anxious  patients  treat- 
ment of  anxiety  and  depression  is  needed 
first.  These  patients  may  be  given  physical 
therapy  and  courses  of  exercises  with  added 
benefit. 

Use  of  the  so-called  muscle  relaxants  is 
very  popular  in  many  quarters.  I do  not 
favor  their  use  because  of  their  sedative 
effect  and  lack  of  any  appreciable  muscle 
relaxation,  short  of  general  sedation.  Some 
of  these  drugs  may  be  used  for  a dual  pur- 
pose of  muscle  relaxation  and  anxiety  sup- 
pression (e.g.  Valium)  (Table  6). 
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Table  6 


SOME  MAJOR  CHARACTERISTICS  OF  MIGRAINE  AND 
MUSCLE  CONTRACTION  HEADACHE 

MUSCLE  CONTRACTION  HEADACHE  MIGRAINE 

Occurrence Continuous  for  a given  period  Periodic 

Mechanism Sustained  muscle  contraction  Vascular  distention,  traction  dis- 

placement or  inflammation 

Nature  of  pain Steady  and  constriction-like  Marked  change  in  intensity  from 

the  beginning  to  the  end.  Pain 
usually  throbbing. 

Duration Often  days  on  end  or  longer  Several  hours  to  a day  or  two 

Location Occipital  and  nuchal  Chiefly  vertex  or  temples 

Time  of  onset Usually  upon  waking  in  the  morning  Variable,  any  time 

Associated  features Uncommon  Common 

Family  history Inconsistent  Consistent 

Treatment Physical  therapy,  exercise  and  Ergotamine 

muscle  relaxants 

Etiological  factors Many  recognized  None  verified 
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The  Child  with  Recurrent  Respiratory 

Tract  Infections 


The  child  with  recurrent  respir- 
atory infections  is  certainly  no 
stranger  in  the  office  of  the 
pediatrician  or  family  physician.  The  prob- 
lem that  those  patients  present  is  not  so 
much  a therapeutic  problem  as  a diagnostic 
problem.  The  cause  of  the  recurrent  respir- 
atory problem  must  be  identified  so  that  the 
therapy  may  be  specific  as  nonspecific  or 
shotgun  therapy  may  mask  a primary  ab- 
normality which  may,  if  untreated,  be  of 
serious  consequence  to  the  young  patient. 

Much  of  what  I say  will  not  be  new  to 
any  practicing  physician  but  because  of  its 
importance  I do  not  feel  that  it  should  be 
ignored.  First,  we  should  be  careful  to 
perceive  what  may  be  the  normal  occurrence 
of  respiratory  infections  in  children.  The 
pattern  is  variable  with  age  and  seems  to 
be  the  highest  in  the  firsc  two  or  three  years 
of  school  when  exposure  is  so  frequent.  A 
child  in  the  first  or  second  grade  may  have 
from  8 to  12  respiratory  infections  a year 
and  yet  not  be  abnormal,  but  their  severity 
and  duration  must  be  taken  into  account.  On 
the  other  hand,  a child  may  have  only  three 
or  four  acute  respiratory  problems  a year, 
but  if  they  all  culminate  in  pneumonia, 
bronchitis,  otitis  media,  asthma,  or  recur- 
rent severe  pharyngitis  a specific  cause 
should  be  sought  out. 

The  patient  with  notable  complications 
should  of  course  be  carefully  scrutinized 
with  a histoiy  and  physical  examination. 
Special  emphasis  should  be  placed  on  the 
history  regarding  the  frequency  of  his  in- 
fections, and  the  presence  or  absence  of  a 
preceding  cold.  Antecedent  exercise  is  im- 
portant, as  some  children  are  intolerant  of 
exercise  and  develop  asthmatic  symptoms 
or  other  less  severe  respiratory  problems  on 
exertion. 

A past  history  of  eczema,  milk  or  food 
intolerance,  a family  history  of  hay  fever, 
asthma,  or  other  allergies  must  be  delved 
into.  A feather  pillow,  a wool  blanket. 


V.  FRANKLIN  COLON,  M.D. 
Friend,  Nebraska 


the  type  of  heating  system,  and  the  humidity 
of  the  home  should  be  investigated  also. 
Any  one  of  the  above  factors  may  lead  to 
an  allergy  exam  on  the  patient  with  skin 
testing  and/or  trials  of  avoidance  of  sus- 
pected agents.  History  of  pulmonary  dis- 
ease and  cystic  fibrosis  should  be  included 
in  the  questioning.  Birds,  cats,  and  dogs 
should  be  suspects  in  any  child  with  repeat- 
ed respiratory  infections. 

Cultures  of  nasal  secretions,  of  the  throat, 
and  of  sputum  as  well  as  gram  stains  should 
be  done  and  repeated  if  there  is  any  ques- 
tion about  the  original  specimen.  As  an 
example  Candida  albicans  of  the  respiratory 
tract  is  a cause  of  a thick  exudate  on  the 
throat  of  some  children  who  have  been  re- 
currently misdiagnosed  as  having  bacterial 
pharyngitis.  This  problem  can  be  clarified 
with  a Gram  smear  of  the  organisms.  There 
is  no  need  to  elaborate  on  the  importance  of 
bacterial  cultures  for  group  A-beta  hemo- 
lytic streptococcus.  Cultures  for  bacteria, 
fungi  and  acid  fast  bacilli  should  be  made. 
Let  us  not  forget  that  tuberculosis  has  not 
been  completely  eradicated  in  children.  In 
some  areas  rickettsia  must  be  considered 
too.  Viral  cultures  are  extremely  expensive 
and  so  not  often  done.  Although  viruses  are 
probably  the  most  frequent  producers  of  res- 
piratory disease,  we  diagnose  them  in  retro- 
spect with  various  serologic  tests  if  we  di- 
agnose them  at  all.  As  with  the  acid  fast 
test,  the  Tine  test  or  the  PPD  test  should 
be  a part  of  the  workup.  The  anatomy  of 
the  respiratory  tract  as  well  as  that  of  the 
esophagus  should  be  examined  in  all  pa- 
tients with  recurrent  respiratory  infections. 
We  must  carefully  understand  the  changing 
aspects  of  the  respiratory  anatomy.  These 
changes  are  often  associated  with  a recur- 
rent infection  in  children.  An  example  is 
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the  almost  horizontal  plane  of  the  eustachian 
tubes  in  children  which  is  often  implicated 
in  recurrent  otitis  media  in  otherwise  nor- 
mal children. 

Foreign  bodies  must  be  considered  in  all 
cases  of  recurrent  respiratory  infections.  A 
foreign  body  in  the  nose  can  produce  ob- 
struction and  a horrendous  amount  of  foul 
secretion.  A foreign  body  in  the  bronchial 
tree  can  produce  recurrent  cough,  cyanosis, 
atelectasis,  with  or  without  pneumonia,  and 
lung  abscesses.  Congenital  defects  such  as 
esophageal  diverticulae  and  bronchial  ste- 
nosis, as  well  as  cystic  fibrosis,  congenital 
bronchiectasis,  and  atresia  of  a pulmonary 
artery  aie  examples  of  culpable  causes  of 
recurrent  respiratory  infections.  Congenital 
and  even  acquired  heart  disease  can  be  in- 
sti'umental  in  the  production  of  recurrent 
respiratory  symptoms  secondary  to  poor 
pulmonary  perfusion  and  pulmonary  conges- 
tion. At  times  secondary  invaders  become 
a threat  when  the  primary  problem  is  actual- 
ly cardiac  in  nature.  In  these  cases  chest 
X - rays,  electrocardiograms,  bronchoscopy, 
bronchography,  sweat  chloride  tests,  and  per- 
fusion studies  have  to  be  considered  in  order 
to  arrive  at  a specific  diagnosis. 

The  immune  system  must  be  considered 
in  all  children  with  this  ailment.  Without 
the  proper  amounts,  or  quality  of  the  im- 
mune globulins  a child  may  very  well  be 
the  victim  of  a debilitating  illness.  Quanti- 
tative or  qualitative  defects  in  the  gamma- 
globulins have  been  implicated  in  many  of 
these  children  for  years.  Serum  protein 
electrophoresis  and  serum  immuno-globulin 
electrophoresis  are  often  very  enlightening- 
in  these  conditions.  Therapy  with  gamma- 
globulins has  helped  many  of  these  children. 
There  is  yet  another  group  of  children  with 
altered  immunity  that  we  must  consider. 
Those  children  with  leukemia  and  other 


forms  of  malignancy  are  unusually  suscept- 
ible to  recurrent  respiratory  infections,  and 
this  is  sometimes  the  first  clue. 

If  the  more  common  causes  of  recurrent 
i-espiratory  disease  do  not  pan  out  then  one 
must  search  for  the  more  obscure.  As  most 
recurrent  respiratory  infections  are  of  a 
common  nature,  that  is,  recurrent  viral  in- 
fections in  school  children,  we  may  at  times 
be  off  our  guard.  But  when  a child  seems 
more  ill  than  he  should  be  for  a normal  res- 
piratory infection,  that  is  the  time  to  pull 
out  all  the  stops  and  begin  to  contemplate 
those  things  which  must  first  be  done  in 
order  to  rule  out  the  many  types  of  diseases 
which  may  be  associated  with  upper  res- 
piratory infections.  Once  in  a while  a Kar- 
tagener’s  syndrome  appears  just  to  make 
things  interesting.  At  times  we  must  em- 
ploy the  aid  of  the  specialists  such  as  the 
thoracic  surgeon,  radiologist,  pathologist,  the 
gastroenterologist,  and  in  my  case,  the  pe- 
diatrician for  consultation. 

Inadequate  therapy  for  respiratory  infec- 
tions is  too  frequently  associated  with  re- 
currences of  the  infection  so  a specific  diag- 
nosis is  mandatory  and  a full  regimen  of 
therapy  is  of  utmost  importance. 

To  summarize;  in  my  practice  I try  to 
differentiate  the  normal  occurrence  of  res- 
piratory infections  from  the  pathologic. 
The  examination  and  history  usually  lead 
to  the  correct  diagnosis  or  put  us  on  the 
track  of  the  system  involved.  Allergies,  for- 
eign bodies,  resistant  and  recurrent  organ- 
isms, immunologic  deficiencies,  deficiency 
states,  metabolic  abnormalities  and  anatomic 
abnormalities  must  be  kept  in  mind.  A for- 
eign body  can  simulate  asthma,  and  the 
only  way  we  will  ever  find  out  that  it  can 
is  to  carefully  examine  the  patient  with  a 
suspicious  and  open  mind. 
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Wash  ingtoNotes 


Changes:  1 

New  faces  will  be  leading  the  nation’s  ma- 
jor governmental  health  programs  in  Presi- 
dent Nixon’s  second  term  in  office. 

At  the  helm  of  the  Department  of  Health, 
Education  and  Welfare  will  be  a new  kind 
of  secretary,  a man  with  a reputation  as  a 
budget  slasher  with  a zeal  for  protecting 
the  taxpayers’  dollar. 

Caspar  Weinberger  will  be  the  first  HEW 
secretary  schooled  in  the  money  world  of 
fiscal  prudence.  Selection  of  the  55-year- 
old  California  lawyer  seems  to  be  proof  of 
the  President’s  intention  to  reverse  the  tide 
of  heavier  federal  welfare  spending,  to 
channel  more  money  and  responsibilities  to 
states  and  localities,  and  to  steer  away  from 
the  European  welfare  state  concept. 

Weinberger  will  be  moving  over  to  HEW 
from  the  post  of  director  of  the  White  House 
Office  of  Budget  and  Management. 

Weinberger’s  appointment  may  end  a 
chafing  dichotomy  between  the  White  House 
staff  and  the  White  House  0MB  on  the  one 
hand  and  HEW  on  the  other. 


Changes:  2 

John  G.  Veneman,  the  number  two  man 
at  HEW,  has  also  announced  his  resigna- 
tion. Veneman  was  a frequent  spokesman 
for  HEW  before  the  Congress  before  he  be- 
came under  secretary  of  Health,  Education 
and  Welfare  in  1969  at  the  request  of  then- 
HEW  Secretary  Robert  H.  Finch. 

Frank  C.  Carlucci,  the  former  director  of 
the  Office  of  Economic  Opportunity  who 
now  is  deputy  budget  director  is  in  line 
to  replace  Veneman.  Carlucci  was  number 
two  man  in  the  Office  of  Management  and 
Budget  to  Caspar  Weinberger. 

Carlucci’s  place  in  the  Office  of  Manage- 
ment and  Budget  will  be  taken  by  Fi’ed 
Malek,  the  Nixon  Administration  trouble- 
shooter who  now  heads  reci’uiting  efforts  in 


the  reshuffle  taking  place  before  the  Presi- 
dent’s second  term. 

Changes:  3 

Also  departing  from  the  command  line- 
up at  HEW  are  Assistant  Secretary  for 
Health  and  Scientific  Affairs,  Merlin  Du- 
Val,  M.D.,  and  Vernon  Wilson,  M.D.,  chief 
of  Health  Services  and  Mental  Health  Ad- 
ministration, the  largest  operating  branch 
of  HEW. 

Dr.  DuVal,  whose  resignation  comes  16 
months  after  his  appointment,  returns  to 
the  University  of  Arizona  where  he  will  be 
vice-president  for  medical  affairs.  Dr. 
Wilson  returns  to  the  University  of  Mis- 
souri Medical  School  after  guiding  HSMHA 
since  May,  1970. 

Changes : 4 

The  firing  of  Robert  Q.  Marston,  M.D., 
Director  of  the  National  Institutes  of  Health 
and  the  only  top  holdover  from  the  Johnson 
Administration,  prompted  angry  reaction 
from  Congress  and  surprise  from  the  medi- 
cal academic  community.  No  reason  was 
given,  for  the  President’s  acceptance  of  Dr. 
Marston’s  proforma  resignation. 

Rep.  Paul  Rogers  (D.,  Fla.),  head  of  the 
House  Health  Subcommittee,  commenting  on 
the  Marston  firing,  said  “every  top  health 
administrator  now  has  either  resigned  or 
been  relieved.  This  latest  announcement 
precludes  any  hope  of  continuity  in  the 
health  field  on  the  federal  level  with  more 
than  a dozen  pieces  of  health  legislation 
coming  up.” 

Changes : 5 

There  was  no  great  surprise  when  the 
White  House  announced  the  resignation  of 
Jesse  Steinfield,  M.D.,  as  Surgeon  General 
of  the  Public  Health  Service. 

The  45-year-old  Dr.  Steinfield,  a career 
PHS  officer  who  has  held  the  Surgeon  Gen- 
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eral’s  post  since  1969,  may  be  the  last  man 
to  fill  the  position.  The  Administration  has 
made  clear  its  intent  to  abolish  the  PHS’s 
Commissioned  Corps. 

Malpractice  insurance 

After  16  months  of  deliberation  marred 
with  dissension,  a federal  advisory  commis- 
sion has  decided  not  to  recommend  any 
single  solution  to  the  problem  of  medical 
malpractice  insurance.  The  gist  of  the  di- 
vided commission’s  report  to  HEW  is  to  ex- 
plore a variety  of  ways  to  modify  malprac- 
tice laws  at  the  state  level. 

Any  hopes  that  some  sort  of  a consensus 
might  be  attained  in  the  year  and  half  since 
the  commission’s  formation  were  dashed  at 
its  final  meeting  when  members  aired  their 
disagreements  over  various  aspects  of  the 
report. 

The  report  by  the  21-member  committee 
is  strictly  advisory.  The  HEW  secretary  is 
not  required  to  make  any  legislative  pro- 
posals on  the  basis  of  it. 

One  of  the  more  controversial  findings  of 
the  commission  was  the  suggestion  that  the 
contingent  fee  system  actually  hinders  liti- 
gants with  small  malpractice  claims  and  a 
suggestion  that  there  should  be  public  legal 
assistance  for  those  with  small  claims.  The 
report  did  not  recommend  abolishment  of 
the  contingent  fee  system. 

Carl  A.  Hoffman,  M.D.,  AMA  President 
and  a member  of  the  commission,  has  sub- 
mitted to  the  commission  some  40  pages 
of  comments  that  address  themselves  to  a 
number  of  shortcomings  contained  in  the 
report. 

Antibiotics 

The  director  of  the  Federal  Drug  Admin- 
istration’s Bureau  of  Drugs  has  charged 
before  a Senate  subcommittee  that  physi- 
cians are  overprescribing  antibiotics,  re- 
sulting in  an  increased  number  of  resistant 
strains  of  bacteria  and  an  increased  number 
of  superinfections. 

Harry  F.  Dowling,  M.D.,  emeritus  profes- 
sor of  medicine.  University  of  Illinois,  said 


“it  is  doubtful  the  average  person  has  an 
illness  that  requires  treatment  with  an  anti- 
biotic more  often  than  once  every  five  or 
ten  years.’’  Antibiotic  production  has  need- 
lessly increased,  however,  in  the  past  ten 
years,  he  said. 

The  physician’s  fear  of  failure  to  help 
his  patients  — stronger  than  his  fear  of  com- 
plications — motivates  him  to  prescribe  anti- 
biotics, suggested  Calvin  M.  Kunin,  M.D., 
of  the  University  of  Wisconsin  School  of 
Medicine. 


Drug  abuse 

More  than  1,300  persons  have  died  from 
narcotics  abuse  in  New  York  City  this 
year,  that  city’s  chief  deputy  medical  ex- 
aminer told  a conference  on  the  “Medical 
Complications  of  Drug  Abuse’’  sponsored  in 
Washington  by  the  AMA’s  Committee  on 
Alcoholism  and  Drug  Dependence. 

Michael  M.  Baden,  M.D.,  said  that  heroin 
addiction  has  become  the  leading  cause  of 
death  among  persons  between  the  ages  of 
15  and  35  in  New  York,  and  that  more  than 
30  percent  of  narcotic  deaths  in  the  city 
have  been  associated  with  methadone  use  — 
both  legal  and  illegal. 

White  House  physician  William  M.  Lu- 
kash, M.D.,  served  as  coordinator  of  the 
conference  that  attracted  more  than  500 
physicians  to  the  nation’s  capital  to  hear 
leading  drug  experts  describe  the  problems 
involving  addicts. 

J.  Willis  Hurst,  M.D.,  recent  past  presi- 
dent of  the  American  Heart  Association,  told 
the  conference  that  a preliminary  survey 
indicates  that  drug  abusers’  contaminated 
needles  are  now  one  of  the  leading  causes 
of  bacterial  endocarditis  in  the  nation. 


Methadone 

Methadone  will  be  distributed  only  through 
hospital  pharmacies,  approved  maintenance 
programs,  and  certain  drug  stores  in  rural 
areas,  under  newly  tightened  regulations 
announced  by  the  Food  and  Drug  Admin- 
istration. 
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chafing  dichotomy  between  the  White  House 
staff  and  the  White  House  0MB  on  the  one 
hand  and  HEW  on  the  other. 


Changes:  2 

John  G.  Veneman,  the  number  two  man 
at  HEW,  has  also  announced  his  resigna- 
tion. Veneman  was  a frequent  spokesman 
for  HEW  before  the  Congress  before  he  be- 
came under  secretary  of  Health,  Education 
and  Welfare  in  1969  at  the  request  of  then- 
HEW  Secretary  Robert  H.  Einch. 

Frank  C.  Carlucci,  the  former  director  of 
the  Office  of  Economic  Opportunity  who 
now  is  deputy  budget  director  is  in  line 
to  replace  Veneman.  Carlucci  was  number 
two  man  in  the  Office  of  Management  and 
Budget  to  Caspar  Weinberger. 

Carlucci’s  place  in  the  Office  of  Manage- 
ment and  Budget  will  be  taken  by  Fred 
Malek,  the  Nixon  Administration  trouble- 
shooter who  now  heads  recruiting  efforts  in 


the  reshuffle  taking  place  before  the  Presi- 
dent’s second  term. 

Changes:  3 

Also  departing  from  the  command  line- 
up at  HEW  are  Assistant  Secretary  for 
Health  and  Scientific  Affairs,  Merlin  Du- 
Val,  M.D.,  and  Vernon  Wilson,  M.D.,  chief 
of  Health  Services  and  Mental  Health  Ad- 
ministration, the  largest  operating  branch 
of  HEW. 

Dr.  DuVal,  whose  resignation  comes  16 
months  after  his  appointment,  returns  to 
the  University  of  Arizona  where  he  will  be 
vice-president  for  medical  affairs.  Dr. 
Wilson  returns  to  the  University  of  Mis- 
souri Medical  School  after  guiding  HSMHA 
since  May,  1970. 

Changes:  4 

The  firing  of  Robert  Q.  Marston,  M.D., 
Director  of  the  National  Institutes  of  Health 
and  the  only  top  holdover  from  the  Johnson 
Administration,  prompted  angiy  reaction 
from  Congress  and  surprise  from  the  medi- 
cal academic  community.  No  reason  was 
given  for  the  President’s  acceptance  of  Dr. 
Marston’s  proforma  resignation. 

Rep.  Paul  Rogers  (D.,  Fla.),  head  of  the 
House  Health  Subcommittee,  commenting  on 
the  Marston  firing,  said  “every  top  health 
administrator  now  has  either  resigned  or 
been  relieved.  This  latest  announcement 
precludes  any  hope  of  continuity  in  the 
health  field  on  the  federal  level  with  more 
than  a dozen  pieces  of  health  legislation 
coming  up.’’ 

Changes : 5 

There  was  no  great  surprise  when  the 
White  House  announced  the  resignation  of 
Jesse  Steinfield,  M.D.,  as  Surgeon  General 
of  the  Public  Health  Service. 

The  45-year-old  Dr.  Steinfield,  a career 
PHS  officer  who  has  held  the  Surgeon  Gen- 
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eral’s  post  since  1969,  may  be  the  last  man 
to  fill  the  position.  The  Administration  has 
made  clear  its  intent  to  abolish  the  PHS’s 
Commissioned  Corps. 

Malpractice  insurance 

After  16  months  of  deliberation  marred 
with  dissension,  a federal  advisory  commis- 
sion has  decided  not  to  recommend  any 
single  solution  to  the  problem  of  medical 
malpractice  insurance.  The  gist  of  the  di- 
vided commission’s  report  to  HEW  is  to  ex- 
plore a variety  of  ways  to  modify  malprac- 
tice laws  at  the  state  level. 

Any  hopes  that  some  sort  of  a consensus 
might  be  attained  in  the  year  and  half  since 
the  commission’s  formation  were  dashed  at 
its  final  meeting  when  members  aired  their 
disagreements  over  various  aspects  of  the 
report. 

The  report  by  the  21 -member  committee 
is  strictly  advisory.  The  HEW  secretary  is 
not  required  to  make  any  legislative  pro- 
posals on  the  basis  of  it. 

One  of  the  more  controversial  findings  of 
the  commission  was  the  suggestion  that  the 
contingent  fee  system  actually  hinders  liti- 
gants with  small  malpractice  claims  and  a 
suggestion  that  there  should  be  public  legal 
assistance  for  those  with  small  claims.  The 
report  did  not  recommend  abolishment  of 
the  contingent  fee  system. 

Carl  A.  Hoffman,  M.D.,  AMA  President 
and  a member  of  the  commission,  has  sub- 
mitted to  the  commission  some  40  pages 
of  comments  that  address  themselves  to  a 
number  of  shortcomings  contained  in  the 
report. 

Antibiotics 

The  director  of  the  Federal  Drug  Admin- 
istration’s Bureau  of  Drugs  has  charged 
before  a Senate  subcommittee  that  physi- 
cians are  overprescribing  antibiotics,  re- 
sulting in  an  increased  number  of  resistant 
strains  of  bacteria  and  an  increased  number 
of  superinfections. 

Harry  F.  Dowling,  M.D.,  emeritus  profes- 
sor of  medicine.  University  of  Illinois,  said 


“it  is  doubtful  the  average  person  has  .an 
illness  that  requires  treatment  with  an  anti- 
biotic more  often  than  once  every  five  or 
ten  years.”  Antibiotic  production  has  need- 
lessly increased,  however,  in  the  past  ten 
years,  he  said. 

The  physician’s  fear  of  failure  to  help 
his  patients  — stronger  than  his  fear  of  com- 
plications — motivates  him  to  prescribe  anti- 
biotics, suggested  Calvin  M.  Kunin,  M.D., 
of  the  University  of  Wisconsin  School  of 
Medicine. 


Drug  abuse 

More  than  1,300  persons  have  died  from 
narcotics  abuse  in  New  York  City  this 
year,  that  city’s  chief  deputy  medical  ex- 
aminer told  a conference  on  the  “Medical 
Complications  of  Drug  Abuse”  sponsored  in 
Washington  by  the  AMA’s  Committee  on 
Alcoholism  and  Drug  Dependence. 

Michael  M.  Baden,  M.D.,  said  that  heroin 
addiction  has  become  the  leading  cause  of 
death  among  persons  between  the  ages  of 
15  and  35  in  New  York,  and  that  more  than 
30  percent  of  narcotic  deaths  in  the  city 
have  been  associated  with  methadone  use  — 
both  legal  and  illegal. 

White  House  physician  William  M.  Lu- 
kash, M.D.,  served  as  coordinator  of  the 
conference  that  attracted  more  than  500 
physicians  to  the  nation’s  capital  to  hear 
leading  drug  experts  describe  the  problems 
involving  addicts. 

J.  Willis  Hurst,  M.D.,  recent  past  presi- 
dent of  the  American  Heart  Association,  told 
the  conference  that  a preliminary  survey 
indicates  that  drug  abusers’  contaminated 
needles  are  now  one  of  the  leading  causes 
of  bacterial  endocarditis  in  the  nation. 


Methadone 

Methadone  will  be  distributed  only  through 
hospital  pharmacies,  approved  maintenance 
programs,  and  certain  drug  stores  in  rural 
areas,  under  newly  tightened  regulations 
announced  by  the  Food  and  Drug  Admin- 
istration. 
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Effective  immediately,  FDA  is  requiring 
patients  to  have  been  addicted  to  heroin  at 
least  two  years  before  participating  in  a 
methadone  maintenance  program.  Enroll- 
ment of  minors  will  be  limited. 

Patients  16  to  18  may  remain  in  current 
programs,  FDA  said,  but  no  additional 
minors  may  be  admitted  unless  a consent 
form  is  signed  by  a parent,  legal  guardian, 
or  a state-designated  authority. 


Between  Cases 

The  common  cold. 

It  has  nothing  to  do  with  cold,  you  can  get 
it  in  the  summer,  and  you  might  as  well  speak 
of  common  sunburn.  But  when  I came  down 
with  it,  it  made  me  feel  like  all  the  seven 
dwarfs  at  once.  1 was  Doc,  and  I was 
grumpy,  and  I was  sneezy,  and  1 felt  dopey; 
and  being  an  obvious  menace  made  me 
bashful,  and  when  I remembered  the  spe- 
cific antidote,  I became  happy,  and  then  I 
was  sleepy. 

Contributions  from  anon. 

“There  are  only  two  kinds  of  doctors,  good 
doctors  and  bad  doctors.” 

Too  much  of  a good  thing. 

In  the  U.  S.  there  is  one  lawyer  for  every 
200  people.  In  Britain  the  figure  is 
one  for  every  2000. 

The  consultation. 

“Neurologically  the  patient  Avas  intact.” 

Numbers. 

There  are  about  9,000  sudden  infant 
deaths,  or  crib  deaths,  in  the  U.  S.,  each 
year. 

Physiology  of  the  hand. 

“The  fingers  must  be  educated,  the  thumb 
is  born  knowing.” 

Chazal 


The  new  rules  require  patients  of  treat- 
ment centers  to  take  the  drug  daily  at  the 
center,  under  observation,  for  the  first  three 
months.  If  they  show  satisfactory  progress, 
they  will  be  allowed  to  take  home  two-day 
supplies,  and  after  two  years,  three-day 
supplies. 

While  announcing  the  unique  closed  sys- 
tem of  methadone  distribution,  FDA  also 
said  methadone  mai'keting  permits  of  eight 
drug  companies  will  be  revoked. 


Everything  happens  on  Saturday. 

This  is  another  Cole’s  Rule,  also  known 
as  Always  on  Sunday.  1 once  owned  a 
car  made  by  a company  that  will  re- 
main anonymous,  A.M.,  and  the  air 
conditioner  always  conked  out  on  a 
Saturday,  as  though  it  could  tell  time, 
and  the  shop  was  closed.  Since  then 
I have  noticed  that  there  is  a conspir- 
acy somewhere,  and  that  obsolescence 
sets  in  when  weekends  arrive.  Things 
have  brains,  and  learn  or  have  been 
trained  to  break  down  when  you  cannot 
get  them  fixed. 

Cole’s  disease. 

The  am.persand  disease,  which  I discov- 
ered & so  named  after  myself,  consists 
in  using  two  or  more  words  in  place  of 
one,  in  order  to  pretend  to  be  saying 
something  Avhen  you  are  saying  nothing. 

The  latest  victim  of  this  affliction  was  the 
eastern  senator  who  was  speaking  of  the 
president  & said  he  wanted  “to  ques- 
tion him  & to  interrogate  him  & to 
ask  him,”  and  so  on. 

This  is  a beautiful  case. 

On  unsuccessful  suicides. 

An  elsewhere  printed  letter  to  the  editor 
cited  the  improvement  in  the  patient’s 
mental  health  after  a violent  nonfatal 
suicidal  attempt. 
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I remember  onesuch;  the  patient  shot  his 
wife  because  dinner  wasn’t  ready ; then 
he  turned  the  gam  on  himself,  and  we 
worked  all  day.  He  was  quite  healthy 
after  that;  it  was  a head  wound,  and 
we  felt  he  had  performed  a lobotomy  on 
himself. 

His  wife  lived,  too,  and  I wonder  if  dinner 
was  ready  after  that. 

This  month’s  mortality  study. 

“She  died  in  cardiorespiratory  arrest.” 
Way  to  go. 

Things  to  think  about,  especially  water. 

You  can  start  a fire  by  burning  hydro- 
gen and  oxygen,  and  you  will  get  water, 
which  will  put  out  a fire. 

When  you  get  an  infection,  they  tell  you  to 
drink  lots  of  water.  This  will  dilute 
the  toxin,  I guess,  or  wash  it  out.  It’s 


not  unlike  driving  the  devils  out  'of 
your  body,  but  it  will  dilute  your  anti- 
bodies, too,  and  wash  them  out  of  you. 
I’d  rather  keep  both,  since  antibodies 
usually  win,  and  diluting  will  make 
things  worse;  no  fluids  for  me. 

Final  diagnosis. 

“Possible  nosebleed.” 

How  to  prove  things  you  want  to  prove. 

Monozygotic  twins  do  not  generally  differ 
in  their  smoking  habits,  but  when  they 
do,  the  smoker  lives  longer,  says  a letter 
writer.  Yet  this  may  not  prove  that 
smoking  does  not  shorten  life,  he  sug- 
gests, because  it  is  possible,  is  it  not, 
that  the  nonsmoker  may  have  faulty 
vital  organs  to  begin  with? 

I prove  things  that  way,  too,  when  I must. 

F.C. 


Down  Memory  Lane 


1.  Tuberculosis  of  the  glands  in  the  neck 
does  not  tend  to  pulmonary  infection. 

2.  The  wound  is  cleaned  up  as  thoroughly 
as  possible  and  the  saucer  like  opening  of 
both  soft  tissues  and  bone  is  gently  packed 
with  sterile  vaselin  and  gauze. 

3.  It  has  been  suggested  that  Methuselah 
might  have  been  alive  yet  if  somebody  had 
thought  to  remove  his  tonsils. 

4.  Nebraska’s  great  staple  — corn  — 
commands  a price  that  is  compensatory  to 
the  grower  and  every  mother’s  son,  the  poor 
doctor  included,  will  benefit  by  at  least  a 
few  kernels. 

5.  When  a teacher  of  medicine  and  sur- 
gery is  content  to  cite  a retracted  nipple  as 
an  evidence  of  cancer  of  the  breast,  it  is 
time  to  stop  and  take  an  inventory. 

6.  As  a matter  of  fact,  most  civilized  na- 


tions today  are  recruiting  their  populations 
from  the  bottom  layers  of  society. 

7.  The  illegal  practitioners  in  the  State 
of  Nebraska  seem  to  be  somewhat  on  the 
increase,  or  it  may  be  that  they  are  just 
being  brought  to  the  consideration  of  the 
Defense  Committee. 

8.  Cancer,  generally  speaking,  is  the  re- 
sult of  continuous  irritation  of  some  diseased 
area. 

9.  If  a child  is  not  taking,  or  will  not  take 
the  required  amount  of  food,  then  large 
amounts  of  water  must  be  ingested. 

10.  Of  late  our  attention  has  been  called 
to  the  advantage  of  using  quinidine  in  the 
treatment  of  certain  irregularities. 

Nebraska  State  Medical  Journal 
February,  1923 


52 


Nebraska  M.  J. 


FEATURES 


Books 

Is  My  Baby  All  Kig^ht?,  by  Virginia  Apgar, 
M.D.,  and  Joan  Beck;  hard  cover;  6%  by 

9%  in.;  492  pages;  $9.95;  published  January  15, 
1973  by  Trident  Press,  630  Fifth  Avenue,  New  York 
10020.' 

I have  known  Dr.  Apgar;  we  are  both  anesthesi- 
ologists, but  she  is  by  fai’  the  better  of  the  two; 
and  she  is  of  course  the  inventor  of  the  Apgar 
newborn  scoring  system.  Joan  Beck  is  Daily  Fea- 
tures Editor  of  the  Chicago  Tribune;  she  has  writ- 
ten a column  called  “You  and  Your  Child;”  her 
previous  book  was  “How  to  Raise  a Brighter 
Child,”  and  her  husband,  Ernest  Beck,  illustrated 
this  book. 

What  the  mother  asks  before  “Is  it  a boy  or  a 
girl?”  is  “Is  my  baby  all  right?”  I have  heard 
this  enough  times  to  know  this  is  so.  Boy  or  girl 
is  not  as  important  as  birth  defects:  mental  retarda- 
tion, cystic  fibrosis,  cerebral  palsy,  heart  disease, 
club  foot  and  cleft  palate.  The  book  has  32  chap- 
ters and  a really  good  index.  The  print  is  good  and 
so  are  the  illustrations. 

It  is  more  than  a good  book,  it  is  nothing  short 
of  excellent.  There  is  a fine  preface  and  an  equal- 
ly good  introduction,  after  which  the  authors  discuss 
everything  you  can  imagine,  from  birthmarks  to 
diabetes,  through  chromosomes  and  Rh  disease 
and  spina  bifida  to  genetic  counseling.  492  pages 
seemed  a lot,  but  the  book  is  just  the  right  size 
to  be  comprehensive  and  readable. 

If  you  want  to  know  who  the  book  is  for,  it  is 
for  you,  whoever  you  are,  doctor  or  not.  I think 
it’s  for  editors,  but  I’m  prejudiced.  The  authors 
are  the  best  they  could  have  chosen  and  they  have 
done  exceedingly  well;  Trident  Press  is  a division  of 
Simon  & Schuster,  and  they  have  done  as  well. 
We  have  waited  too  long  for  a book  like  this,  but 
it  is  worth  waiting  for. 

F.C. 


Invitations  have  been  extended  to  our 
State  Senators  for  a luncheon  with  State 
Auxiliary  members  on  February  22,  1973. 
Wives  of  the  senators  are  included.  The 
event  will  be  held  at  the  Cornhusker-Radis- 
son  Hotel  at  noon. 

This  is  the  third  year  the  State  Auxiliary 
has  sponsored  this  luncheon  as  a way  to 


get  acquainted  with  our  legislators  and  theii’ 
wives.  Lively  social  conversation  is  in  order. 

If  you  are  coming  in  from  outstate  for 
the  State  Board  meeting  on  February  22nd, 
plan  to  contact  the  senator  from  your  district 
so  that  you  can  sit  with  him  at  the  luncheon 
and  introduce  him  to  other  auxiliary  mem- 
bers. 

Auxiliary  members  are  urged  to  attend  a 
legislative  session.  It  is  always  interest- 
ing and  educational. 

Mrs.  Jack  Stemper,  Lincoln,  is  in  charge 
of  reservations  for  the  luncheon.  State 
Legislative  Chairman,  Mrs.  Richard  Olney, 
Lincoln,  will  answer  any  of  your  questions 
concerning  arrangements  for  February  22nd. 
Plan  to  attend! 

“Health  Careers  on  Exhibit”  will  be  held 
in  Lincoln  on  February  24th  and  2.5th. 
Ninety-eight  schools  in  the  Lincoln-Lancaster 
area  have  been  invited  to  attend  on  Saturday 
from  10  a.m.  until  5 p.m.,  and  Sunday  from 
noon  until  5 p.m. 

The  Brandeis  Store  in  Lincoln  will  again 
host  the  Exhibit  in  their  5th  floor  audito- 
rium. 

Students  of  junior  and  senior  high  schools, 
as  well  as  their  parents,  may  ask  first-hand 
questions  about  many  potential  health  ca- 
reers. Participants  currently  planning  to 
have  a booth  include: 

Ambulance  Attendants 
Dietetics 

Dental  Arts  (learning  to  make  fit- 
tings, bridges,  etc.) 

Dentistry 

Inhalation  Therapy 
Medical  Technicians 
Medical  Assistants 
Medical  Records 
Mental  Health 
Physicians 
Physiotherapy 
Pharmacy 
Registered  Nurses 
Anesthesiology  Assistants 
Speech  and  Hearing 
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X-ray  Technicians 
University  Health  Center 

Auxiliary  members  can  inform  their 
communities  of  this  opportunity  . . . can 
line  up  transportation  at  schools  ...  or 
can  bring  groups  into  the  Exhibit.  See  that 
it  is  on  your  school’s  calendar.  At  a time 


The  Letter  Box 

Dear  Doctor  Cole ; 

1 am  one  of  the  few  doctors  who  do  not 
read  all  of  the  written  material  that  comes 
across  his  desk,  including  the  Nebraska 
Medical  Journal.  However,  I have  just  fin- 
ished reading  a good  part  of  the  material  in 
the  December  issue  of  the  Nebraska  Medical 
Journal  and  have  some  comments  to  make. 

First  off,  some  of  the  cartoons  were  even 
funny.  1 can’t  for  the  life  of  me  under- 
stand why  John  Aita  is  writing  about  Taka- 
yasu’s  aortitis.  However,  he  has  written 
about  many  other  things,  and  certainly  is 
a veiy  intelligent  doctor  and  a tremendous 
student  and  a fine  physician.  The  reports 
by  various  State  Medical  Society  Commit- 
tees were  depressing  in  that  they  reflected 
an  increasing  inroad  by  federal  government 
in  the  health  industry.  Even  the  promise  by 
Senator  Carl  Curtis  that  the  Congress  will 
probably  not  pass  any  National  Health  Pro- 
gram is  unconvincing.  1 was  unable  to  find 
the  President’s  address,  which  was  refresh- 
ing. 

What  impressed  me,  however,  was  some 
of  the  comments  made  by  you,  particularly 
about  surgeons.  It  is  indeed  refreshing  to 
encounter  someone  with  a sense  of  humor, 
especially  in  a technical  journal.  I don’t  be- 
lieve that  any  doctor  who  does  not  have  a 
sense  of  humor  can  be  trusted  too  far  with 
any  activity.  If  we  cannot  look  upon  our- 
selves and  find  we  are  frail  creatures,  and 
certainly  less  than  omnipotent,  and  usually 
surprisingly  fallible,  we  certainly  are  unreal- 
istic and  may  be  living  in  a dream  world. 
These  people  certainly  are  subject  to  mak- 
ing ridiculous  conclusions  and  may  even 


when  there  are  too  many  education  majors, 
too  many  arts  and  science  graduates  . . . 
let’s  rev  up  and  promote  this  opportunity 
for  young  people  to  get  into  health  careers. 

Co-chairmen  for  the  project  are  Mrs.  Glen 
Lau  and  Mrs.  F.  E.  Stivers. 

Mrs.  Robert  K.  Jones 


have  trouble  recognizing  the  basic  facts  from 
which  conclusions  must  inevitably  be  made. 

Once  again,  let  me  commend  you  on  your 
wonderful  sense  of  humor,  and  your  philoso- 
phy of  things  in  general. 

Sincerely, 

Max  M.  Raines,  M.D. 

Dear  Dr.  Cole : 

As  one  who  uses  statistical  techniques 
almost  daily,  1 feel  constrained  to  comment 
on  your  editorial  in  the  December,  1972  Jour- 
nal. It  seems  to  me  that  recommending  the 
overhaul  of  statistical  analysis  because  it 
has  been  used  in  some  studies  with  less  than 
satisfactory  results  is  equivalent  to  recom- 
mending redesign  of  the  scalpel  to  correct  a 
high  surgical  mortality  rate.  Statistical 
analysis  is  a tool,  and  only  a tool.  How- 
ever, because  the  mechanics  of  statistical  pro- 
cedure appear  extremely  complex,  we  tend 
to  assume  that  any  results  produced  must 
approach  the  miraculous,  and  therefore  tend 
to  read  more  into  them  than  is  actually 
there. 

Take  the  tests  of  statistical  significance 
as  an  example.  These  tests  tell  us  how 
often  a given  set  of  results  would  occur 
solely  by  chance,  and  that  is  all  they  tell 
us.  The  selection  of  a specific  level  as  be- 
ing “significant”  or  not  is  entirely  the 
choice  of  the  person  interpreting  the  re- 
sults. This  can  be  5%,  1%,  0.1%,  or  what- 
ever. Similarly,  the  decision  as  to  whether 
a causal  relationship  exists  is  the  inter- 
preter’s decision,  and  is  not  involved  at  all 
in  the  significance  test  itself. 
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In  the  large  studies  you  mentioned,  a 
problem  of  semantics  also  can  arise.  With  a 
sufficiently  large  sample,  a one  or  two-per- 
cent difference  may  be  statistically  “signifi- 
cant,” i.e.  unlikely  to  have  occurred  by 
chance.  That  does  not  mean  that  the  differ- 
ence is  “significant”  in  the  sense  of  having 
any  practical  value  or  meaning.  The  lat- 
ter, again,  is  solely  a matter  of  interpreta- 
tion. 

Another  problem  common  to  large  studies, 
particularly  those  with  multiple  information 
sources,  is  non-comparability  of  data  based 
on  differing  definitions,  etc.  In  your  words, 
if  we  cannot  add  your  numbers  and  mine,  we 
may  not  be  counting  the  same  things.  In 
such  a case,  statistical  analysis  cannot  be 
expected  to  magically  convert  bad  data  into 
good. 

One  other  comment  I have  concerns  the 
suggestion  that  the  accuracy  of  the  statis- 
tical method  be  determined  by  seeing  how 
often  its  predictions  come  true.  The  sta- 
tistical method  does  not  make  predictions, 
although  some  of  its  users  and  a good  many 
of  its  misusers  do.  To  return  to  my  original 
analogy,  we  try  to  control  surgical  mortality, 
not  by  overhauling  the  scalpel,  but  by  keep- 
ing it  out  of  the  hands  of  the  surgically  in- 
ept. I would  suggest  that  a similar  approach 
might  work  with  statistical  analysis. 

Sincerely  yours, 

James  F.  Speers,  M.D. 

Health  Director 

Dear  Doctor  Cole ; 

With  regard  to  my  letter  of  December  11 
commenting  on  the  subject  of  statistics,  I 
have  no  strong  feelings  as  to  whether  or  not 
it  should  be  published  and  would  be  happy 
to  leave  that  to  your  discretion. 

While  I am  writing,  may  I add  a word 
of  appreciation  which  probably  should  have 
been  included  in  my  first  letter.  As  is  true 
of  most  of  us  in  the  public  health  field,  I 
have  practiced  in  a number  of  states  and 
been  exposed  to  several  state  medical  jour- 
nals. In  most  of  these,  the  editorial  pages 
have  been  either  non-existent  or  hopeless- 
ly dull.  The  Nebraska  Journal  is  the  first 
one  I have  encountered  in  which  I always 


read  the  editorial  comments  fii’st  with  the 
assurance  that  I will  find  them  consistently 
enjoyable. 

Sincerely  yours, 

James  F.  Speers,  M.D., 
M.P.H. 

Health  Director 

To  the  Editor: 

This  week  eight  representatives  from  Lin- 
coln Health  Science  libraries  attended  a 
demonstration  of  MEDLINE  at  the  Lincoln 
V.A.  Hospital’s  Medical  Library. 

MEDLINE  provides  a rapid,  responsive 
search  of  medical  journal  indexing  and 
gives  bibliographic  data,  the  journal  name, 
pages  and  date  of  articles  from  nearly  2,300 
selected  medical  journals. 

Searches  were  run  for  the  group  who  will 
be  requesting  this  service  for  their  library 
users. 

H.  M.  Ruppen 

Hospital  Director 

V.A.  Hospital,  Lincoln,  NE 

To  the  Editor: 

This  is  a preliminary  note  to  inform  you 
of  the  annual  Conference  of  the  British 
Columbia  Oto  - Ophthalmological  Society 
which  will  be  taking  place  Friday  and  Satur- 
day, May  4th  and  5th,  1973  at  the  Hotel 
Vancouver,  Vancouver,  B.C. 

You  will  be  hearing  from  us  further  when 
we  have  more  details  as  to  guest  speakers, 
agenda,  etc.,  but  in  the  meantime,  we  would 
like  you  to  keep  these  dates  open  and,  if  pos- 
sible, announce  this  to  the  members  of  your 
Section. 

We  are  also  planning  interesting  social 
events  to  include  the  ladies.  For  all  who 
attend,  we  can  promise  a most  interesting 
and  enjoyable  Conference. 

With  our  very  best  regards  and  hoping 
to  see  you  at  the  meeting,  I remain. 

Respectfully, 

D.  A.  Gillanders,  M.D., 
F.R.C.S.  (C) 

1973  Conference  Chairman 
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In  Memoriam 


By  medicine  life  may  he  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

DONALD  E.  BREWSTER,  M.D. 

Doctor  Donald  Brewster  died  December 
10,  1972,  at  the  age  of  60. 

He  had  been  a practicing  physician  in 
Holdrege  since  being  discharged  from  the 
Army  in  July,  1946.  He  had  retired  in  1972 
to  take  a position  with  the  Hastings  Re- 
gional Center.  He  was  a graduate  of  Hold- 
rege High  School  and  of  Northwestern  Uni- 
versity ; he  received  his  M.D.  from  the  Uni- 
versity of  Nebraska  College  of  Medicine,  and 
interned  at  Huntington  Memorial  Hospital 
in  Pasadena,  California. 

Doctor  Brewster  served  for  21  months  in 
the  Army  during  and  after  World  War  II, 
and  was  discharged  as  a major.  He  was  a 
member  of  the  Holdrege  United  Methodist 
Church,  and  had  been  a member  of  the 
Holdrege  city  council. 

He  is  survived  by  his  wife  Delia;  four 
children,  Mrs.  Roger  Olson,  Holdrege;  Mrs. 
Robert  Ross,  Evanston,  Illinois ; Charles,  at- 
tending the  University  of  Nebraska;  and 


Jane,  at  home ; two  grandchildren ; his  moth- 
er, Mrs.  Frank  A.  Brewster,  Holdrege;  and 
a brother.  Dr.  F.  \¥ayne  Brewster,  Hold- 
rege. 

EDWIN  R.  CORE,  M.D. 

Edwin  R.  Core  was  born  March  15,  1904, 
in  Jersey  City,  N.J.  He  received  his  M.D. 
at  Georgetown  University  in  1929,  and  was 
stationed  at  Bellevue  Hospital  in  New  York 
for  four  years.  He  married  Katherine  Har- 
rington in  1934,  at  which  time  he  moved  to 
Bird  City,  Kansas.  He  served  in  the  Army 
from  1942  to  1945,  and  moved  to  Kimball  in 
1947.  He  died  November  20,  1972,  at  the 
age  of  68,  in  his  home. 

Dr.  Core  was  a member  of  St.  Joseph’s 
Catholic  Church,  Cheyenne  - Kimball  - Deuel 
Counties  Medical  Society,  Nebraska  Medical 
Association,  American  Medical  Writers  As- 
sociation, U.  S.  Medical  Officers  Associa- 
tion, Association  of  American  Railway  Sur- 
geons; and  he  was  a Fellow  of  the  Inter- 
national College  of  Surgeons. 

He  is  survived  by  his  wife;  daughter, 
Mrs.  Barbara  Wersel  of  Moraga,  Calif. ; sis- 
ter, Loretta  Core  of  Jersey  City;  and  three 
grandchildren. 


Our  Medical  Schools 


Continuing  education 

Three  courses  are  on  the  March  calendar 
for  the  department  of  continuing  education 
at  the  University  of  Nebraska  Medical  Cen- 
ter. All  will  be  held  in  the  Center  for  Con- 
tinuing Education,  Eppley  Hall  of  Science. 

A course  on  March  8 and  9 will  be  for 
doctors  and  nurses.  Dr.  Joseph  C.  Scott, 
assistant  dean  for  graduate  education  and 
professor  of  obstetrics  and  gynecology,  is 


coordinator  of  the  course  on  obstetrics.  The 
course  is  approved  for  12  hours  of  AAFP 
credit.  Registration  is  $50. 

Guest  speakers  include  Dr.  Harold  A. 
Kaminetsky,  professor  and  chairman  of  the 
department  of  obstetrics  and  gynecology  at 
the  New  Jersey  College  of  Medicine,  New- 
ark; Dr.  J.  William  Roddick,  professor  and 
chairman,  department  of  obstetrics  and 
gynecology.  Southern  Illinois  University 
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School  of  Medicine,  Springfield;  Dr.  Paul  C. 
Peters,  chief,  division  of  urology.  University 
of  Texas  Southwestern  Medical  School,  Dal- 
las ; Dr.  Frederick  P.  Zuspan,  professor  and 
chairman  of  the  department  of  gynecology, 
University  of  Chicago  Pritzer  School  of  Medi- 
cine. 

This  course  is  cosponsored  by  Creighton 
University  School  of  Medicine. 

The  American  Academy  of  Pediatrics  will 
sponsor  a postgraduate  course  in  pediatric 
endocrinology  and  metabolism  on  March  15- 
17. 

Guest  speakers  include  Dr.  JoAnne  Brasel, 
chief,  division  of  growth  and  development. 
Institute  of  Human  Nutrition,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons; 
Dr.  Hector  Floyd  DeLuca,  professor  of  bio- 
chemistry, University  of  Wisconsin,  Madi- 
son; Dr.  Allan  Drash,  associate  professor  of 
pediatrics.  University  of  Pittsburgh  School 
of  Medicine ; Dr.  Alvin  B.  Hayles,  professor 
of  pediatrics,  Mayo  Graduate  School  of  Med- 
icine. 

The  $15  registration  fee  includes  meals 
and  transportation.  The  course  is  approved 
for  15  hours  of  AAFP  credit. 

Course  coordinators  are  Drs.  Melvin  Jen- 
kins, professor  of  pediatrics,  and  Hobart 
Wiltse,  associate  professor  of  pediatrics  and 
family  practice. 

Dr.  Wilbur  Muehlig,  associate  professor 
of  surgery  and  neurology,  is  coordinator  of 
a course  on  emergency  medicine,  March  22 
and  23.  The  course  is  approved  for  12  hours 
of  AAFP  credit.  Registration  fee  is  $50. 


Dr.  Henry  Lynch  accepts  a check  from  Mrs. 
Dorothy  Magill. 


Cancer  research  at  Creighton 

Cancer  research  at  Creighton  University 
received  financial  assistance  in  the  form  of 
a $2,220  contribution  from  the  Nebraska 
Veterans  of  Foreign  Wars  Ladies  Auxiliary. 
The  gift  was  presented  to  Henry  T.  Lynch, 
M.D..,  Chairman  of  Creighton’s  Department 
of  Preventive  Medicine  and  Public  Health, 
during  ceremonies  held  at  Tekamah’s  Cot- 
tonwood Health  Center.  The  presentation 
was  made  by  Mrs.  Dorothy  Magill  of  Teka- 


Floor  plan  of  Creighton’s  Mobile  Cancer  Detection  ITnit. 
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mah,  VFW  Ladies  Auxiliary  Department 
President. 

The  money  will  be  used  for  cancer  re- 
search, transportation,  and  cancer  control 
projects  connected  with  Creighton’s  Cancer 
Detection  Unit. 

The  Mobile  Cancer  Detection  Unit  is  a 
60  by  12  foot  specially  designed  house 
trailer.  It  has  a waiting  room  where  medi- 
cal histories  are  completed  by  patients,  two 
rooms  for  examination  of  the  colon  and  rec- 
tum, a room  for  examination  of  the  oral 
cavity  by  a dentist,  two  rooms  for  pelvic 
examinations  and  Pap  tests,  and  a mam- 
mography unit  used  for  x-ray  survey  of  the 
breast.  The  unit  is  designed  to  allow  de- 
tailed examination  of  the  head,  neck,  breast, 
oral  cavity,  the  skin  and  lymph  glands,  rec- 
tum and  colon,  prostate  gland,  and  pelvic 
area.  If  abnormalities  are  found,  patients 
are  referred  to  their  family  physicians  for 
treatment.  All  examinations  conducted  in 
the  unit  are  done  free  of  charge. 

The  Mobile  Cancer  Detection  Unit  is  fi- 
nanced by  a grant  from  Nebraska’s  Regional 
Medical  Program.  Creighton  faculty  mem- 
bers volunteer  their  time  to  staff  the  unit. 


Schripsema  named 

Richard  C.  Schripsema  has  been  named 
vice-chancellor  and  director  of  health  serv- 
ices administration  at  the  University  of  Ne- 
braska Medical  Center. 

Mr.  Schripsema  has  been  administrator 
of  University  Hospital  since  1966  and  has 
held  the  dual  role  of  director  of  business  and 
finance  for  the  Medical  Center  since  1968. 

As  vice-chancellor,  Mr.  Schripsema  will 
coordinate  the  administration  health  services 
by  the  hospital,  the  clinics  and  ambulatory 
facilities  plus  the  related  support  services. 
He  will  also  assist  Chancellor  Robert  D. 
Sparks  with  overall  administration  of  the 
Medical  Center. 

Mr.  Schripsema  holds  the  rank  of  associate 
professor  at  the  Medical  Center.  He  estab- 
lished the  data  processing  system  for  pa- 
tient billings,  accounts  receivable,  diagnostic 


and  operations  indexes  and  patient  registra- 
tions at  the  Medical  Center. 

Recently  Mr.  Scripsema  was  named  con- 
sultant to  Dr.  Harry  W.  Bruce,  Jr.,  direc- 
tor of  the  Division  of  Physician  Health  Pro- 
fessions Education  of  the  National  Institutes 
of  Health  to  assist  the  division  in  the  re- 
view of  applications  for  financial  distress 
grants  from  health  professions  schools. 

He  is  a fellow  of  the  American  College  of 
Hospital  Administrators,  and  a member  of 
the  American  Hospital  Association,  the 
Council  of  University  Teaching  Hospitals, 
the  Nebraska  Welfare  Association  and  the 
Omaha  Hospital  Association. 

U of  N appoints  Dr.  Land 

Dr.  Francis  L.  Land  has  been  named  asso- 
ciate dean  for  clinical  affairs  at  the  Uni- 
versity of  Nebraska  Medical  Center  in  Oma- 
ha. 

As  associate  dean.  Dr.  Land  will  coordi- 
nate the  management  of  clinical  activities 
with  the  administrative  staff  at  the  Medical 
Center. 

He  will  also  assist  in  the  development  of 
the  full  potential  of  the  outpatient  and  in- 
patient services  in  providing  educational 
experiences  both  in  undergraduate  and  grad- 
uate education  for  all  students. 

In  addition.  Dr.  Land  will  develop  clin- 
ical services  — especially  those  for  ambula- 
tory patients  — so  that  they  represent  as 
closely  as  possible  the  practice  situations 
found  in  Nebraska  communities. 

Dr.  Land  will  continue  his  duties  as  chair- 
man of  the  department  of  family  practice, 
a position  he  has  held  since  1969  following 
service  as  the  Commissioner  of  Medical  Serv- 
ices Administration  of  the  Department  of 
Health,  Education  and  Welfare. 

Dr.  Land  received  his  M.D.  degree  from 
Indiana  University  and  was  in  private  prac- 
tice in  Fort  Wayne,  Indiana,  for  a number 
of  years. 

He  is  a member  of  the  Council  on  Medical 
Education  of  the  American  Medical  Associa- 
tion. 
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Pacemakers 

Cardiologists  at  Creighton  University  and 
Saint  Joseph  Hospital  can  now  use  the  tele- 
phone to  monitor  cardiac  pacemakers. 

Dr.  Vincent  Runco,  Director  of  Creigh- 
ton’s Carl  Renstrom  Cardiac  Center,  says 
the  newly  installed  monitoring  equipment 
gives  an  accurate  measurement  of  the  elec- 
trical impulses  being  generated  by  a pa- 
tient’s pacemaker.  This  enables  the  physi- 


cian to  measure  the  strength  of  the  ]mce- 
maker  batteries  and  determine  if  the  unit 
is  functioning  properly. 

The  device  is  enclosed  in  a small  box. 
Each  patient  who  has  a cardiac  pacemaker 
implanted  will  be  given  one  of  the  instru- 
ments, shown  how  to  use  it  and  will  be  given 
a schedule  of  times  to  call  the  cardiac  center 
at  Saint  Joseph  Hospital.  Patients  can  call 
from  anywhere  in  the  world,  enabling  them 
to  lead  a normal  and  more  productive  life. 


A patient  with  an  implanted  pacemaker  uses  “Pacer-Check” 
during  a telephone  call  to  Creighton  University’s  Carl  Renstrom 
Cardiac  Center  in  Omaha. 


A technician  monitors  the  patient’s  heart  rate  and  measures 
the  strength  of  the  pacemaker  batteries  as  she  receives  a “Pacer- 
Check”  transmission  via  telephone. 
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To  operate  the  new  monitor  the  patient 
holds  a cup-shaped  instrument  over  the  area 
where  the  pacemaker  has  been  implanted. 
The  other  end  of  the  device  is  attached  to 
a cradle  that  holds  the  telephone  handpiece. 
A receiving  unit,  located  at  the  hospital, 
measures  the  impulses  while  a technician  re- 
cords the  data  on  the  patient’s  chart.  The 
procedure  takes  no  more  than  three  minutes. 

In  the  past,  one  of  the  problems  associated 
with  cardiac  pacemakers  has  been  uncertain- 
ty regarding  the  life  of  the  unit’s  batteries. 
Most  batteries  are  designed  to  last  three 
years  but  some  have  stopped  functioning  as 
early  as  eighteen  months  after  being  im- 
planted. As  a result  many  physicians  rou- 
tinely replace  the  batteries  at  eighteen  month 
intervals,  requiring  the  patient  to  be  hos- 
pitalized for  two  or  three  days. 

It  is  estimated  that  100  patients  who  now 
have  pacemakers  will  receive  the  new  mon- 
itoring units  from  the  Creighton  Cardiac 
Center. 


Dr.  Dial 

“Dr.  Dial,’’  a recorded  telephone  health 
message,  “is  even  more  successful  than  we 
hoped  it  would  be’’  according  to  Bryce 
Brasel,  coordinator  of  the  “Dr.  Dial”  serv- 
ice. The  service,  provided  by  Creighton  and 
Saint  Joseph  Hospital,  answered  379,306 
calls  in  the  first  ten  months  of  operation. 

The  most  popular  message  was  on  preg- 
nancy. The  second  most  popular  topic  was 
peridontal  disease. 

Scripts  average  60  to  80  seconds  in  length 
and  are  reviewed  by  a committee  consisting 
of  a physician,  dentist,  nurse,  pharmacist, 
hospital  official,  and  a layman. 


Dr.  Ryan  gets  ACS  grant 

Dr.  Wayne  L.  Ryan,  professor  of  biochem- 
istry at  the  University  of  Nebraska  Medical 
Center,  has  been  awarded  a grant  of  $30,774 
from  the  American  Cancer  Society  to  support 
his  research  in  the  regulation  of  cell  divi- 
sion by  adenosine  3'5'  cyclic  monophosphate 
(cyclic  AMP). 


Cyclic  AMP  was  discovered  in  the  1960s 
by  Dr.  Earl  Sutherland  of  Vanderbilt  Uni- 
versity, who  last  year  received  a Nobel 
Prize  for  this  work. 

Dr.  Ryan  said  that  several  years  ago  his 
research  revealed  that  cyclic  AMP  will  in- 
hibit cell  division  and  seems  to  inhibit  tumor 
cells  more  than  normal  cells.  Since  then 
he  has  found  that  the  cellular  levels  of  cyclic 
AMP  are  closely  related  to  the  rate  at  which 
a cell  divides,  the  lower  the  level  of  cyclic 
AMP,  the  faster  the  cell  divides. 

At  present  Dr.  Ryan’s  research  team  is 
trying  to  determine  the  mechanism  by  which 
cyclic  AMP  regulates  cell  division  and  to 
determine  what  is  altered  in  the  cyclic  AMP 
system  of  the  tumor  cell. 

The  hypothesis  of  the  investigation  sug- 
gests the  cancer  cell  is  a mutant  cell  lack- 
ing one  or  more  parts  of  the  cAMP  system 
and  that  this  lack  results  in  an  undifferen- 
tiated cell  with  abnormal  growth  potential, 
according  to  the  American  Cancer  Society. 

Grant  to  Creighton 

The  John  A.  Hartford  Foundation,  Inc. 
of  New  York  has  awarded  Creighton  Univer- 
sity a grant  of  $17,358  according  to  an  an- 
nouncement recently  made  by  Mr.  Harry  B. 
George,  President  of  The  John  A.  Hartford 
Foundation,  Inc.,  and  Dr.  Joseph  M.  Holt- 
haus.  Dean  of  Creighton’s  School  of  Medi- 
cine. 

The  grant  will  allow  Dr.  Ibert  Wells, 
Chairman  of  Creighton’s  Department  of  Bio- 
chemistry, to  continue  research  on  ather- 
osclerosis that  was  started  November  1, 
1968. 

The  award  announced  will  bring  to  $87,359 
the  amount  The  John  A.  Hartford  Founda- 
tion, Inc.  has  contributed  to  atherosclerosis 
research  being  conducted  by  Dr.  Wells. 

Award  to  Dr.  Wigton 

Dr.  Robert  S.  Wigton,  instructor  in  in- 
ternal medicine  at  the  University  of  Ne- 
braska Medical  Center,  has  been  named  an 
American  College  of  Physicians  teaching 
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and  research  scholar.  He  is  the  first  person 
from  the  Medical  Center  to  receive  this 
award,  one  of  three  such  awards  made  this 
year. 

The  five  year  award  is  to  support  con- 
tinued work  in  teaching  and  research  and 
related  educational  activities. 

For  the  first  three  years  of  the  grant,  Dr. 
Wigton  will  receive  a total  of  $33,000  to 
support  his  study  of  graduate  education  in 
the  specialty  of  internal  medicine. 

Dr.  Wigton  is  the  chief  resident  in  the 
department  of  internal  medicine.  He  is  a 
graduate  of  Harvard  University  and  the 
University  of  Nebraska  College  of  Medicine. 

Appointments  at  Creighton 

Dr.  Joseph  Holthaus,  Dean  of  Creighton 
University  School  of  Medicine  has  announced 
the  following  promotions  and  appointments: 

Promotions: 

Robert  0.  Creek,  Ph.D.,  to  Professor  of 
Physiology  and  Pharmacology 

Plinio  Prioreschi,  M.D.,  to  Professor  of 
Physiology  and  Pharmacology 

Henry  Caes,  M.D.,  to  Clinical  Professor 
Pathology 

Ramnath  V.  Nayak,  M.D.,  to  Associate 
Professor  of  Medicine 


Medicinews 

Veterans  administration 

The  President  has  signed  H.J.  Res.  748, 
providing  for  the  establishment  of  eight 
state  medical  schools  to  be  operated  in  con- 
junction with  VA  hospitals.  The  Act  author- 
izes $75  million  annually  over  a 7 year  period. 
It  further  authorizes  the  VA  Administra- 
tor to  establish  a pilot  program  for  regional 
medical  education  centers.  These  centers 
will  conduct  experiments  in  continuing  and 


Ap-pointments : 

Jeanette  M.  Pergam,  M.D.  — Clinical  In- 
structor in  Pediatrics 

Joelynne  R.  Plamadore,  R.N.  — Assistant 
Instructor  in  OB/GYN 

Cynthia  Owen,  M.A.  — Instructor  in  Audi- 
ology & Speech  Pathology 

Dianne  J.  Van  Tassell,  M.A.  — Instructor 
in  Audiology  & Speech  Pathology 

Duane  Sherwin,  M.D.  — Assistant  Profes- 
sor of  Psychiatry/Neurology 

Ralph  L.  Hopp,  M.D.  - — Clinical  Instructor 
in  Surgery 

Welcome  Neiv  Members 

John  A.  Albers,  M.D. 

1806  North  Cleburn 
Grand  Island,  Nebraska  68801 

Sheridan  T.  Anderson,  M.D. 

1811  West  2nd 

Grand  Island,  Nebraska  68801 

Alvin  A.  Armstrong,  M.D. 

4021  Avenue  B 
Scottsbluff,  Nebraska  69361 

Douglas  W.  Curry,  M.D. 

210  Washington  Court 
Scottsbluff,  Nebraska  69361 

Daniel  M.  Keller,  M.D. 

West  Nebr.  General  Hospital 
Scottsbluff,  Nebraska  69361 


advanced  medical  education.  Congress  has 
also  passed  and  sent  to  the  President  H.R. 
10880,  the  Veterans  Medical  Care  Act  of 
1972.  The  bill  broadens  VA  authority  to 
provide  outpatient  services  to  all  veterans 
and  to  certain  dependents  and  survivors  of 
service-connected  totally  disabled  and  de- 
ceased veterans  w h e n such  treatment  is 
necessary  to  obviate  the  need  for  hospitali- 
zation. Outpatient  treatment  for  any  ail- 
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ment  would  be  authorized  for  veterans  hav- 
ing an  80%  or  greater  service-connected  dis- 
ability. Benefits  would  also  be  extended  to 
the  dependents  of  certain  veterans.  At  press 
time  it  urns  learned  that  this  is  one  of  the 
nine  bills  vetoed  by  the  President. 

O & G 

New  officers  of  the  Nebraska  Section  of 
the  American  College  of  Obstetricians  and 
Gynecologists  are  Dr.  Roger  S.  Jernstrom 
of  Omaha,  Chairman,  and  Dr.  Harold  E. 
Harvey  of  Lincoln,  Vice  Chairman.  They 
were  elected  to  three  year  terms. 

Medline  is  in  Lincoln 

The  National  Library  of  Medicine  has 
designated  the  Lincoln  VA  Hospital  Medi- 
cal Library  to  be  one  of  eight  VA  medical 
libraries  in  the  U.  S.  to  have  a computer 
retrieval  system  called  MEDLINE.  We  will 
offer  this  new  library  service  to  the  medical 
field  in  our  area. 

MEDLINE  provides  rapid,  responsive 
searching  of  medical  journal  indexing  and 


Ws  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Compact  oxygen  unit 

A new,  portable  emergency  oxygen  sup- 
ply unit  is  now  available  for  home  and  travel 
use.  Weighing  less  than  three  pounds  the 
unit  is  trademarked  Solid  Oxygen  System 
(SOS)  and  is  produced  by  Life  Support,  Inc. 
of  Melbourne,  Fla. 

According  to  Alan  D.  McNair,  president 
of  Life  Support,  the  SOS  unit  is  the  corn- 


gives  bibliographical  information  from  near- 
ly 2,300  selected  medical  journals.  This  In- 
dex Medicus  information  is  stored  in  a com- 
puter in  Bethesda,  Md.  Access  to  the  com- 
puter information  can  be  obtained  with  the 
terminal  in  the  library,  connected  by  a tele- 
phone network. 

The  terminal  operator  is  the  medical  li- 
brarian who  will  translate  the  patron’s  ques- 
tion into  the  computer’s  language  and  will 
request  data  by  the  keyboard  and  immedi- 
ately receive  a printout  of  journal  citations 
on  the  subject  wanted.  Mrs.  Elizabeth  Bit- 
ney.  Chief  Librarian  at  the  Lincoln  Veterans 
Hospital  has  just  returned  from  a three  week 
class  on  MEDLINE  given  at  the  National 
Library  of  Medicine  in  Bethesda. 

A similar  pilot  installation  in  the  Wash- 
ington, D.C.,  V.A.  Hospital  has  been  run- 
ning the  last  two  years.  It  shows  that  the 
principal  users  are  physicians  in  clinical 
and  research  settings ; however,  others  using 
the  service  successfully,  include  nurses,  so- 
cial workers,  dietitians,  drug  treatment 
units,  and  administrative  staff. 


pany’s  newest  product  based  on  solid  oxygen 
technology.  A four  pound  SOS  unit  about 
the  size  of  a binocular  case  was  introduced 
a year  ago.  Both  units  are  smaller  than 
other  solid  oxygen  systems  on  the  market. 

Life  Support’s  products  supply  oxygen 
from  canisters  about  the  size  of  juice  con- 
centrate cans.  Inside  the  canisters,  medical- 
ly pure  oxygen  and  water  vapor  are  produced 
when  solid  sodium  chlorate  is  reacted  with  a 
catalyst,  McNair  explained.  “This  patented 
system  provides  oxygen  that  is  99.9  per  cent 
pure,’’  he  said. 

Besides  being  lightweight  and  portable, 
both  units  are  simple  to  operate  and  main- 
tenance free,  according  to  McNair.  The  sys- 
tems are  activated  by  simply  pushing  a but- 
ton. Expended  canisters  can  be  replaced 
as  easily  as  batteries  in  a flashlight.  And 
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the  canisters  can  be  stored  for  long  periods 
of  time  before  generating  oxygen,  hs  said. 

The  new  SOS  uses  one  canister  and  pro- 
vides six  liters  of  oxygen  per  minute  for 
15  minutes.  It  is  cylindrical  in  shape  and  is 
10  inches  in  height,  3.5  inches  in  diameter. 

The  other  SOS  unit  holds  three  slightly 
smaller  canisters  that  each  provide  15  min- 
utes of  oxygen  at  four  liters  per  minute. 
This  unit  is  shaped  like  a binocular  case  and 
weighs  4.4  pounds. 

McNair  said  that  the  oxygen  systems  are 
particularly  valuable  for  patients  who  suffer 
from  respiratory  disease  and  cardiovascular 
problems  and  must  have  a supply  of  oxygen 
on  hand  at  all  times.  “Lightweight  SOS 
units  allow  such  persons  to  engage  in  normal 
activities  away  from  the  home  such  as  walk- 
ing, shopping,  exercising,  vacationing  and 
the  like,”  McNair  said. 

He  recommended  SOS  for  emergency  use 
in  homes.  Safety  and  health  officials  use 
SOS  as  an  emergency  oxygen  supply  in  am- 
bulances, police  cars,  fire  and  rescue  ve- 
hicles, nursing  homes  and  mining  and  con- 
struction facilities,  he  said. 

McNair  reported  that  Dow  Chemical  In- 
vestment and  Finance  Corporation,  a sub- 
sidiary of  The  Dow  Chemical  Company,  owns 
a minority  interest  in  Life  Support. 

Independent  automated  patient 
history 

People  may  answer  questions  from  a ma- 
chine more  honestly  than  the  same  questions 
asked  by  the  physician.  Automated  History 
is  being  offered  by  Medequip  Corporation, 
Park  Ridge,  as  part  of  an  automated  health 
testing  system,  SURVEYOR  I,  which  in- 


Medequip’s  independent  patient-operated  auto- 
mated history  console  with  interchangeable 
history  cartridges. 


eludes  history  taking,  hearing  and  vision 
screening,  anthropometry,  cardiovascular 
function,  tonometry,  electrocardiogram,  lab- 
oratory, and  radiology. 

SURVEYOR  I,  a new  introduction  by 
IMedequip,  is  based  upon  a data  processor 
with  patient  oriented  computer-grade  mag- 
netic tape  cassettes.  The  system  is  designed 
for  low  volume  patient  testing  requirements 
while  incorporating  the  basic  modules  to  up- 
gi'ade  to  a larger  more  sophisticated  AMHT 
computerized  system.  This  concept  allows 
the  small  hospital,  medical  group,  and  three 
doctor  clinic  to  obtain  the  benefits  of  auto- 
mation without  the  cost  being  prohibitive. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
February  24  — Kearney,  Elks  Lodge 
March  31  — Sidney,  Elks  Lodge 

AMERICAN  COLLEGE  OF  HOSPITAL 
ADMINISTRATORS  — 16th  Congress  on 
Administration,  February  22-24,  1973, 
The  Palmer  House,  Chicago. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Continuing  Education 
Course,  conducted  by  the  Department  of 
Otolaryngology  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary; 
March  5 to  10,  1973;  limited  to  15  physi- 
cians; under  the  direction  of  Paul  H.  Hol- 
inger,  M.D.  Write  to:  Department  of 
Otolaryngology,  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 

22ND  ANNUAL  POSTGRADUATE 
COURSE  IN  PEDIATRICS  of  the  Univer- 
sity of  Texas  Medical  Branch;  Galveston, 
Texas  — March  15  and  16,  1973;  accept- 
able for  12  prescribed  hours  by  the  Amer- 
ican Academy  of  General  Practice;  regis- 
tration fee  is  $75.00.  Write  to;  Lillian  H. 
Lockhart,  M.D.,  University  of  Texas  Med- 
ical Branch,  Galveston,  Texas  77550. 


NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact; G.  W.  Orr,  M.D.,  Program  Director, 
Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ASSOCIATION  OF  MEDICAL  AS- 
SISTANTS — 7th  Annual  Meeting  and 
Educational  Seminar,  April  6,  7,  and  8th, 
Villa  Inn,  Norfolk,  Nebraska.  Infonna- 
tion:  Theola  Thornton,  Box  279,  Norfolk, 
Nebraska  68701. 

NEBRASKA  MEDICAL  ASSOCIATION 
ANNUAL  SESSION  — April  29  - May  2, 
1973,  Holiday  Inn,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION 
ANNUAL  SESSION  — June  23-28,  1973, 
Americana  Hotel,  New  York,  New  York. 

NEBRASKA  MEDICAL  ASSOCIATION 
FALL  SESSION  — October  5-7,  1973, 
Holiday  Inn,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION 
27th  CLINICAL  CONVENTION  — De- 
cember 1-5,  1973,  Anaheim,  California. 
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I Before  deciding  to  make  Valium 
i diazepam)  part  of  your  treatment 
3lan,  check  on  whether  or  not  the 
oatient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
aeen.  Along  with  the  medical  and 
>ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 

:he  possibility  of  side  effects  and 
:he  ultimate  prospects  of  success 
3r  failure. 

While  Valium  can  he  a most 
lelpftil  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
^hcn  you  decide  it  has  accom- 
Dlished  its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  followed.  Valium  is  well 
olerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
ind  lo-mg  tablets. 

Drowsiness,  latiguc  and  ataxia 
Save  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
pe  cautioned  against  engaging  in 
lazardous  occupations  recjuiring 
:omplete  mental  alertness,  such 
is  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  produc": 
information,  a summary  of  which  follows: 

Indications:  Icnsion  and  anxiety  states;  somatic  com- 
plaints w hich  are  concomitants  ot  emotional  factors;  psycho- 
neurotic states  manitesteri  hy  tensioti,  anxiety,  apprehension, 
fatigue,  dejiressive  symptoms  or  agitation;  symptomatic  relict 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucitiosis 
due  to  acute  alcohol  vvitlulrawal;  adjunctively  in  skeletal 
muscle  spastii  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  hv  upper  tnotor  neuron  disoniers,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 motiths  of  age.  Acute  narrow  atigle  glau- 
coma; ma\  he  used  iti  patietits  \v  ith  opeti  angle  glaucoma  who 
are  receiv  ing  appropriate  therapy. 

Warnittgs:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occujiations  rei|uiring  complete  mental 
aferttiess.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  fretpiency  and/or  severity  of  grand 
tiial  seizures  ma\  reejuire  iticreased  dosage  of  standard  atui- 
cotn  iilsatit  medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  iti  freqttency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressatits.  Withdrawal  symptoms  (similar  to 
those  with  liariMturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sw  eating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  w'eigh  potential 
fienefit  against  possilile  hazard. 

Precautions:  If  comliined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sUin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  .speech,  tremor,  vertigo, 
urinary  retention,  lilurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturfiances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisatile  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Lenslon,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  tj.i.d.;  alcoholism,  10  mg  t.i.d,  or  tpi.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2*/2  mg,  1 or  2 times  daily  initially, 
increasing  as  nealed  and  tolerated.  (See  Precautions.)  Children: 
I to  2 1/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  locto. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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SUNDAY  - APRIL  29th 

Board  of  Councilors 
House  of  Delegates 


MONDAY  - APRIL  30th 

House  of  Delegates 
Sportsman's  Day 


TUESDAY  - MAY  1st 

Opening  Ceremonies 

Symposium  on  Emergency  Care 

Athletic  - Medicine  Luncheon 
—Doug  Dumler 
—Bill  Janssen 

Symposium  on  Acute  Traumatic 
Emergencies 

Fun  Night 

—Denver's  Mario  Singers 


WEDNESDAY  - MAY  2nd 

Symposium  on  Obstetrical  Problems 

Annual  Distinguished  Luncheon 
—Presidential  Address 
—Installation 

—Presentation  of  50-Year  Pins 
— Comedian  Mark  Russell 

Symposium  on  Socio-Economics 


April  29th  thru  May  2nd 
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Our  Medical  Schools  . . . 


Nuclear  medicine  technology 

In  mid-January,  six  students  began  study 
which  will  lead  to  an  associate  degree  in  nu- 
clear medicine  technology  from  the  Univer- 
sity of  Nebraska  Medical  Center  in  Omaha. 

The  six  will  attend  school  for  two  years, 
including  summers. 

When  they  are  graduated  they  will  help 
fill  a demand  for  skilled  personnel  in  the 
field  of  nuclear  medicine  which  is  growing 
rapidly. 

Dr.  Merton  Quaife,  director  of  the  divi- 
sion of  nuclear  medicine,  said  that  in  this 
region  of  the  nation,  the  Department  of 
Health,  Education  and  Welfare  has  esti- 
mated a need  for  100  persons  per  year 
through  the  next  three  years. 

Dr.  Quaife  observed  that  in  virtually  every 
hospital  over  150  beds  at  least  some  consulta- 
tion services  are  provided  and  the  breadth 
and  depth  of  these  services  are  increasing 
steadily  making  more  urgent  the  need  for  an 
available  occupational  pool  of  qualified  nu- 
clear medicine  technologists  and  technicians. 

The  new  students:  Mark  Gorat,  Omaha; 
Joan  Henry,  Omaha;  Mary  Margaret  Leise, 
Norfolk;  Perry  Libby,  Jefferson,  South  Da- 
kota; Paul  Peters,  Boelus;  Barbara  Wolf, 
Sidney. 


Next  Creighton  class 

Dr.  Joseph  Holthaus,  Dean  of  Creighton 
University  Medical  School,  has  announced 
that  his  school  recently  received  authoriza- 
tion to  increase  class  sizes  to  110  next  year. 
He  said  the  School  has  received  8,873  ap- 
plications for  next  fall’s  entering  class. 
“Bringing  class  sizes  to  this  level  has  im- 
plications for  the  Ph.D.  to  M.D.  program 
which  we  began  on  a trial  basis  last  year. 
Even  though  we  have  had  a large  number  of 
applications  for  this  program,  emphasis  on 
maximum  entering  class  sizes  and  student 
salvage  leave  few,  if  any,  places  for  these  ad- 
vanced standing  candidates.  As  a conse- 
quence, I am  inclined  to  view  that  program 
as  not  viable.’’ 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  hy  11  in.)  white  paper.  Wide  margins 

(at  least  li/4  if'*  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  niames)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author's  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk.  Nebr.  68701. 
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ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 

Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 
Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823;  (517)  332-6541 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir. 

79  W.  Monroe  St.,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 

C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Mr.  John  A.  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Hillier  L.  Baker,  Jr.,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 


“Good  grief.  Son,  you  certainly  have  grown  since  I saw  you  last!” 
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10-grain 


UNIQUE 


FOR  RHEUM ATpiUtATOHRJTlS 


The  unique  ethicaltO-grainbuf-  * Doesn't  look  lllke  any  o|he/,.  Each  Sabifeontains  aspirin  (io  grains), 
fered  aspirin  Made  specifically  ^ aspirin,  , , . V 

for  rheumatoid  arthntics  or  ortho-  ^ Costs  no  more  *per  do5e*^tha|t  gei,  i«g  mg 
pedic.  patients  when  pain  is  a many  5-grdin  buffered  aspkin  ;,#  ^ usual  dosage: 

factor.  * ^ tablets.  * " " 1 ‘ab'et  q.I.d. 

You  may  design  the  optimal  pro-  Eee  if  arthritis’ classical  therapy  ^ 
gram  for  - each  patient’s  needs,  isn’t  sizably  betterjiow.. Ask  your. 

Scored  Cama  Inlay-Tabs  let  you  Dorsey  representativ|  for  a gen- 
adjust  dosage  in  5-or-10-grain  in-  erous  CAMA  trial  Supply  today  or  ^ « 

crements.  write  Director  of  Professional 

Gives  patients  the  help  they’ll  Relations.  i * ‘ ' LABORATORJESS 

know  is  individualized  for  them.  Lincoln,  Nebraska^501 
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to  any  doctor's  library. 
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Our  Medical  Schools  . . . 

Drugs 

145  students  from  Creighton  University, 
The  University  of  Nebraska,  and  local  com- 
munity agencies  are  enrolled  in  a “Drug 
Education”  course  being  offered  at  Creighton 
this  semester. 

Entitled  Project  SPEED  (Student  Profes- 
sionals Engaged  in  Education  on  Drugs), 
the  new  program  seeks  to  educate  students 
for  future  community  leadership  in  the  area 
of  drug  abuse  prevention  and  treatment. 
Creighton  is  one  of  only  five  schools  in  the 
nation  to  offer  the  program  under  a grant 
from  the  National  Institute  of  Mental  Health, 
under  the  direction  of  the  Student  Ameri- 
can Pharmaceutical  Association. 

Full-time  students  are  being  given  credit 
at  no  extra  tuition  fee.  Those  passing  the 
course  will  receive  either  two  or  three  hours 
credit.  The  third  hour  is  gained  by  volun- 
teer work  in  an  approved,  appropriate  com- 
munity drug  facility.  The  course  is  concen- 
trating on  four  primary  topics : Basic  Street 
Pharmacology;  Drug  Abuse  and  the  Law; 
Socio-Psychological  Aspects  of  Drug  Abuse ; 
and  Community  Drug  Abuse  Resources, 
Their  Functions  and  Prospects. 
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ORGANIZATIONS,  STATE  — 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Charles  F.  Lemer,  Executive  Director 
5002  Davenport,  Omaha  68182 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Rsearch  Foundation, 
Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 
8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 
Nebraska  Academy  of  Otolaryngology 
Ray  0.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter 
American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “0”  St.,  Lincoln  68510 
James  I.  Wax,  M.D.,  Sec’y-Treas. 

12135  Pacific  St.,  Omaha  68154 
Nebraska  Chapter 
American  College  of  Physicians 

John  Hai-tigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Chapter,  American  College  of  Radiology 
James  F.  Johnson,  M.D.,  Secretary-Treasurer 
1808  No.  100th  St.,  Omaha  68114 
Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 

Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 
Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 

Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 


Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Street,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “0”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Arthui-  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  for  Medical  Technology 
Mrs.  Linda  Shi’ader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Hemy  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “0”  St.,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8532  Cass,  Omaha  68114 
Nebraska  State  Orthopedic  Society 
James  R.  Scott-Miller,  M.D.,  Secretary 
521  Docto-rs  Bldg.,  Omaha  68131 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  R.  Serafy,  Executive  Secretaiy 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 
Hal  Mardis,  M.D.,  Sec’y-Treasurer 
8300  Dodge,  Omaha  68114 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
Division  of  Rehabilitation  Services 

Garry  D.  Cartwilght,  Assistant  Commissioner-Dir. 
Dept,  of  Education,  233  So.  10th  St.,  Lincoln  68508 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 
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Radiological  Regression  in  Paget’s  Disease 
Treated  by  Human  Calcitonin  — N.  J.  Y. 

Woodhouse  et  al  (F.  H.  Doyle,  Hammer- 
smith Hosp,  London).  Lancet  2:992-993 
(Nov  11)  1972. 

Radiological  evidence  of  remodeling  of 
bones  affected  with  Paget’s  disease  in  two 
patients  treated  with  synthetic  human  cal- 
citonin for  three  years  is  presented.  The 
radiological  changes  were  paralleled  by  clin- 
ical and  biochemical  evidence  of  remission. 
Bone  turnover  has  fallen  to  normal  in  one 
patient  and  is  still  marginally  elevated  in  the 
other.  The  radiological  improvement  was 
progressive  and  was  first  observed  within  a 
year  of  the  start  of  treatment. 


Aspiration  Pneumonia  — J.  L.  Cameron  et 
al  (Johns  Hopkins  Hosp,  Baltimore  21205). 
Arch  Slug  106:49-52  (Jan)  1973. 

The  clinical  records  of  47  patients  with 
documented  aspiration  were  reviewed.  The 
overall  mortality  was  62%.  If  only  one  lobe 
was  involved  roentgenographically,  mortal- 
ity was  41%.  If  two  or  more  lobes  on  one 
or  both  sides  were  involved,  mortality  was 
in  the  range  of  90%. 


“He  must  have  heard  about  the  doctor  shortage.” 


Rondomycin 

(methaQ/cline  HCI) 


CONTRAINOICATIONS:  Hypersensitivity  to  any  ol  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  (luring  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  olher  drugs  are  not  likely  to  be  ellective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  tome  to  the 
developing  fetus  (often  related  to  retardation  ot  skeletal  development)  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  lorm  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  libula  growth  rate  observed  in  prematures  given  orai  tetracyciine  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 

Tetracyclines  are  present  in  milk  ol  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  it  therapy  is  prolonged,  consider  serum  level 
determinations  ot  drug  The  aniianabolic  action  ot  tetracyclines  may  increase  BUN  While 
hot  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  ot  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darktield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  lor  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on 
anticoagulant  therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  sysfem  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A bela-hemolytic  streptococcal  infections  tor  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  mohllial 
overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toiicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  ot  systemic  lupus  erythematosus 

Bulging  fontanels,  reported  in  young  infants  after  lull  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  ot  thyroid  glands,  no  abnormalities  ol  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections:  an  initial  dose  ol  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  tor  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q,i  d for  a total  ot  5 4 grams. 

For  treatment  ot  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
ol  Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  j period  of  10-15  days 
should  be  given  (ilose  follow-up,  including  laboratory  tests,  is  recommended, 

Eaton  Agent  pneumonia  900  mg  daily  tor  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  lour  equally  spaced  doses. 

Therapy  should  be  continued  lor  al  least  24-48  hours  after  symptoms  and  lever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  interfere  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas- and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  intections.  a therapeutic  dose  should  be  given  tor  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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THE  NEBRASKA  MEDICAL  JOURNAL 


FAMILY  PRACTICE 

This  doctor  can  do  anything  you  can  do; 
that  is,  anything  but  settle  on  a name.  He 
was  a general  practitioner,  or  a GP,  and 
then  he  was  a generalist.  After  that  came 
primary  physician,  which  made  every  other 
doctor  a secondary  physician,  and  now  it 
is  family  practice.  I don’t  care  what  he 
wants  to  be  called,  he  is  specializing  in  as 
narrow  a field  as  any,  and  very  likely  the 
most  valuable  of  all. 

It  is  difficult  not  to  be  serious  about  the 
family  practitioner,  for  he  is  a hard  work- 
ing fellow.  And  it  is  not  so  much  what  he 
does  as  where  he  does  it.  For  while  other 
specialists  congregate  in  large  cities,  these 
physicians  are  evenly  distributed  through- 
out the  country.  They  are  where  they  are 
needed : in  the  densely  populated  areas,  and 
they  are  in  the  smaller  places,  too,  where 
we  would  be  lost  without  them ; they  are 
needed  everywhere. 

I might  have  been  a brain  surgeon,  but 
I could  never  figure  out  where  all  those 
nerves  went.  I would  have  gone  in  for  ob- 
stetrics if  women  could  be  persuaded  to  have 
their  babies  during  sensible  hours.  I could 
have  become  a pediatrician  if  I knew  how  to 
take  a history  from  an  uneducated  twenty 
inch  long  person. 

And  I might  have  become  a family  prac- 
titioner if  you  didn’t  need  to  know  so  much. 

F.C. 

IS  IT  NORMAL? 

If  you  are  60  and  male,  your  prostate  is 
probably  hypertrophied.  That’s  all  right, 
but  is  it  normal?  It  just  means  it’s  bigger 
than  it  used  to  be,  and  of  course  it  can  be 
troublesome.  Is  hypertrophy  a disease,  or 
is  it  something  you  are  supposed  to  have  at 
60,  and  everybody  else  has,  if  he’s  a male? 

That  goes  for  flabbiness,  paunchiness, 
obesity,  and  faulty  memory;  I may  just 
have  one  or  two  of  those.  But  if  you  have 
something  that  is  not  noi-mal  when  you  are 


very  young,  but  everybody  else  gets  when 
he  reaches  your  age,  then  it  doesn’t  seem  to 
be  abnormal  at  all. 

There  are  other  things ; subacute  vision 
and  nocturia. 

And  if  you  are  female  and  60,  sterility, 
which  you  may  find  troublesome. 

Now,  is  sterility  abnormal? 

F.C. 

ASPIRIN,  ALCOHOL,  AND 
ADVERTISING 

Advertisers  all  over  the  world  spent  33 
billion  dollars  in  1970,  that’s  33  thousand 
million  dollars.  The  world  population  is 
about  3 Vo  billion,  so  it  comes  to  a little 
more  than  $9  per  person,  but  it  was  over  $95 
for  each  one  in  the  U.S. 

We  spend  about  $70  billion  here  for  all 
health  purposes,  not  just  doctors,  or  some- 
thing less  than  $350  per  individual.  The 
population  of  the  U.  S.  is  just  over  200 
million;  we  spent  27  billion  dollars  in  1970 
on  medical  care,  which  comes  to  some  $135 
per  person. 

We  are  spending  $80  million  annually 
just -to  promote  aspirin  and  aspirin-like 
over-the-counter  analgesics  in  the  U.  S.  We 
laid  out  $59  billion  in  1970  for  tobacco,  al- 
coholic beverages,  and  recreation. 

And  now  we’re  spending  $19  million  per 
year  on  advertising. 

There  are  only  three  important  numbers 
in  this  essay,  but  they  make  you  think. 

F.C. 

HOW  TO  READ  A BOOK 

A book  is  like  a loaf  of  bread ; it  has  an 
outside  and  an  inside.  They  are  the  crust 
and  the  crumb  in  the  bread,  and  the  cover 
and  the  leaves  in  the  book ; and  the  inside 
is  the  best  part.  Covers  can  be  hard,  and 
even  leather  and  vellum,  and  we  have  paper- 
backs to  save  money  we  don’t  save. 


March,  1973 


65 


On  the  outside  of  the  outside  there  is  a 
cover  called  a dust  jacket,  which  is  an  art 
form.  Inside,  there  are,  in  front  and  back, 
several  blank  pages  the  publisher  doesn’t 
know  what  to  do  with,  and  the  Title  Page, 
where  the  author  lists  his  uninteresting  cre- 
dentials which  didn’t  make  you  buy  the  book. 
Before  you  get  to  the  Title  Page,  there  is 
sometimes  a list  of  other  books  written  by 
the  same  fellow. 

Finally,  you  get  to  the  Foreword,  which 
is  a page  and  a half  of  words  by  somebody 
else  who  says  that  this  is  a good  book.  After 
that  comes  the  Dedication,  and  dedicating 
a book  is  something  like  blessing  hash. 
Then  you  come  to  the  Introduction,  or  even 
to  a Preface,  which  is  generally  long  and 
always  dull,  and  what  can  be  the  use  of  it, 
like  the  shadow,  is  more  than  I can  see.  This 
tells  you  why  he  wrote  the  book ; it  is  a 
sort  of  Apology  and  it  ends  with  Acknowl- 
edgments and  Expressions  of  Gratitude. 

Always  skip  the  Foreword,  the  Dedica- 
tion, the  Introduction,  the  Preface,  the 
Acknowledgments,  and  the  Blank  Pages. 
They  are  meant  only  to  impress  the  reader, 
and  serve  merely  to  waste  time,  if  he  is 
foolish  enough  to  look  at  all  that  nonsense. 

Next  comes  the  Table  of  Contents,  which 
is  simply  a list  of  the  Chapters,  and  then 
you  are  into  the  Text.  After  that,  if  there  is 
room  for  the  Text,  and  many  a book  would 
be  too  thin  if  it  were  all  Text,  and  look 
like  my  well-nourished  poodle  who  was 
really  a skinny  dog  after  I had  him  clipped, 
you  finally  come,  if  you  are  lucky,  to  an 
Index.  And  the  Title  Page,  the  Foreword, 
the  Introduction,  the  Preface,  the  Table  of 
Contents,  the  Text,  and  the  Index,  all  begin 
on  the  right  side. 


There  should  be  a law  against  a book  with- 
out an  Index. 


F.C. 


NOT  AT  NOON 

The  M in  7 AM,  if  you  are  up  at  that 
hour,  means  meridian,  and  the  meridian  is 
the  great  circle  drawn  from  wherever  you 
are  and  going  through  both  poles.  It  also 
means  the  highest  point  reached  by  a heav- 


enly body,  in  this  case  the  sun,  in  its  daily 
course,  and  so  it  used  to  mean  noon  or  mid- 
day. AM  stands  for  ante  meridiem  or 
before  noon,  and  PM  is  post  meridiem,  or 
afternoon. 

But  how  do  you  indicate  noon?  Some 
people  write  12  M for  noon,  midday,  I sup- 
pose; and  others  type  12  N for  noon  and 
12  M for  midnight.  Then  I’ve  seen  12  PM 
used  for  noon  and  12  AM  for  midnight,  and 
both  of  these  have  been  reversed. 

I like  M for  midnight  and  N for  noon, 
although  M may  mean  meridian  and  N can 
represent  night.  But  12  AM  means  12 
hours  before  noon,  which  is  midnight;  and 
12  PM  means  12  hours  after  noon,  which 
is  also  midnight. 

So  12  AM  and  12  PM  may  mean  the 
same  thing.  And  probably  there’s  no  such 
thing  as  12  AM  or  12  PM. 

If  the  chart  says  the  patient  had  a seizure 
at  12  M,  you’re  hopelessly  confused.  And 
the  word  “midnight”  doesn’t  tell  you  if  it’s 
Wednesday-to-Thursday  midnight  or  the 
next  one ; midnight  has  no  date. 

1 have  a simple  solution  to  this  perplex- 
ing problem. 

Never  do  anything  at  noon  or  midnight. 
Start  at  11:59  or  12:01.  Then  everybody 
will  know  what  you  mean. 

F.C. 


THE  HOSPITAL  LIBRARY 

Our  hospital  library  used  to  occupy  the 
lesser  half  of  the  record  room  and  contained 
biographies  and  adventure  stories.  Then 
came  a separate  room,  medical  journals,  and 
newer  textbooks.  All  of  this  looks  very  good. 

The  library  is  there  for  the  intern.  It 
serves  both  to  attract  him  and  to  supply 
him  for  reference  material.  But  when  in- 
ternships are  done  away  with,  what  is  to 
become  of  all  the  books  and  the  bound  jour- 
nals? 

Every  doctor,  of  course,  has  his  own  li- 
brary, at  home  or  in  his  office.  If  he  is 
a neurosurgeon,  he  will  have  more  books 
and  magazines  in  his  own  field  than  the 
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hospital  could  ever  have,  and  he  will  not 
need  the  hospital’s  book  on  obstetrics.  The 
hospital  library  will  be  inadequate  for  him, 
and  it  will  be  superfluous  as  well. 

On  my  last,  I mean  latest,  hundred  trips 
to  the  hospital  library,  I once  met  one  doc- 
tor. Is  the  hospital  library  an  anachronism? 

F.C. 


ONE  AUTHOR  AND  ONE  PAGE 

The  length  of  an  essay  is  important  to 
the  editor  and  to  the  reader.  Anything 
can  be  said  in  one  page,  or  two  at  the  most. 
Imposing  limitations  on  literary  style  is 
not  new;  sonnets  have  14  lines,  and  haiku 
composition  is  equally  rigid.  The  size  of 
medical  articles  is  increasing  ever  so  slowly, 
while  everybody  in  the  department  or  in 
the  office  now  adds  his  name  to  the  list 
of  authors. 

This  last  is  a stain  on  medical  writing 
that  can  do  the  profession  no  good.  A cele- 
brity says  that  he  has  not  finished  reading 
his  autobiography,  but  that  the  part  he  has 
read  is  not  true;  the  fellow  who  wrote  it 
did  not  get  his  facts  straight.  We  are  no 
better  when  15  authors  put  their  names  on 
one  paper  or  when  five  men  say  they  wrote 
a two-page  article,  or  when  it  takes  two  doc- 
tors to  compose  a one-page  manuscript. 

This  is  my  one-man  campaign  for  the  one- 
page  article  written  by  one  author. 

F.C. 


Risk  Factors  in  Coronaiy  Arteiy  Bypass 
Surgery  — N.  H.  Oldham  et  al  (Duke  Univ 
Medical  Center,  Durham,  NC  27710).  Arch 
Surg  105:918-923  (Dec)  1972. 

Clinical,  anatomical  and  hemodynamic  fac- 
tors influencing  the  operative  survival  of  276 
patients  undergoing  insertion  of  coronary 
artery  bypass  grafts  were  examined.  A sig- 
nificant relationship  was  present  between 
mortality  and  left  ventricular  performance. 
Left  ventricular  and  diastolic  pressure  great- 
er than  18  mm  Hg,  an  arteriovenous  oxygen 


difference  greater  than  6.0  vol%,  an  ejec- 
tion fraction  less  than  25%,  dyskinesia  of 
left  ventricular  contraction,  or  mitral  in- 
sufficiency were  each  associated  with  an  in- 
creased surgical  mortality.  Significant  ste- 
nosis of  the  main  left  coronary  artery  was 
associated  with  a 31%  mortality,  but  this 
was  reduced  to  18%  in  those  patients  receiv- 
ing grafts  to  both  the  circumflex  and  left 
anterior  descending  coronary  arteries.  In 
patients  with  severe  disease  of  multiple  ar- 
teries, the  best  results  were  obtained  when 
it  was  possible  to  graft  all  involved  major 
vessels. 


Effect  of  Malnutrition  on  Human  Central 
Nervous  System  Myelin  — J.  H.  Fox  et  al 
(500  S Kingshighway,  St.  Louis  63110). 
Neurology  22:1213-1216  (Dec)  1972. 

Myelin  was  isolated  at  autopsy  from  the 
brains  of  malnourished  and  control  infants. 
Previous  analysis  of  the  white  matter  of 
these  same  brains  revealed  deficiencies  of 
glycolipids,  plasmalogens,  and  proteolipids, 
compounds  closely  associated  with  myelin 
membranes.  The  isolated  myelin  was  of  nor- 
mal composition,  indicating  that  the  previ- 
ously noted  changes  were  due  to  a deficiency 
of  the  membrane  itself  I'ather  than  to  an 
alteration  in  its  composition  as  a result  of 
malnutrition. 


Angiographic  Assessment  of  Autogenous 
Vein  Grafts  — A.  R.  Downs  (Winnipeg 
General  Hosp,  Winnipeg,  Manitoba)  and 
I.  M.  Morrow.  Surgery  72:699-707  (Nov) 
1972. 

The  results  of  the  postoperative  angiogra- 
phic assessment  of  56  reversed  autogenous 
vein  bypass  grafts  are  reported.  The  causes 
of  late  vein  graft  failure  are  multiple.  Sig- 
nificant intrinsic  gi’aft  lesions  have  been 
identified  in  14  grafts,  with  occlusion  or 
symptomatic  stenosis  in  ten.  Progression  of 
proximal  and  distal  disease  has  been  demon- 
strated in  19  patients,  with  occlusion  in  five. 
Distal  occlusion  or  stenosis  as  a result  of 
clamp  injury  was  demonstrated  in  five  pa- 
tients. Anastomotic  aneurysms  were  present 
in  ten  patients,  with  graft  occlusion  in  three. 
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Mild  Anemia  Accompanied 
By  Systemic  Symptoms 


PITUITARY  disease  may  result 
in  diverse  clinical  manifesta- 
tions. The  following  case  is 
an  example  of  pituitary  disease  presenting 
as  anemia. 

Case  Report 

Fifteen  months  prior  to  admission,  a 
48  year  old  white  male  was  seen  by  his 
physician  for  symptoms  of  weakness, 
easy  fatigability  and  general  malaise. 
They  were  attributed  to  anemia;  and 
treatment  with  iron,  folic  acid  and  vita- 
min Bjo  was  initiated.  Subsequent  fol- 
lowup revealed  that  the  anemia  was  re- 
fractoi'y  to  therapy. 

Visual  changes  were  noted  by  the  pa- 
tient approximately  six  months  later. 
Initially,  there  was  blurred  vision,  with 
subsequent  complaints  of  visual  field 
impairment.  He  would  lose  sight  of 
objects  at  the  edge  of  his  visual  field 
or  of  objects  coming  toward  him.  The 
letter  P would  appear  as  F and  the  letter 
B as  E,  the  right  half  of  the  letter  be- 
ing cut  off.  Ophthalmologic  examina- 
tion revealed  bitemporal  constriction  of 
visual  fields  and  a small  dense  right 
temporal  hemianopic  scotoma  consist- 
ent with  pressure  on  the  chiasma. 

On  June  2,  1972  the  patient  was  ad- 
mitted to  the  Omaha  Veterans  Admin- 
istration Hospital  for  diagnostic  evalu- 
ation. In  addition  to  the  above  men- 
tioned symptoms,  a gradual  decrease  in 
the  need  to  shave  was  noted.  This  was 
associated  with  a progressive  loss  of  ax- 
illiary,  chest,  and  pubic  hair.  There  was 
a total  loss  of  libido,  and  a 1-5  lb  weight 
loss. 

Physical  examination  revealed  a mild- 
ly obese,  healthy  appearing  48  year  old 
white  male.  The  skin  was  dry  and  very 
pale,  with  fine  wrinkling  of  the  facial 
skin  (geroderma).  There  was  scanty 
fine  arm,  axillary,  chest,  and  groin  hair. 


JOSEPH  R.  RAFFETTO* 
and 

ROBERT  R,  RECKER,  M.D.f 
Creighton  University  School  of  Medicine, 
Department  of  Medicine, 

Section  of  Endocrinology 

The  temporal  visual  fields  were  dimin- 
ished bilaterally.  Fundoscopic  examin- 
ation was  normal,  except  for  an  old 
traumatic  cataract  on  the  left.  The 
deep  tendon  reflexes  were  hypoactive. 
The  testes  measured  2 cm  in  the  great- 
est dimension  (smaller  than  normal). 

Routine  laboratory  data  revealed  the 
following.  The  hemoglobin  was  13.8 
gm  % , hematocrit  37  % . The  plasma  cor- 
tisol was  5.7  ugm%.  Thyroid  studies  in- 
dicated hypofunction  with  a T3  resin  up- 
take of  23.1%,  a T^  of  3.3  ug/100  ml, 
and  a PBI  of  2.1  ug/TOO  ml.  Roentgeno- 
grams of  the  skull  showed  a midfloor 
depression  of  the  sella  with  a double 
floor  shadow.  The  AP  diameter  was 
20  mm,  and  depth  15  mm  (normal  — 
16  X 12).  Right  carotid  angiograms 
and  brainscan  were  normal. 

Surgical  intervention  revealed  a cys- 
tic tumor  in  the  sella  turcica.  Dark 
colored  fluid  under  pressure  was  aspir- 
ated, and  a tissue  sample  was  histolog- 
ically verified  as  a craniopharyngioma. 
The  patient  made  an  uneventful  recov- 
ery. Subsequent  followup  has  revealed 
return  of  normal  pituitary,  thyroid, 
and  adrenal  function. 

Discussion 

In  retrospect,  it  is  apparent  that  the  weak- 
ness and  fatigue  were  due  to  hypopitui- 
tarism, rather  than  anemia.  A clue  to  this 
diagnosis  was  the  fact  that  the  patient’s 
symptoms  of  weakness  and  fatigue  were  out 
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of  proportion  to  his  anemia.  A hematocrit 
of  37%  (about  5%  below  the  lowest  limit 
of  normal  for  adult  males)  does  not  repre- 
sent symptomatic  anemia. 

Hypopituitarism  is  a well  known  cause  of 
normocytic  normochromic  anemia.^’  2-  ^ This 
bone  marrow  hypofunction  results  from  a low 
level  or  action  of  erythropoietin  secondary 
to  low  or  absent  levels  of  hormones  under  the 
control  of  pituitary  tropic  hoiTHones.^ 

Mild  anemia  accompanied  by  symptoms 
is  indicative  of  an  underlying  systemic  dis- 


ease such  as  malignancy  or  endocrine  or 
metabolic  abnormality.  These  can  be  sus- 
pected with  careful  history  and  physical 
examination.  Appropriate  studies  can  then 
be  perfomied  promptly  so  that  treatment  is 
not  delayed. 
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ORIGINAL  ARTICLES 


Post-Myocardial  Infarction  Ventricular 
Septal  Defect  and  Ventricular  Aneurysm 
Report  of  a Case  with  Successful  Repair 


Rupture  of  the  muscular  ven- 
tricular septum  following  myo- 
cardial infarction  occurs  in  0.5- 
1.0  percent  of  transmural  infarctions,  and  re- 
sults in  1-2  percent  of  the  total  deaths  as- 
cribed to  acute  myocardial  infarction. ^ With- 
out surgical  intervention,  80-90  percent  of  pa- 
tients with  rupture  of  the  ventricular  sep- 
tum following  a myocardial  infarction  die 
within  two  months.^  If  a ventricular  septal 
defect  is  present,  it  has  been  shown  that  an 
associated  ventricular  aneurysm  is  common. ^ 
It  is  important  to  establish  the  presence  or 
absence  of  a ventricular  aneurysm  by  left 
ventricular  angiography,  since  the  surgical 
survival  rate  is  better  with  a combined  ven- 
tricular septal  defect  repair  and  aneurysm  re- 
section (79%  of  patients  survived  two  months 
post  op)  than  ventricular  septal  defect  re- 
pair alone  (44%  of  patients  survived  two 
months)  J 

We  recently  had  the  opportunity  to  study 
and  successfully  repair  this  extremely  lethal 
combination  of  lesions. 

Ca.se  History 

A 65-year-old  white  male  physician, 
was  hospitalized  on  August  6,  1971,  with 
severe  precordial  chest  pain.  An  acute 
inferior  myocardial  infarction  was  prov- 
en by  serial  electrocardiographic  and 
serum  enzyme  changes.  Six  days  later, 
a loud  systolic  murmur  was  first  detect- 
ed. However,  no  clinical  deterioration 
developed  until  August  27,  1971,  when 
he  developed  a junctional  tachycardia 
with  aberrant  ventricular  conduction. 
Approximately  24  hours  later  he  devel- 
oped acute  pulmonary  edema,  hypoten- 
sion, and  oliguria.  After  treatment  with 
digoxin,  furosemide  and  metaraminol 
the  patient  stabilized,  but  remained  cri- 
tically ill. 

On  August  28,  1971,  this  patient  was 
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reevaluated  for  possible  cardiac  cathe- 
terization. Initial  left  arm  blood  pres- 
sure was  90/70  mm  Hg;  heart  rate  80- 
90  per  minute  and  regular.  The  skin 
temperature  and  mental  status  were 
normal.  Carotid  pulses  were  diminished 
in  volume  and  compatible  with  a low 
cardiac  output.  Palpation  of  the  pre- 
cordium  revealed  a prominent  systolic 
thrill  which  was  more  prominent  at  the 
apex  than  at  the  lower  left  sternal  bor- 
der. No  unusual  left  ventricular  or 
right  ventricular  lift  was  palpable.  Both 
third  and  fourth  sound  gallops  were 
audible,  especially  along  the  lower 
left  sternal  border.  A grade  IV-V/VI 
harsh,  holosystolic  murmur  was  heard 
all  over  the  precordium  and  over  both 
sides  of  the  back,  but  was  definitely 
louder  at  the  apex  than  at  the  lower 
left  sternal  border.  No  diastolic  mur- 
mur was  present.  The  remainder  of  the 
physical  examination  was  normal. 

An  electrocardiogram  showed  noimal 
sinus  rhythm,  evolutionary  changes  of 
an  acute  inferior  myocardial  infarction, 
and  ST  and  T wave  changes  in  the  left 
precordial  leads.  A chest  x-ray  showed 
mild  cardiac  enlargement  with  central 
pulmonary  vascular  congestion,  but  the 
peripheral  pulmonary  vasculature  did 
not  suggest  a left-to-right  shunt. 

The  clinical  impression  was  that  the 
patient  had  acquired  either  acute  mitral 
regurgitation  secondary  to  papillary 
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muscle  dysfunction,  or  a ventricular  sep- 
tal defect.  But  the  latter  was  felt  to  be 
less  likely  by  some  examiners  because 
the  murmur  and  thrill  were  more  prom- 
inent at  the  apex  than  at  the  left  sternal 
border. 

Left  heart  catheterization  and  selec- 
tive coronary  arteriography  were  per- 
formed on  August  30,  1971.  Left  ven- 
tricular pressure  prior  to  angiography 
was  100/28  mm  Hg.  The  main  left  and 
left  anterior  descending  coronary  arteries 
were  entirely  nomial.  A nondominant 
left  circumflex  coronary  artery  was  oc- 
cluded in  its  proximal  portion  with  a 
small  distal  vessel.  A dominant  right 
coronary  artery  showed  two  areas  of 
high  grade  (90  percent)  obstruction  in 
its  proximal  third,  with  aneurysmal 
formation  between  the  two  obstructions. 
In  addition,  the  posterior  descending 
coronary  artery  was  totally  occluded  and 
nonvisualized.  A left  ventriculogram  in 
a right  anterior  oblique  pro j ection 
showed  no  mitral  insufficiency,  but  a 


ventricular  aneurysm  was  visualized  on 
the  inferior  basal  area  of  the  ventricular 
wall.  The  distal  half  of  the  ventricle, 
including  the  apex  and  anterior  wall, 
contracted  noiTnally.  In  the  left  anterior 
oblique  projection,  a second  left  ven- 
triculogram visualized  a large  ventricu- 
lar septal  defect.  The  patient  tolerated 
the  procedure  well,  and  over  the  next 
24  hours  was  weaned  off  metaraminol 
completely.  No  further  trouble  with 
hypotension,  left  ventricular  failure,  or 
oliguria  developed.  On  September  29, 
1971,  a right  heart  catheterization  dem- 
onstrated moderate  pulmonary  hyper- 
tension and  a large  left-to-right  shunt 
of  63%,  or  a pulmonary-to-systemic 
flow  ratio  of  2.7. 

Open  heart  surgery  was  performed 
on  November  4,  1971.  There  was  a palp- 
able, marked  atherosclerotic  disease 
along  the  course  of  the  left  circumflex 
and  right  coronary  arteries.  A large 
ventricular  aneurysm  was  noted  at  the 
base  of  the  left  ventricle,  involving  the 


Figure  1.  Demonstrates  the  appearance  of  the  posterior  surface 
of  left  ventricle,  with  the  posterior  descending  coronary  arteiT  on 
top  of  a ventricular  aneurysm. 
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ventricular  septum.  The  posterior  des- 
cending coronary  artery,  which  origin- 
ated from  the  right  coronary  artery, 
coursed  over  the  top  of  the  aneurysm 
(Fig.  1).  The  ventricular  aneurysm  was 
opened  and  two  ventricular  septal  de- 
fects, each  measuring  2x3  cm,  were 
noted  in  the  inferior  ventricular  sep- 
tum (Fig.  2).  The  ventricular  septal 
defects  were  managed  by  eight  inter- 
rupted sutures,  which  were  brought 
through  the  heart  and  tied  over  a teflon 
buttress  on  the  outside  of  the  heart 
(Fig.  3).  A portion  of  the  aneurysm 
was  markedly  thinned  out,  and  this  was 
plicated  with  interrupted  mattress  su- 
tures tied  over  a teflon  buttress.  The 
remaining  portion  of  the  aneurysm  to 
the  left  of  the  right  coronary  artery  was 
then  excised,  and  the  ventriculotomy 
was  closed  with  running  suture  over  a 
teflon  buttress  (Fig.  4).  The  right  and 
posterior  descending  coronary  arteries 
were  exposed,  but  it  was  obvious  that 
revascularization  would  be  noncontribu- 


tory. After  closure  of  the  ventriculot- 
omy, the  heart  immediately  responded 
with  good  cardiac  function  and  normal 
sinus  rhythm. 

The  initial  postoperative  course  was 
reasonably  satisfactory.  However,  on 
December  25,  1971,  he  was  readmitted 
to  Bryan  Memorial  Hospital  because  of 
epigastric  pain.  Abdominal  examina- 
tion demonstrated  a pulsatile  mass  in 
the  midepigastrium  contiguous  to  and 
to  the  right  of  the  aorta,  with  a systolic 
bruit.  Emergency  exploratory  surgery 
was  advised  because  of  the  possibility 
of  a leaking  abdominal  aortic  aneurysm. 
At  surgery,  a large  periaortic  inflamma- 
tory mass  was  discovered.  The  patho- 
logical diagnosis  was  acute  and  chronic 
retroperitoneal  fasciitis,  of  unknown 
etiology.  No  malignant  cells  were  seen. 
He  gradually  recovered  without  corti- 
costeroid treatment,  and  at  the  present 
time  he  is  doing  well,  7 months  postop. 


Figure  2.  Inside  appearance  of  the  left  ventricle  with  2 inferior  septal  defects. 
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Discussion 

The  clinical  diagnosis  of  a ruptured  ven- 
tricular septum  following  myocardial  infarc- 
tion is  based  upon  the  appearance  of  a new 
systolic  murmur,  which  is  classically  loud, 
harsh,  holosystolic,  with  maximal  intensity 
at  the  lower  left  sternal  border,  and  usually 
accompanied  by  a thrill.  The  differential 
diagnosis  includes  papillary  muscle  rupture, 
and  infarcted  but  intact  papillary  muscles 
with  papillary  muscle  dysfunction. 

Papillary  muscle  rupture  is  characterized 
by  a rapid  downhill  course  with  death  in  48 
hours  unless  surgery  is  promptly  performed. 
The  murmur  of  papillary  muscle  dysfunction 
is  typically  not  as  loud  and  prominent  as  in 
a ruptured  ventricular  septum,  because  the 
surrounding  left  ventricular  wall  is  infarct- 
ed, creating  poor  myocardial  function,  low 
cardiac  output,  and  low  velocity  of  the  mitral 
regurgitation. 2- 3 Since  the  intensity  of  the 
murmur  of  mitral  regurgitation  depends 


more  on  the  velocity  of  flow  than  the  volume 
of  flow,  the  muiTnur  of  papillary  muscle  dys- 
function will  frequently  be  soft.  In  fact, 
some  patients  have  been  shown  to  have  mod- 
erate-to-severe  mitral  regurgitation  with  no 
murmur  at  all.® 

The  location  of  the  systolic  muiTnur  is  fre- 
quently of  help,  since  a ventricular  septal  de- 
fect murmur  should  be  more  prominent  at 
the  lower  left  sternal  border,  and  a mitral 
regurgitation  munnur  should  be  louder  at 
the  apex.  However,  as  shown  by  this  case, 
and  other  reported  cases,^  the  murmur  and 
thrill  of  a ventricular  septal  defect  may  be 
more  prominent,  or  at  least  as  equally  promi- 
nent, at  the  apex  with  good  radiation  to  the 
left  axilla  and  back. 

The  reason  for  this  prominent  apical  lo- 
cation of  a ventricular  septal  defect  murmur 
is  probably  related  to  the  location  of  the 
defect.  In  the  presence  of  a congenital  ven- 
tricular septal  defect  of  the  usual  membran- 


Figxire  3.  Demonstrates  the  technique  of  surgical  closure  of  the  ventricular  septal 
defects. 
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ous  type,  the  blood  jets  into  the  outflow 
tract  of  the  right  ventricle,  and  therefore 
is  heard  best  along  the  left  stenial  border. 
However,  in  an  acquired  ruptured  ventricu- 
lar septum  from  acute  myocardial  infarction, 
it  is  muscular  in  origin,  and  depending  on 
its  location  in  the  septum,  may  have  a dif- 
ferent radiation.  If  it  is  an  anterior  septal 
rupture,  it  may  have  a radiation  exactly 
like  a congenital  membranous  septal  defect. 
However,  if  the  defect  is  low,  or  posterior  in 
the  septum,  as  in  our  case,  it  certainly  is 
theoretically  possible  that  the  jet  of  blood 
is  oriented  more  inferior  toward  the  lateral 
and  apical  wall  of  the  light  ventricle.  It 
is  also  possible  that  with  a posterior  location 
of  the  defect,  the  jet  may  impinge  upon 
the  posterior  and/or  septal  leaflet  of  the 
tricuspid  valve,  with  a richochet  jet  off  the 
leaflet  toward  the  apex  of  the  right  ven- 
tricle. Finally,  if  there  is  an  associated  ven- 
tricular aneurysm  bulging  into  the  right  ven- 
tricle, the  jet  lesion  may  be  distorted  by  the 
aneurysm,  and  again  it  would  have  unusual 
radiation. 

In  summary,  as  far  as  the  clinical  diag- 


nosis is  concemed,  if  a loud  systolic  murmur 
with  a thrill  develops  following  a myocardial 
infarction,  and  the  patient  survives  48  hours, 
a ventricular  septal  defect  is  the  most  likely 
diagnosis,  even  though  the  murmur  may  be 
loudest  at  the  apex.  If  the  murmur  is  loud- 
est at  the  apex,  an  associated  left  ventricu- 
lar aneurysm  should  be  excluded. 

It  is  a common  belief  that  a ruptured  ven- 
tricular septum  after  a myocardial  infarc- 
tion is  typically  a complication  of  anterior 
or  anteroseptal  myocardial  infarction.  This 
makes  sense  because  the  left  anterior  des- 
cending coronary  artery  supplies  virtually 
all  the  muscular  ventricular  septal  blood  sup- 
ply.® However,  Seltzer  et  al  reported  that 
out  of  10  patients  with  a postmyocardial  in- 
farction ventricular  septal  defect,  8 showed 
inferior  wall  infarction  on  the  electrocardio- 
gram.^ The  inferior  location  of  the  ruptured 
septum  and  aneurysm  in  our  patient,  in  com- 
bination with  a normal  left  anterior  descend- 
ing coronary  artery,  emphasizes  that  this 
complication  can  occur  without  involvement 
of  the  anterior  left  ventricular  wall. 


Figure  4.  Demonstrates  the  surgical  closure  of  the  left  ventriculotomy 
after  the  aneurysm  was  excised. 
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Minimal  left  heart  catheterization  and 
coronary  arteriography  data  is  available  on 
patients  with  this  combined  lesion  of  a post- 
myocardial  infarction  ventricular  septal  de- 
fect and  ventricular  aneurysm.  In  only  one 
other  case  is  it  definitely  known  that  the  left 
anterior  descending  coronary  artery  was  en- 
tirely normal.®  The  lack  of  data  is  piimarily 
due  to  previous  reluctance  to  perfonn  left 
heart  angiography  and  coronary  arteriog- 
raphy in  critically  ill  patients.  However, 
with  increasing  experience,  especially  with 
the  preinfarction  syndrome,  it  has  been 
learned  that  this  type  of  study  can  be  per- 
foiTued  with  a small  risk. 

The  critical  information  needed  to  select 
the  patients  for  surgical  therapy  is  the 
following:  (1)  Is  there  a ventricular  septal 
defect?  (2)  Is  there  mitral  regurgitation? 
(3)  What  is  the  functional  status  of  the 
residual  uninfarcted  myocardium?  (4)  Is 
there  a ventricular  aneurysm?  (5)  What 
is  the  degree  of  coronary  artery  disease? 
In  none  of  the  reported  cases  is  there  any 
description  of  the  myocardial  contractility 
on  left  ventricular  angiography.  As  shown 
by  the  experience  with  saphenous  vein 
graft  surgery  on  poorly  contractile  ven- 
tricles, this  is  the  most  critical  information 
that  is  needed.  As  shown  by  this  case,  if 
there  is  a patent  left  anterior  descending 
coronary  artery  and  good  myocardial  con- 
tractility of  the  uninfarcted  wall,  the  surgical 
risk  may  be  small.  But,  if  there  is  three- 
vessel  coronary  artery  disease  with  involve- 


ment of  both  the  inferior  and  anterior  walls 
of  the  left  ventricle,  then  the  surgical  risks 
are  extremely  high,  and  surgery  may  not  be 
advisable. 

This  does  not  mean  that  right  heart 
catheterization  is  unimportant.  But  it  is 
known  in  the  majority  of  patients  with  post- 
myocardial  infarction  ventricular  septal  de- 
fects, that  the  left  to  right  shunt  is  large, 
with  moderate  to  severe  pulmonary  hyper- 
tension.^ Therefore,  as  in  our  patient,  if 
the  flow  data  is  desired,  the  patient  can  be 
returned  to  the  cardiac  laboratory  later, 
when  he  is  more  stable.  When  the  patient 
is  critically  ill,  the  procedure  should  be  per- 
fomied  as  rapidly  as  possible  with  the  great- 
est amount  of  information;  this  can  best  be 
accomplished  by  a left  ventricular  angiogram 
with  coronary  arteriography. 
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Neurologic  Involvement  of  Thrombotic 
Thrombocytopenic  Purpura,  1972 


Thrombotic  thrombocytopenic 
purpura  (TTP)  is  an  uncom- 
mon, grave  purpuric  disease, 
often  acute,  commonly  presenting  cerebral 
symptoms  and  high  mortality.  It  provides 
interesting  discussion  at  clinicopathologic 
conferences  and  is  usually  listed  as  one  of 
the  collagen  diseases.  The  clinical  picture 
reveals : 

No  age  group  spared  although  most  in 
20  to  50  year  age  group. 

Females  2:1. 

Usually  acute  onset,  evolution,  course. 
Occasional  exceptions  noteworthy. 

Myalgia,  arthralgia. 

Lowgrade  febrile  state. 

Purpura,  bleeding. 

Icterus  (mild). 

Multiple  system  involvement. 

Cerebral 

Renal 

Myocardial 

Gastrointestinal 

Hepatosplenomegaly 

Laboratory  data. 

Hemolytic  anemia. 

Thrombocytopenia. 

Reticulocytosis. 

Hematuria,  casts,  proteinuria. 
Uremia. 

Hyperbilirubinemia  (mild) 

The  usual  course  is  acute  or  subacute  with 
high  incidence  of  fatality  in  several  days 
or  a few  weeks.  However,  15  to  20  percent 
of  patients  show  a more  chronic  course, 
waxing  and  waning,  rarely  even  undergoing 
remission  over  months.  This  prolonged  form 
may  be  manifested  by  a long  prodromal  ill- 
ness of  weeks,  rarely  even  months  (with 
malaise,  anemia,  rheumatic  symptoms  or  gas- 
trointestinal distress)  before  the  final  ac- 
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celeration  of  the  disease  occurs.  In  other 
patients,  once  ill,  it  is  the  subsequent  course 
which  is  prolonged  over  months.  Rarely 
even  ultimate,  spontaneous  recovery  has 
been  described. 

Cerebral  involvement  is  commonly  early 
and  prominent.  Cerebral  symptoms  are  the 
first  or  one  of  first  symptoms  in  50  percent 
of  patients.  By  the  time  they  are  hospital- 
ized, 70  percent  of  patients  disclose  cerebral 
involvement  and  eventually  90  percent  do. 
Usually  more  than  one  of  the  following  ap- 
pear : 

Headaches. 

Lethargy,  confusion,  delirium,  stupor. 

Convulsions. 

Focal  cerebral  deficit. 

Subarachnoid  bleeding  (usually  mild). 

In  50  percent  of  patients  neurologic  fea- 
tures wax  and  wane,  even  undergo  remission 
or  shift  kaleidoscopically.  A remission  usu- 
ally occurs  only  once  although  in  5 to  10  per- 
cent of  patients  more  than  one  remission 
develops.  These  remissions  and  relapses 
may  appear  much  like  the  transient  ischemic 
attacks  commonly  associated  with  athero- 
sclerotic cerebral  disease. 

Most  common  first  symptoms  consist  of 
stupor,  coma,  and  mental  changes.  These 
are  followed  in  order  of  frequency  by  hemi- 
paresis,  aphasia,  convulsions,  hemisensory 
loss,  ataxia,  and  visual  field  defect.  Myelitic 
involvement  has  been  recorded  rarely  (Gar- 
land). 

Spinal  fluid  examination  is  usually  nor- 
mal, although  the  occasional  patient  discloses 
subarachnoid  bleeding  (not  of  arterial  or- 
igin). EEG  tracings  vary  considerably. 
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many  disappointingly  normal  despite  con- 
siderable clinical  defect.  Diffuse  abnormal- 
ity is  not  unusual,  and  correlates  generally 
with  the  state  of  consciousness.  Focal  ab- 
normalities may  appear. 

Ocular  fundus  demonstrates  small  retinal 
hemorrhages  in  20  percent  of  patients.  Less 
often,  papilledema,  retinopathy  of  hyper- 
tension or  renal  failure  and  retinal  detach- 
ment appear. 

Renal  symptoms  may  be  outstanding. 
Hematuria,  oliguria,  findings  of  “nephritis,” 
uremia,  and  acute  hypertensive  crisis  may 
present  sufficiently  to  be  at  least  transiently 
distracting  to  appreciation  of  the  complete 
picture. 

Clinically,  the  appearance  of  five  clues 
(“TTP  pentad”)  brings  this  disease  to  mind: 
hemolytic  anemia,  thrombocytopenic  pur- 
pura, cerebral  symptoms,  fever,  and  renal 
disease. 

(Adams,  R.  D.,  Allanby,  Amorosi, 
Armed  Forces  Institute,  Aronson,  Bernard, 
J.,  Bernard,  R.  P.,  Bruno,  Casale,  Chung, 
Cox,  E.  C.,  DeSaussure,  Diewitz,  Distenfeld, 
Edmondson,  Field,  R.  A.,  Friedman,  Gef- 
frey, Kennedy,  A.,  Krentz,  Levin,  H.,  McCor- 
mack, Moschcowitz,  Muller,  O’Leary,  Paz, 
Penny,  Percival,  Pessin,  Piver,  Rogers,  D.  E., 
Sheets,  Silverstein,  Suddarth,  Tapp,  Tennant, 
VanSlyck,  Weeks.) 

Hemolytic-uremic  syndrome  (also  called 
microangiopathic  hemolytic  anemia)  may  be 
confused  with  TTP.  In  our  present  incom- 
plete state  of  knowledge  it  appears  that 
hemolytic-uremic  syndrome  (HU)  may  be  a 
manifestation  of  several  diseases: 

HU  syndrome  of  children  (infectious). 

TTP. 

Terminal  feature  of  severe  hypertension. 

Malignant  ( accelerated ) . 

Eclampsia. 

Renal  cortical  necrosis. 

Acute  necrotizing  glomerulo- 
nephritis. 

Periarteritis  nodosa. 

Disseminated  carcinoma. 

One  is  tempted  to  theorize  that  HU  in  some 
instances  is  a variant  of  TTP,  as  it  occurs 


especially  in  infants  and  small  children. 
Clinically,  HU  is  characterized  by: 

Most  patients  are  infants,  small  children 
mostly  under  one  year  of  age  (occa- 
sional exceptions). 

Antecedent  acute  infectious  disease. 

Upper  respiratory. 

Gastrointestinal. 

No  sex  predominance. 

Winter  season ; small  epidemics  of  HU. 

Rapid  evolution  but  only  20  percent 
mortality. 

Primarily  renal  involvement. 

Acute  renal  failure;  oliguria. 

Microangiopathy. 

Hemolytic  anemia ; thrombocytopenia. 

Hepatomegaly. 

Bleeding  tendency  (skin,  urinary,  gas- 
trointestinal). 

Fifty  percent  hypertensive. 

Twenty-five  percent  have  convulsions. 

Usually  unrelated  to  uremia. 

Possibly  related  to  hypertensive 
crisis  or  disseminated  intravas- 
cular coagulation. 

Irritability,  tremor,  ataxia. 

Transient  hemiparesis. 

• Stupor,  coma,  decerebrate  rigidity. 

Microangiopathy  limited  to  kidney. 

Incidence  of  neurologic  features  is  not  as 
high  as  with  TTP  and  these  appear  related 
more  to  hypocalcemia,  metabolic  acidosis, 
renal  failure  and  sudden  changes  in  os- 
molality. (Blecher,  Breton,  Chaptal,  Chris- 
tiaens,  Christoffersen,  Clarkson,  Denys, 
Dunea,  Editorial  Scot.  Med.  J.,  Hinton,  Lie- 
berman,  Marie,  McCutcheon,  Meadow,  Mon- 
nens,  Rohmer,  Singer,  Szekely). 

The  primary  lesion  in  TTP  is  a micro- 
angiopathy at  arteriolarcapillary  junction 
with  a subendothelial  deposit  of  hyalin  ma- 
terial (fibrin?).  The  endothelium  becomes 
swollen,  proliferates,  and  breaks,  offering 
a focus  for  platelet  deposition,  thus  remov- 
ing platelets  from  circulation  in  quantity, 
and  forming  countless  occlusions  at  arteri- 


March,  1973 


77 


olar  and  capillary  sites.  The  disorder  is 
widespread  with  brain,  kidneys,  myocardi- 
um, adrenal  glands,  and  pancreas  outstand- 
ingly affected.  Thrombocytopenia  and  pos- 
sibly also  defibrinization  result  in  petechial 
hemorrhages  at  the  sites  of  microinfarction. 
These  often  coalesce  to  present  at  least  gross- 
ly visible  petechial  hemorrhages.  Marantic 
endocarditis  is  found  at  postmortem  in  ap- 
proximately 30  percent  of  patients,  and  like- 
ly accounts  for  the  cerebral  embolism  (or 
larger  vessel  infarction)  found  in  some  pa- 
tients. The  brain,  of  course,  may  be  addi- 
tionally involved  if  renal  failure  and  severe 
hypertension  develop. 

L.\miph  node  biopsy  and  paraffin  sections 
of  bone  marrow  aspirate  are  of  diagnostic 
value  in  50  to  70  percent  of  patients. 

(Adams,  R.  D.,  Anned  Forces  Institute, 
Aronson,  Casale,  Edmondson,  Field,  R.  A., 
Friedman,  Jones,  K.  S.,  Kelley,  R.,  Lerman, 
Lerner,  Levin,  Lynch,  McKay,  D.  G.,  Muller, 
Paz,  Pessin,  Rivero,  Rogers,  Sheets,  Taub, 
Tapp,  Thomson,  VanSlyck,  Weeks.) 


Treatment  of  TTP,  while  not  uniformly 
successful,  today  appears  to  depend  mostly 
on  large  doses  of  steroids,  and  splenectomy. 
To  this  may  be  added  heparin  in  anticoagu- 
lant doses.  Exchange  transfusions,  20  per- 
cent solution  of  MgSO^  intramuscularly,  and 
intravenous  dextran  infusions  have  also 
been  used  with  apparent  value.  (Allanby, 
Bernard,  Casale,  Distenfeld,  Fiddes,  Hell, 
L e r n e r,  Moorhead,  Richardson,  Rivero, 
Scharoff,  Tartaglia,  VanSlyck.) 

TTP  With  Other  Collagen  Diseases 

Clinical  or  pathologic  features  of  other 
collagen  diseases  have  been  reported  with 
TTP,  especially  SLE,  some  of  whose  features 
may  appear  distinctly  in  20  to  25  percent 
of  patients  with  TTP.  Rare  concomitants 
of  rheumatoid  arthritis,  penarteritis  nodosa 
and  Sjogren’s  syndrome  have  also  been  re- 
ported. (Alpert,  Benitez,  Levine,  S.,  Nor- 
kin,  Ramkissoon,  Reiner,  Steinberg,  A.  D., 
Thomson.) 

References  available  from  author. 

(This  report  aided  in  part  by  research  grant  NLM- 
EP  2ROI  LM00636-04  National  Institute  of  Health).. 
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Complete  Replacement  of  the  Ascending 
Aorta  and  the  Aortic  Valve 
In  Marfan's  Syndrome 


Introduction 

MARFAN’S  syndrome  is  a hered- 
itable  generalized  disoi’der  of 
connective  tissue  in  which  life 
expectancy  is  greatly  reduced.  Clinically, 
the  most  prominent  abnormalities  are  found 
in  the  skeleton,  the  eye,  and  the  cardiovas- 
cular system.  The  typical  clinical  picture 
is  easily  recognized  in  the  patient  with  long, 
thin  extremities,  arachnodactly,  hyper- 
extensible  joints,  chest  deformity,  dislocat- 
ed lenses,  and  evidence  of  aortic  dilatation. i 
Cardiac  complications,  particularly  aortic 
dilatation  and  insufficiency,  and  dissection 
or  rupture  of  the  ascending  aorta,  lead  to 
the  greatly  reduced  life  expectancy.  A re- 
cent report  described  the  long  term  follow- 
up of  257  patients  with  Marfan’s  syndrome, 
and  the  average  age  at  death  in  72  deceased 
patients  was  32  years. ^ Cardiac  problems 
led  to  52  of  the  56  deaths  of  known  cause, 
with  aortic  dilatation  and  its  complications 
accounting  for  80%  of  the  deaths. 

Wheat  and  his  associates  first  reported 
a successful  replacement  of  the  ascending 
aorta  and  aortic  valve  in  Marfan’s  syndrome 
in  1964.®  Since  their  report,  repair  or  re- 
placement of  the  ascending  aorta  and  aortic 
valve  has  remained  a difficult  technical  pro- 
cedure due  to  the  necessity  of  reimplanta- 
tion of  the  coronary  ostia,  plus  the  diffi- 
culty in  obtaining  a leak  - proof  suture  line 
in  a diseased,  fragile  aorta.  Edwards  and 
Kerr  recently  reported  a safer  technique 
for  replacement  of  the  entire  ascending 
aorta  and  aortic  valve,  that  is,  not  resect- 
ing the  ascending  aorta,  but  suturing  the 
aneurysmal  sac  over  a synthetic  graft  in- 
serted into  the  ascending  aorta,  with  an 
artificial  prosthetic  valve  sutured  into  the 
base  of  the  artificial  graft. 

The  purpose  of  this  report  is  to  describe 
a case  of  Marfan’s  syndrome  in  a 47  year  old 
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male,  in  which  successful  replacement  of  the 
entire  ascending  aorta  and  aortic  valve  with 
reimplantation  of  the  coronary  ostia  was  ac- 
complished by  the  technique  of  Edwards  and 
Kerr. 

Case  History 

A 46  year  old  white  male  had  a his- 
tory of  a heart  murmur  for  at  least  15 
years.  He  was  asymptomatic  until 
August,  1970,  at  which  time  he  noticed 
a gradual  decrease  in  his  exercise  toler- 
ance, and  developed  paroxysmal  noc- 
turnal dyspnea.  In  early  November, 
1970,  he  was  hospitalized  with  acute 
left  ventricular  failure,  which  respond- 
ed readily  to  digitalis  and  diuretics. 

On  November  10,  1970,  physical  ex- 
amination revealed  a tall,  thin,  white 
male  in  no  distress.  His  height  was 
751/2  inches,  weight  148  pounds,  right 
arm  blood  pressure  122/20/0  mm  Hg, 
left  arm  blood  pressure  110/20/0  mm  Hg 
and  his  pulse  92  and  regular.  The  typi- 
cal stigmata  of  Marfan’s  syndrome  was 
present,  characterized  by  bilateral  sub- 
luxation of  his  lenses,  a high  arched 
palate,  arachnodactyly  of  his  hands  and 
feet,  and  a pigeon  -breast  deformity  of 
his  chest.  Peripheral  pulses  were  water- 
hammer,  and  typical  of  severe  aortic 
insufficiency.  A Grade  11/ VI  systolic 
ejection  murmur  was  heard  along  the 
left  sternal  border,  with  radiation  to 
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the  base  of  the  heart,  into  the  carotids, 
and  also  well  heard  at  the  apex.  It  was 
followed  by  a Grade  III/VI  decrescendo 
murmur  of  aortic  insufficiency,  maximal 
at  the  fourth  left  interspace,  but  heard 
over  the  entire  precordium.  The  re- 
mainder of  the  examination  was  normal. 

An  electrocardiogram  showed  voltage 
for  left  ventricular  hypertrophy.  Chest 
films  following  his  episode  of  pulmon- 
ary congestion  showed  moderate  cardio- 
megaly  and  pulmonary  venous  conges- 
tion. 

Right  and  left  heart  catheterization 
was  performed  on  November  19,  1970. 
Right  atrial  pressure  was  7/4  mm  Hg, 
right  ventricle  30  '5  mm  Hg,  pulmonary 
artery  wedge  18/11  mm  Hg  with  an  18 
mm  Hg  V wave.  Left  ventricular  pres- 
sure was  130/19  mm  Hg  and  aortic 
pressure  130  45  mm  Hg.  The  cardiac 
index  was  2.5  liters  per  minute  per 
square  meter.  A hydrogen  inhalation 
study  was  negative  for  a left-to-right 


ascending  aorta. 


shunt.  Aortic  root  angiography  re- 
vealed a massively  dilated  aortic  root 
with  severe  aortic  regurgitation. 

Open  heart  surgery  was  performed  on 
December  9,  1970.  A very  large  aneu- 
rysm of  the  ascending  aorta  in  the  re- 
gion of  the  sinus  of  valsalva  was  dis- 
covered on  opening  the  chest  (Diagram 
#1).  A marked  thrill  was  palpable  over 
this  area.  The  patient  was  placed  on 
cardiopulmonary  bypass,  and  the  aorta 
was  crossclamped.  After  the  aneurysm 
of  the  proximal  ascending  aorta  was 
opened  longitudinally,  marked  aortic  in- 
sufficiency was  noted.  The  aortic  valve 
was  excised,  and  both  the  right  and  left 
coronary  arteries  were  perfused.  A 
No.  8 cutter  prosthetic  valve  was  su- 
tured into  the  end  of  a IH2  inch  woven 
teflon  tubular  graft,  and  this  was  su- 
tured into  the  aortic  annulus  with  in- 
terrupted sutures.  The  graft  was 
brought  up  to  the  distal  ascending 
aorta  in  the  region  of  the  innominate 


Diagram  No.  2 

The  composite  teflon  graft  with  the  cutter  valve  is 
sutured  in  place  inside  the  aneurysmal  sac.  The  side 
holes  in  the  graft  are  apparent  and  the  coronary  ostia  is 
sutured  to  these  respective  side  holes. 
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artery,  and  this  was  sutured  inside  the 
aorta  for  about  % of  its  circumference. 
Side  holes  were  placed  in  the  graft  to 
correspond  with  the  coronary  ostia. 
Coronary  perfusion  was  then  continued 
from  within  the  graft.  The  aortic  wall 
was  sutured  around  the  side  holes  in 
the  graft,  thus  incorporating  both  the 
left  and  right  coronary  ostia  into  the 
graft  (Diagram  #2).  The  distal  anas- 
tomosis was  completed  and  the  coronary 
perfusion  catheters  withdrawn.  The 
aneurysmal  sac  was  brought  over  the 
teflon  graft,  and  sutured  tightly  with 
interrupted  mattress  sutures  (Diagram 
#3).  The  postoperative  course  was  un- 
complicated and  the  patient  was  dis- 
charged 14  days  later. 

On  February  1,  1971,  cardiac  auscul- 
tation revealed  a Grade  II/VI  early- 
systolic  ejection  murmur  at  the  left 
sternal  border,  followed  by  a Grade 
I-II/VI  decrescendo  diastolic  murmur  of 
aortic  insufficiency.  It  was  the  first 
time  this  murmur  was  detected  in  the 


Diagram  No.  3 

Aneurysmal  sac  is  then  sutured  across  the  composite 
graft  affording  excellent  hemostasis. 


postoperative  period.  The  cuff  blood 
pressure  was  122/68  millimeters  of  Mer- 
cury. Medications  were  Lanoxin  0.25 
mg  daily,  Coumadin  5 mg  daily  and 
Persantin  200  mg  daily. 

On  March  8,  1972,  he  was  rehospital- 
ized for  a postoperative  cardiac  cathe- 
terization. The  patient  had  a vague 
feeling  that  he  was  not  doing  well.  How- 
ever, there  were  no  specific  symptoms 
of  left  ventricular  failure.  His  exercise 
tolerance  had  not  deterioi'ated,  and  there 
was  no  angina  pectoris. 

Physical  examination  revealed  a right 
arm  blood  pressure  of  140/15  mm  Hg 
and  left  arm  130/15  mm  Hg.  Peripheral 
pulses  were  brisk,  with  a bisferiens  im- 
pulse felt  over  the  left  carotid  with  a 
slight  thrill.  Grade  HI/VI  systolic 
bruit  was  audible  bilaterally  over  the 
carotid  vessels.  Jugular  venous  pres- 
sure was  normal.  Femoral  pulses  were 
normal  with  no  Duroziez’  sign.  Palpa- 
tion of  the  chest  revealed  no  unusual 
left  ventricular  lift,  but  at  the  apex, 
multiple  systolic  clicks  were  palpable, 
and  confirmed  by  auscultation.  The 
aortic  prosthetic  valve  sounds  were  rea- 
sonably normal,  although  the  aortic 
opening  click  may  have  been  slightly 
less  intense  than  the  closing  click.  No 
third  sound  or  fourth  sound  gallop  was 
dudible.  A Grade  IT/ VI  systolic  ejec- 
tion murmur  was  loudest  at  the  base, 
followed  by  a Grade  II/HI/VI  early  de- 
crescendo diastolic  murmur  of  aortic  in- 
sufficiency, which  was  loudest  at  the 
left  lower  sternal  border.  The  remain- 
der of  the  examination  was  unchanged. 

The  electrocardiogram  showed  voltage 
for  left  ventricular  hypertrophy,  with 
no  ST  or  T wave  changes.  A chest  x-ray 
showed  minimal  cardiac  enlargement 
with  no  significant  dilatation  of  the 
ascending  aorta. 

Cardiac  catheterization  was  performed 
on  March  10,  1972.  Right  atrial  pres- 
sure was  7/3  millimeters  of  Mercury, 
right  ventricle  30/4  mm  Hg,  pulmonary 
artery  35/15  mm  Hg,  pulmonary  artery 
mean  pressure  was  13  mm  Hg  and  I’ose 
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to  22  mm  Hg  with  2 minutes  of  iso- 
metric handgi'ip  exercise.  A Lehman 
ventriculography  catheter  was  passed 
across  the  aortic  ball  valve  prosthesis 
into  the  left  ventricle,  where  the  left 
ventricle  pressure  was  140/12  milli- 
meters of  Mei’cury  and  aorta  pressure 
was  145/53  mm  Hg.  Aortic  root  angi- 
ography revealed  moderate  aortic  in- 
sufficiency, but  it  was  difficult  to  de- 
termine whether  the  contrast  media  en- 
tered the  left  venti'icle  through  the 
prosthetic  ring,  or  around  the  ring 
through  a pei'iprosthetic  leak. 

The  final  impression  was  that  the 
patient  had  clinical  and  angiographic 
evidence  of  moderate  aortic  insufficien- 
cy. Catheterization  was  helpful  in  that 
hemodynamically  the  patient  was  not 
in  left  ventricular  failure,  and  the  pa- 
tient was  reassured  that  he  could  return 
to  a sedentary  type  of  work  and  activity. 

Discussion 

In  the  past,  hemostasis  has  been  the  most 
difficult  problem  with  simultaneous  replace- 
ment of  the  ascending  aorta  and  aortic  valve 
in  Alarfan’s  syndrome.  This  was  secondary 
to  the  multiple  suture  lines,  heparinization 
required  for  cardiopulmonary  bypass,  and 
the  extremely  poor  tissues  involved  in  this 
disease  entity.  It  would  therefore  appear 
that  Edwards  and  Kerr  have  made  a sig- 
nificant contribution  in  suggesting  that  the 
aneurysmal  sac  be  left  in  place  and  sutured 
over  the  graft,  after  the  graft  is  once  in 
place.  After  the  aneurysmal  sac  was  su- 
tured over  the  prosthetic  graft  in  our  pa- 
tient, hemostasis  was  readily  accomplished. 
Singh  and  Bentall  recently  reported  10  cases 
with  replacement  of  the  ascending  aorta 
using  the  Edwards-Kerr  technique.®  Average 
followup  was  28.2  months,  and  they  com- 
mented on  the  excellent  results  with  few 
late  complications.  Eight  patients  who  sur- 


vived the  operation  are  all  engaged  in  useful, 
active  occupations.  No  comment  was  made 
on  any  postoperative  studies  of  this  group 
of  patients  or  of  the  group  reported  by  Ed- 
wards and  Kerr.  Postoperative  studies  of 
our  patient  revealed  some  evidence  of  mild 
to  moderate  aortic  valvular  insufficiency. 
Although  the  aortic  root  injection  was  diffi- 
cult to  evaluate,  there  apeared  to  be  some 
perivalvular  leak.  The  leak  appeared  to 
arise  at  the  site  of  the  left  coronary  side 
hole.  One  could  question  if  there  will  be 
further  dissection  or  regurgitation  with  clin- 
ical deterioration.  It  must  be  concluded  that 
it  is  too  early  to  predict  the  long-term  re- 
sults of  this  radical  surgical  approach  in  an 
otherwise  fatal  lesion,  but  it  appears  that 
the  results  with  this  patient,  and  the  other 
reported  patients,  would  justify  this  new 
approach. 

Summary 

A case  of  aneurysm  of  the  ascending 
aorta  and  aortic  valvular  insufficiency  secon- 
dary to  Marfan’s  syndrome  is  reported.  This 
lesion  was  treated  by  a composite  graft. 
The  technique  of  replacing  the  aortic  valve 
and  ascending  aorta  is  discussed.  The  out- 
standing feature  of  this  technique  is  preserv- 
ation of  the  aneurysmal  sac  which  is  sutured 
over  the  composite  graft  thus  reducing  the 
risk  of  operative  and  postoperative  hemor- 
rhage. 
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The  Effects  of  Chronic  Exercise 
On  Cardiovascular  Function 


The  emergence  of  several  vari- 
ables mathematically  correlat- 
ed with  increased  coronary 
heart  disease  (CDH)  in  a population  has 
given  rise  to  the  risk  factor  concept.  The 
major  risk  factors  are  hyperlipidemia,  cigar- 
ette smoking  and  hypertension.  Other  risk 
factors  include  obesity,  diabetes,  physical 
inactivity,  hyperuricemia,  positive  family 
history,  psychosocial  tensions,  and  electro- 
cardiographic abnormalities. 1 Many  studies 
over  the  past  25  years  have  demonstrated 
an  association  between  the  major  risk  fac- 
tors and  premature  CHD.  In  recent  years 
there  has  been  increasing  interest  in  the 
role  physical  activity  may  play  in  the  pre- 
vention of  premature  atherosclerotic  disease. 
Evidence  suggests  that  those  forms  of  en- 
durance exercise  which  enhance  cardiovas- 
cular fitness  may  have  a protective  benefit 
on  the  myocardium.  Epidemiological  data 
has  indicated  that  habitually  exercising 
populations  have  less  coronary  disease  than 
inactive  groups.  Other  studies  have  sug- 
gested that  programs  of  judiciously  applied 
physical  training  may  lead  to  greatly  im- 
proved functional  capacity  in  persons  with 
angina  pectoris. ^ Because  of  the  heightened 
interest  in  exercise,  it  is  appropriate  to  re- 
view what  is  known  to  date  of  the  physio- 
logical effects  of  exercise  on  the  cardiovascu- 
lar system. 

There  are  five  main  mechanisms  by  which 
the  heart  is  improved  by  physical  training. 
These  are:  (1)  an  improved  relationship 
between  myocardial  oxygen  supply  and  de- 
mand, (2)  an  impi'oved  peripheral  perfusion 
and  oxygen  utilization,  (3)  an  improved 
power  function  of  the  heart,  (4)  an  improved 
efficiency  of  the  oxygen  transport  system 
and  (5)  a decreased  catecholamine  uptake 
by  the  myocardium. 

Myocardial  Oxygen  Supply  and 
Demand 

The  oxygenation  of  the  heart  depends  on 
the  balance  between  myocardial  oxygen  sup- 
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ply  and  demand.  Because  the  heart  is  al- 
ways active,  it  extracts  the  maximum 
amount  of  oxygen  available  to  it  during  per- 
fusion. Thus,  coronary  venous  blood  is  nor- 
mally more  desaturated  than  other  areas  of 
the  body.  Unlike  exercising  skeletal  muscle, 
the  heart  is  unable  to  remove  additional 
oxygen  from  the  blood  with  increased  effort. 
The  only  effective  means  the  myocardium 
has  to  obtain  additional  oxygen  for  increased 
activity  is  by  additional  coronary  blood  flow. 
Vasodilator  metabolites,  released  by  the 
myocardium  as  the  result  of  increased  oxy- 
gen need,  probably  are  the  primary  regu- 
lators of  coronary  flow.  Therefore,  the 
adequacy  of  the  blood  supply  to  the  heart 
is  dependent  on  both  the  delivery  through 
the  coronary  arteries  and  the  demand  of  the 
myocardium  to  the  work  load  required  of  it. 
The  oxygen  economy  of  the  heart  is  best 
defined  by  the  ratio  oxygen  supply  over 
oxygen  demand,  or  vascular  oxygen  supply 
over  myocardial  oxygen  consumption. 

The  oxygen  consumption  of  the  heart  de- 
pends on  3 factors:  (1)  the  frequency  of 

cardiac  contraction,  (2)  the  tension  devel- 
oped by  the  myocardium  and  (3)  the  con- 
tractile state  of  the  myocardium. ^ 

The  frequency  of  the  cardiac  contraction 
is  one  of  the  major  determinants  of  myo- 
cardial oxygen  consumption.  With  other 
factors  constant,  tachycardia  increases  and 
bradycardia  decreases  the  need  of  the  heart 
for  oxygen.  Coronary  blood  flow  occurs  pre- 
dominantly during  diastole.  Since  the  dura- 
tion of  diastole  is  reduced  during  tachy- 
cardia, a rapid  heart  rate  may  precipitate 
myocardial  ischemia  and  impair  myocardial 
function  in  the  presence  of  coronary  narrow- 

^Chairman.  California  Medical  Association  Committee  on 
Medical  Aspects  of  Sports  and  Physical  Fitness  : Member. 

American  Medical  Association  Committee  on  Exercise  and 
Physical  Fitness  ; Alvarado  Medical  Center.  6475  Alvarado  Road. 
San  Diego,  California  92120. 
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ing.  A lower  heart  rate  both  at  rest  and 
during  submaxinial  work  loads  is  a benefit 
of  physical  training.  This  lowered  heart  rate 
decreases  the  myocardial  oxygen  demand. 
In  addition,  the  efficiency  of  the  heart  con- 
tinues to  increase  with  an  increase  in  rate 
until  an  age  adjusted  maximum  heart  rate 
is  attained.  When  the  rate  of  maximum 
efficiency  is  exceeded  myocardial  perform- 
ance decreases.  Regular  exercise  increases 
the  maximal  heart  rate  response. 

The  type  of  mechanical  strain  imposed  on 
the  heard  by  an  increase  in  intramyocai’dial 
tension  also  exerts  an  influence  on  oxygen 
consumption.  There  is  a shaiir  increase  in 
oxygen  consumption  when  the  heart  works 
against  increased  arterial  pressure.  The 
economy  of  cardiac  work  is  improved  by  a 
decrease  in  mean  arterial  pressure.  Indi- 
viduals who  tend  to  have  high  blood  pres- 
sure will  have  a decrease  in  both  their 
systolic  and  diastolic  pressures  in  many 
instances  after  they  have  undergone  exercise 
programs."*  Population  studies  have  shown 
a distinct  coiTelation  between  elevated  blood 
pressure  and  atherosclerosis.  The  higher 
the  blood  pressure,  the  greater  the  incidence 
of  change  in  the  artery  itself.  Exercise  has 
been  shown  to  be  an  agent  that  can  help  to 
control  elevation  of  blood  pressure,  particu- 
larly the  diastolic  phase.  To  the  extent  that 
exercise  helps  in  the  lowering  of  blood  pres- 
sure, it  will  exert  a positive  benefit  in  main- 
taining cardiovascular  health. 

Since  heart  rate  and  work  of  the  heart 
muscle  against  pressure  are  governed  by  the 
chronotropic  and  inotropic  influences  of  the 
autonomic  nervous  system,  myocardial  oxy- 
gen requirements  are  reduced  by  mechanisms 
inhibiting  the  sympathetic  tone  and  aug- 
menting cardiac  vagal  tone.  It  is  known 
that  systematic  physical  training  of  the  en- 
durance aerobic  type  reduces  the  resting 
cardiac  sympathetic  tone  and  excitability 
and  raises  vagal  tone.  This  is  manifested  by 
a slow  resting  heart  rate  and  a lower  systolic 
blood  pressure.  There  is  less  myocardial  oxy- 
gen wastage  and  the  oxygen  consumption 
of  the  heart  at  rest  is  diminished.  The  effect 
of  altered  myocardial  contractility  is  dis- 
cussed under  catecholamine  uptake  by  the 
myocardium. 


The  Peripheral  Circulatory  Effects 

Another  important  mechanism  in  exercise 
training  is  the  peripheral  circulatory  econ- 
omy. With  exercise  the  resulting  meta- 
bolic activity  of  the  skeletal  muscles  pro- 
duces local  dilatation  of  the  arterioles  with 
diminished  resistance  to  flow.  This  alters 
the  regional  distribution  of  blood.  Distribu- 
tional shifts  occur  as  a result  of  neural  regu- 
latory activity  so  that  the  arteriolar  resist- 
ance of  the  coronary  bed,  the  exercising 
muscles  and  the  skin  is  decreased  while  the 
resistance  of  the  renal,  hepatic  and  splanch- 
nic areas  is  increased.  This  permits  physio- 
logical shunting  of  blood  to  occur.  If  it  were 
not  for  these  regional  differences  in  resist- 
ance, a much  greater  cardiac  output  would 
be  required  for  any  given  level  of  exercise. 
One  of  the  effects  of  physical  training  is  an 
enhanced  efficiency  of  this  altered  distribu- 
tion. The  net  effect  of  all  the  regional  alter- 
ations to  resistance  is  to  increase  perfusion 
of  those  areas  with  the  greatest  oxygen  de- 
mand and  decrease  the  work  of  the  heart. 

Perhaps  a more  important  peripheral 
benefit  of  exercise  training  is  at  the  cellular 
level  in  skeletal  muscle.  There  is  an  increase 
in  mitochondrial  respiratory  enzyme  activ- 
ity which  increases  the  oxygen  uptake  of  the 
cells.  This  results  in  a better  utilization  of 
oxygen  in  skeletal  muscle  so  that  the  oxygen 
delivery  requirement  is  reduced.  The  work 
of  the  heart  is,  therefore,  proportionately 
diminished.®  ^ 

The  Power  Function  of  the  Heart 

The  hemodynamic  changes  which  occur 
during  exercise  are  well  known.  The  exer- 
cise hyperventilation,  the  pumping  action 
of  large  skeletal  muscle  groups,  and  the 
increase  in  tone  of  the  capacity  vessels  all 
augment  ventricular  filling.  At  the  same 
time,  increased  sympathetic  nerve  impulses 
to  the  heart,  an  increased  concentration  of 
circulating  catecholamines,  and  the  exercise 
tachycardia  all  increase  the  contractility  of 
the  myocardium.  Vasodilatation  of  the  re- 
sistance vessels  in  the  exercising  muscles 
reduces  the  peripheral  vascular  resistance 
and  the  aortic  impedance.  All  of  these  inter- 
actions result  in  a greatly  increased  cardiac 
output  during  exercise  primarily  as  a re- 
sult of  increased  stroke  volume.  The  third 
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major  benefit  of  exercise  is  to  increase  this 
power  function  of,  the  heart. 

The  trained  heart  works  at  a lower  rate 
and  ejects  a larger  stroke  volume  than  the 
untrained  heart.  This  increase  in  stroke 
volume  requires,  for  a given  work  load,  a 
lesser  amount  of  myocardial  oxygen  than 
an  untrained  heart.  In  addition  the  in- 
creased cardiac  output  is  distributed  more 
efficiently.  This  improved  power  function 
of  the  myocardium  (a  stronger  pump  with 
more  horsepower)  is  one  of  the  most  impor- 
tant aspects  of  training.  One  of  the  major 
benefits  is  that  it  enables  the  heart  to  re- 
spond to  a sudden  demand  placed  upon  it 
more  efficiently  and  safely  than  in  the  un- 
trained heart. 

Myocardial  work,  as  measured  by  the 
myocardial  oxygen  demand,  can  be  assessed 
by  the  pressure  - pulse  product  (systolic 
blood  pressure  X heart  rate).  Studies  have 
shown  that  in  the  trained  individual,  myo- 
cardial oxygen  demand  is  reduced  during 
exertion  when  measured  at  the  same  work 
load  after  exercise  training.  The  external 
work  of  the  heart  is  the  product  of  cardiac 
output  and  arterial  pressure.  It  can  be 
compromised  by  excessive  myocardial  oxygen 
demand  needed  to  maintain  the  active  state 
and  myocardial  tension.  Improving  the 
power  function  and  efficiency  of  the  myo- 
cardium by  physical  training  decreases  the 
myocardial  oxygen  consumption  with  ex- 
ercise stress. 

Oxygen  Transport  Effects 

The  fourth  major  benefit  of  exercise  is 
its  effect  on  the  oxygen  transport  system. 
The  functional  capacity  of  the  total  oxygen 
transport  system  can  be  effectively  mea- 
sured by  the  maximal  oxygen  uptake  (VOo 
max).  Improvement  in  this  area  is  another 
adaptive  mechanism  by  which  physical  train- 
ing improves  the  heart.  The  maximal  oxy- 
gen uptake  is  a measure  of  the  amount  of 
oxygen  metabolized  by  the  body  with  the 
demands  of  a given  work  load.  It  measures 
both  the  ability  of  the  ventricle  to  put  out 
an  increased  stroke  volume  and  the  distribu- 
tion of  the  increased  cardiac  output.  It  is 
the  measurement  which  characterizes  the 
upper  limit  of  aerobic  work  capacity  in  man 


and  the  endurance  time.  Many  studies  have 
shown  improved  VO,  max  in  individuals  on 
an  endurance  type  training  such  as  walking, 
jogging,  swimming,  or  cycling.  A better 
maximal  aerobic  capacity  expresses  an  im- 
pi’oved  ability  of  the  circulatory  system  to 
transport  oxygen.  A large  oxygen  transport 
capacity  requires  optimal  function  of  the 
components  of  the  cardiovascular  system  to 
maintain  a large  cardiac  output  that  is  ade- 
quately distributed  throughout  the  liody.*^ 

Decreased  Catecholamine  Uptake 

The  fifth  major  benefit  of  chronic  physi- 
cal exercise  is  the  decreased  catecholamine 
uptake  by  the  trained  heait.  During  periods 
of  emotional  stress  oi’  other  forms  of  excite- 
ment, the  adrenal  glands  are  stimulated  to 
release  adrenergic  catecholamines  and  gluco- 
corticoids, particularly  hydrocortisone.  The 
catecholamines  increase  the  need  of  the  myo- 
cardium for  oxygen.  The  increase  in  oxy- 
gen consumption  is  due  primarily  to  the  aug- 
mentation of  myocardial  contraction.  It  is 
not  the  result  of  oxidative  metabolism  of  the 
heart.  It  is  a direct  effect  of  the  catechola- 
mines on  cardiodynamics.'^  The  normal  heart 
responds  by  an  increase  in  rate  and  by  an 
augmented  coronary  blood  flow.  The  trained 
myocardium  is  more  efficient  in  responding 
to  this  increased  oxygen  need,  and  there  is 
less  myocardial  oxygen  wastage  primarily 
by  a decrease  in  myocardial  uptake  of  the 
circulating  catecholamines.  In  t h e un- 
trained heart,  or  in  the  presence  of  coronary 
artery  disease,  there  may  be  a failure  of 
augmentation  of  this  protective  mechanism 
resulting  in  myocardial  hypoxia.  This,  in 
turn  causes  depletion  of  cardiac  magnesium 
and  potassium  and  an  increase  in  sodium 
content.  The  glucocorticoids  also  contribute 
to  this  condition.  The  electrolyte  imbalance 
aggravates  the  hypoxia  and  creates  a vicious 
cycle.  Under  these  conditions,  cardiac  con- 
duction and  contractility  are  disturbed  with 
consequent  likelihood  of  arrhythmia,  myo- 
cardial ischemia,  oi-  congestive  heart  fail- 
u]  e.*-io 

Only  rarely  does  exercise  increase  the 
intercoronary  collateral  circulation  in  an 
uncompromised  heart.  The  primary  stimu- 
lus to  myocardial  collateralization  is  hypoxia. 
However,  a long-term  exercise  program  may 
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improve  the  vascularity  of  the  heart  muscle 
in  an  area  supplied  by  a partly  occluded  coro- 
nary artery.  The  work  of  Eckstein^i  in  1957 
demonstrated  that  coronary  arteriole  collat- 
eralization was  stimulated  in  animals  allowed 
to  exercise  following  compromise  of  the 
coronary  circulation.  There  was  an  in- 
creased ratio  of  the  number  of  capillary 
vessels  to  the  number  of  ventricular  muscle 
fibers.  This  increase  in  the  vascularity  of 
heart  muscle  allows  arteriole  interconnec- 
tions to  perfuse  those  areas  partly  occluded 
by  atherosclerotic  plaques.  The  individuals 
with  good  collateral  circulation  are  the  ones 
who  survive  acute  myocardial  infarcts  the 
best.  The  stimulus  for  collateralization  is 
a pressure  gradient.  This  is  more  likely  to 
occur  in  an  artery  whose  lumen  is  reduced 
by  two  thirds ; such  a lesion  produces  a pres- 
sure gradient.  The  finding  of  collateral 
channels  by  coronary  arteriography  occurs 
almost  entirely  in  arteries  obstructed  by 
atherosclerotic  plaques  where  a pressure 
gradient  exists.  The  demonstration  of  col- 
lateralization in  the  normal  trained  heart  by 
angiographic  techniques  has  not  been  dem- 
onstrated. If  intercoronary  collateralization 
does  occur  it  is  probably  in  the  distal  coro- 
nary tree. 

There  are  other  areas  outside  the  cardio- 
vascular system  that  improve  with  physical 
training  and  indirectly  benefit  the  cardio- 
vascular system.  One  of  these  is  weight  con- 
trol. The  value  is  not  so  much  a change  in 
body  weight  as  it  is  a change  in  body  fat. 
It  is  possible  to  significantly  decrease  the 
body  fat  by  an  exercise  program  and  yet  not 
lose  weight.  Conversely,  the  inactive  per- 
son converts  muscle  matter  into  fat  and  it 
is  possible  to  lose  weight  but  significantly 
increase  the  fat  stores. It  is  more  impor- 
tant to  look  at  the  skin  folds  in  terms  of 
body  fat,  in  individuals  who  are  on  a re- 
ducing program,  than  weight  measurement 
on  a scale.  Along  with  the  loss  of  fat  de- 
posits in  the  exercising  individual  there  are 
other  benefits.  The  lean  individual  tends 
to  have  lower  blood  lipids.  The  exercised, 
trained  individual,  who  also  watches  his  in- 
take of  saturated  fats,  will  maintain  noianal 
levels  of  serum  cholesterol  more  easily  than 
the  nontrained. 


One  of  the  important  benefits  of  exercise 
is  its  positive  effect  on  the  sedentary-asso- 
ciated heart  disease  risk  factors  such  as  psy- 
chosocial stress,  poor  diet  habits,  and  cigar- 
ette smoking.  The  individual  on  an  exer- 
cise program  becomes  more  health  conscious 
and  more  aware  of  the  need  to  change  risk 
taking  behavior  patterns  in  his  life  style. 

Today  we  are  convinced  of  a correlation 
between  inactivity  and  diseases  of  the  cir- 
culatory system.  There  is  associative  and 
indirect  evidence  that  cardiovascular  condi- 
tioning is  important.!®  We  also  know  that 
there  is  not  enough  evidence  to  say  that  in- 
activity is  the  cause  of  these  diseases.  How- 
ever, we  can  say  that  exercise  does  not  bring 
on  heart  disease  and  that  physical  condition- 
ing does  enable  us  to  tolerate  better  the  com- 
plications of  the  disease  process.  This  is  the 
state  of  our  knowledge  at  this  time. 
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adolescent  girls  have  had  their  breasts  felt  by  boys; 
and  62%  of  nonvirgins  masturbate,  as  compared 
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as,  “I  get  as  much  from  a chick  as  I do  with  a 
guy;”  “Every  girl  you  interview  in  the  United 
States  you’ve  got  to  tell  not  to  do  it;”  “My  parents 
are  liberal,  but  if  I ask  them  (about  sex)  they’ll 
want  to  know  why  I want  to  know;”  and  “I  think 
it’s  nice  to  be  able  to  have  sex  with  a friend.” 
And  10%  of  all  American  female  adolescents  report 
that  they  have  been  pregnant. 

Kids  want  to  know;  one  girl  asked  if  whoever 
invented  us  didn’t  want  us  to  have  intercourse, 
why  did  he  make  us  fit  together  so  perfectly?  It’s 
a book  about  sex,  but  it’s  a book  about  our  young 
people,  and  we  need  something  like  this.  I’m  not 
a child  anymore,  but  I’m  not  an  adult  yet,  either; 
that’s  what  this  is  about.  It’s  well  done,  and  easy 
to  read.  It’s  about  girls  who  know  how  to  avoid 
pregnancy,  and  girls  who  don’t;  and  it’s  about  those 
who  don’t  care,  and  there  are  so  many  of  them. 
This  book  should  have  been  written  long  ago,  but  it’s 
here,  with  all  the  words. 

F.C. 
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Between  Cases 


Chief  Complaint. 

“He  has  some  numbness  between  the  ears.” 

The  Life  Span. 

“Invalids  live  the  longest.” 

Proverb. 

Take  Me  To  The  O.  R. 

Long  reports  say  little  and  cover  up  the 
lack  of  information  with  a barrage  of 
words.  The  commonest  device  is  the 
statement  that  the  patient  was  subse- 
quently taken  to  the  operating  room, 
where  thoracotomy  was  performed. 
Everything  is  subsequently:  the  word 
thoracotomy  easily  replaces  the  whole 
barrage  of  words.  Everybody  is  taken 
to  the  operating  room  for  an  operation, 
where  else?  And  thoracotomy  doesn’t 
tell  you  what  they  did. 

On  Medical  Meetings. 

“Going  to  an  out-of-town  convention  with 
your  wife  is  like  going  fishing  with  a 
game  warden.” 

Anon. 

When  To  Call  The  Doctor. 

“Go  not  for  every  grief  to  the  physician, 
for  every  quarrel  to  the  lawyer,  nor  foj’ 
every  thirst  to  the  pot.” 

Proverb. 

The  Art  Of  Diagnosis. 

“There  are  worse  occupations  in  the  world 
than  feeling  a woman’s  pulse.” 

Sterne. 


All  Those  Days. 

I have  trouble  remembering  what  dog  days 
are,  and  salad  days,  and  halcyon  days, 
and  then  I get  to  Indian  summer,  the 
winter  of  our  discontent,  and  the  great 
fall,  to  say  nothing  of  the  tension 
spring. 

But  I have  now  finished  my  research  on  the 
subject;  Shakespeare  said: 

“My  salad  days. 

When  I was  green  in  judgment.” 

Now  for  dog  days  and  halcyon  days.  I’ll 
let  you  know. 

On  Population. 

The  number  of  insects  in  the  world,  and 
this  is  only  estimated,  of  course,  I 
didn’t  go  out  and  count  them,  is  a billion 
billion. 

On  Pollution. 

If  you  are  wondering  what  the  three  pol- 
lutions are,  they’re  air,  water,  and  noise. 
Or  as  a doctor  would  say,  lung,  stomach, 
and  the  auditory  nerve. 

On  Medical  Books. 

Books  published  in  the  U.  S.  in  1971 : 


All  fields  37,692 

Medical  1,655 


One  of  every  23  books  is  a medical  book. 

Chemistry  and  Semantics. 

Tin,  urine. 

It  depends  on  which  is  in  which.  Eor  one, 
it’s  0.011  mg/L;  for  the  other,  it’s  more 
like  200  ml. 

F.C. 
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It's  New 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turei’s,  whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding'  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Radiation  monitors 

Two  area  radiation  monitors,  featuring 
audible  alarm  signals  with  adjustable  pre- 
set limits,  have  been  introduced  by  the  Gen- 
eral Electric  Company. 

Both  models  — GRM-1  and  LRM-1  — are 
designed  for  continuous  monitoring  of  radi- 
ation levels  and  incorporate  an  audible  alarm 
to  alert  personnel  of  radiation  changes.  Out- 
puts are  provided  for  connection  to  digital 
scalers  and  recordei's  so  that  time-dependent 
functions  may  be  recorded.  The  Geiger  tube 


detector  can  be  separated  from  the  central 
unit  by  up  to  100  meters.  Model  LRM-1, 
additionally,  features  a “scaler”  operating 
mode  in  which  the  meter  will  present  a 
reading  of  the  accumulated  counts  during 
one  minute. 

Both  monitors  can  detect  and  display  up 
to  300,000  counts/min.  and  are  accurate 
within  ±5  percent  FSD.  High  voltage  range 
is  from  -|-200  V to  -J-1200  V adjustable  on 
the  front  panel.  Maximum  output  current 
is  0.25  niA. 

The  meter  time  constant  is  selectable 
and  is  1 to  2 seconds  or  10  to  15  seconds. 
An  internal  3-inch  loudspeaker,  with  adjust- 
able volume,  provides  an  audible  rate  indica- 
tion. The  volume  setting  does  not  affect  the 
alarm  signal. 

For  additional  information,  write  General 
Electric  Company,  Medical  Systems  Division, 
4855  Electric  Avenue,  Milwaukee,  Wisconsin 
53201. 
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P.D.  tuberculin  test 

Parke,  Davis  & Company  has  announced 
it  has  been  licensed  by  the  Bureau  of  Bio- 
logies to  market  a new  stabilized  solution 
form  of  a tuberculosis  diagnostic  prepara- 
tion. 

According  to  H.  L.  Richardson,  Parke- 
Davis  vice  president,  U.  S.  marketing,  the 
product,  tradenamed  Aplisol,  combines  ac- 
curacy and  convenience-of-use  to  a degree 
not  previously  available  in  any  tuberculosis 


diagnostic  agent.  It  will  be  available  nation- 
wide about  Feb.  1. 

“Aplisol,  available  only  on  prescription,  is 
produced  in  one  strength,  5 tuberculin  units,” 
Richardson  states.  “This  is  the  only  strength 
recommended  for  the  standard  Tuberculin 
Test  by  the  National  Tuberculosis  and  Res- 
piratory Disease  Association.” 

Parke-Davis  is  a subsidiary  of  Warner- 
Lambert  Company. 


Down  Memory  Lane 


1.  It  is  a point  of  common  knowledge 
that  large  babies  predominate.  Most  all  of 
us  point  with  pride  to  the  “twelve  or  thir- 
teen pounder”  that  is  heralded  by  the  local 
press,  and  is  a pride  and  joy  to  fond  parents. 

2.  Diabetes  was  formerly  regarded  as  an 
almost  unknown  disease  in  the  negro. 

3.  The  English  physicians  are  abandon- 
ing the  alkaline  treatment  in  coma.  So  far 
they  have  failed  to  substitute  anything  bet- 
ter. 

4.  Chronic  infection  about  the  teeth,  pyor- 
rhea, blind  alveolar  abscesses,  chronically 
infected  tonsils  or  sinuses  in  the  head  are  in- 
variably found  in  ulcer  bearing  patients. 

5.  I believe  that  there  should  be  a chair 
of  business  administration  in  every  medical 
college,  for  no  man  can  go  out  into  the  world 
as  a practitioner  of  medicine,  or  any  other 
vocation,  and  do  his  best  without  some  sort 
of  business  education  and  few  of  us  have 
any  possibility  of  attaining  such,  either  be- 
fore or  during  our  college  career. 


6.  Acute  appendicitis  is  a very  danger- 
ous and  not  infrequent  complication  occur- 
ring during  pregnancy. 

7.  Owing  to  modern  methods  of  transpor- 
tation the  general  practitioner,  unless  he  is 
in  a natural  center  of  population,  is  doing 
less  business  all  the  time. 

8.  Today  the  question  of  sex  education 
and  sex  hygiene  is  occupying  the  attention 
of  the  entire  country. 

9.  The  real  importance  of  heredity  as  a 
factor  in  disease,  is  still  a matter  of  discus- 
sion, and  very  few  statistics  are  available 
that  are  of  any  value  in  determining  the 
question  in  a scientific  manner. 

10.  Better  have  a phai'macist  prescribe 
digitalis  than  a spectacle  peddler  glasses. 

11.  The  Valentine  Community  Hospital, 
owing  to  lack  of  financial  support,  has  been 
definitely  closed. 

Nebraska  State  Medical  Journal 
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The  Letter  Box 

Dear  Doctor  Cole: 

I appreciate  your  kind  note  of  the  10th 
in  reply  to  mine  commenting  on  your  two 
fascinating  editorials  in  the  last  copy  of 
the  Journal. 

I thought  “On  Falling  Asleep”  was  de- 
lightful for  it  touched  a cord  of  sympathy 
in  a great  many  people  who  pause  in  a busy 
life  to  read  and  reflect  on  your  words. 

“The  Hospital”  disturbed  me  much  more 
because  so  many  of  the  things  that  you 
comment  upon  I am  sure,  happen  many, 


Medicinews 

Medicredit  introduced 

Medicredit,  the  AMA  developed  national 
health  insurance  proposal,  was  introduced 
recently  by  126  Senators  and  Representa- 
tives. The  new  bills  (S.  444  and  H.R.  2222), 
officially  titled  the  Health  Care  Insurance 
Act  of  1973,  and  based  on  the  Medicredit 
proposal  which  was  introduced  in  the  last 
Congress,  add  additional  new  coverage  bene- 
fits. Principal  sponsors  of  the  current  bill 
are  Senators  Clifford  P.  Hansen  (R.,  Wyo.), 
and  Vance  Hartke  (D.,  Ind.)  and  Representa- 
tives Richard  H.  Fulton  (D.,  Tenn.),  and  Joel 
T.  Broyhill  (R.,  Va.).  Representative  Ful- 
ton, noting  the  expanded  benefits  in  the  bill, 
said  in  a press  release,  “As  you  have  heard, 
this  year’s  version  of  Medicredit  incorporates 
broader  benefits.  Because  of  these  improve- 
ments, I predict  that  we’ll  wind  up  with  200 
or  more  sponsors  in  the  93rd  Congress.” 

Representative  Broyhill  outlined  financing- 
features  of  the  program  saying,  “Medicredit 
is  based  on  the  principle  of  tax  credits  to 
help  finance  the  purchase  of  high  quality 
health  insurance  for  everyone.  The  lower 
an  individual  or  family’s  income,  the  greater 
the  government’s  financial  assistance.  For 
those  Americans  who  pay  little  or  no  income 


many  times  in  all  of  our  hospitals  all  too  fre- 
quently. It  all  boils  down  really,  to  being 
truly  interested  in  what  you  are  doing,  find- 
ing the  time  to  do  it  right  and  checking  on 
those  whose  supervision  is  your  responsi- 
bility. We,  in  the  profession,  certainly  can 
and  should  be  fully  aware  of  these  frequent 
deficits  in  our  care  of  sick  people. 

Keep  up  the  good  work. 

Most  sincerely, 

Charles  W.  McLaughlin,  Jr.,  M.D. 


tax,  the  government  would  pay  all  of  their 
health  insurance  premium.  As  income  tax 
liability  goes  up,  the  extent  of  the  govern- 
ment’s assistance  decreases.  But  to  encour- 
age all  Americans  to  buy  health  insurance, 
some  government  assistance  would  be  given 
to  all  taxpayers  . . . Medicredit  is  designed 
to  distribute  the  high  costs  of  medical  care 
fairly,  on  the  basis  of  each  American’s  abil- 
ity to  pay.” 

The  catastrophic  insurance  provision  of 
the  bill  was  described  by  Senator  Hartke. 
“Under  Medicredit,”  he  said,  “the  tragedy 
of  catastrophic  illness  would  no  longer  be 
worsened  by  the  threat  — or  the  actuality  — 
of  financial  catastrophe.  No  American  fam- 
ily would  ever  again  face  the  prospect  of 
losing  its  savings,  or  its  home,  or  its  solv- 
ency because  of  health  or  medical  bills.” 

“Medicredit  is  designed  to  solve  the  most 
immediate  and  most  pressing  problems  of 
the  nation’s  health  care  system,”  Senator 
Clifford  Hansen  stated.  “It  does  not  pre- 
tend to  make  the  system  perfect  in  one  fell 
swoop  by  attempting  to  establish  a great 
monolithic  federal  health  bureaucracy.” 

In  a press  conference  held  at  the  Capitol, 
AMA  President-Elect  Russell  B.  Roth,  M.D., 
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noted  the  evolutionary  development  of  the 
Medicredit  plan.  “Hallmark  of  the  Medi- 
credit  concept  is  its  flexibility,”  Doctor  Roth 
said.  “Each  version  has  been  modified  and 
altered  to  keep  pace  with  the  changing 
needs  of  our  people.  You  may  be  assured 
that  we  will  continue  to  be  flexible  and 
offer  suggestions  for  future  improvements  as 
they  become  apparent.  We  consider  Medi- 
credit a base  upon  which  to  build.  Major 
additions  to  the  new  Bill  include  dental  care 
for  children,  emergency  dental  care  for  all 
ages,  and  home  health  services.  Still  in- 


cluded in  this  Bill  is  comprehensive  insur- 
ance against  the  ordinary  expenses  of  ill- 
ness plus  catastrophic  coverage.” 

Senator  Hansen  and  Senator  Hartke  are 
members  of  the  Senate  Finance  Committee 
and  Representatives  Fulton  and  Broyhill  are 
members  of  the  House  Ways  and  Means 
Committee.  These  Committees  have  primary 
jurisdiction  over  the  subject  of  national 
health  insurance.  The  Ways  and  Means 
Committee  could  be  expected  to  begin  hear- 
ings on  national  health  insurance  later  this 
year  after  its  consideration  of  tax  reform. 


Wash  ingtoN o tes 


Phase  III 

The  AMA  protested  vigorously  against 
President  Nixon  keeping  physicians  under 
federal  regulation  in  Phase  HI  of  the  eco- 
nomic controls  program. 

A largely  voluntary  set  of  Avage-price  con- 
trols was  substituted  for  all  segments  of  the 
nation’s  economy  except  food,  health  care 
activities,  the  construction  industry,  and  in- 
terest and  dividends. 

Dr.  .John  R.  Kernodle,  chairman  of  the 
AMA  Board  of  Trustees,  took  the  AMA  pro- 
test directly  to  President  Nixon  in  a letter. 
It  follows : 


Dear  Mr.  President; 

The  American  Medical  Association  has  ap- 
plauded your  Administration’s  efforts  to 
stabilize  prices  and  wages  for  the  economy. 
The  Association  has  supported  the  overall 
objectives  of  the  Economic  Stabilization 
Program  and  actively  cooperated  with  the 
cost  of  Living  Council  through  the  Health 
Services  Industry  Committee  in  the  applica- 
tion of  price  controls  on  physicians’  fees. 

A look  at  the  physician  component  of  the 
Consumer  Price  Index  gives  an  example  of 
the  effect  that  “voluntary  compliance”  can 
have  in  curbing  inflation.  As  a result  of  this 
Association’s  activities,  physicians’  fees  rose 
only  1.7%  under  Phase  II.  This  constitutes 


one-third  the  rate  of  increases  prior  to  the 
Economic  Stabilization  Program.  In  this 
respect,  we  have  surpassed  the  original  ex- 
pectations of  the  Cost  of  Living  Council, 
which  called  for  halving  the  inflationary 
rates  prior  to  Phase  I. 

In  view  of  our  demonstrated  success  dur- 
ing the  past  year,  you  can  imagine  our  dis- 
may at  the  announcement  of  plans  for  Phase 
HI.  Although  most  of  the  economy  is  now 
expected  to  “voluntarily”  adhere  to  the  gen- 
eral guidelines  of  the  Cost  of  Living  Coun- 
cil, the  medical  profession  has  been  placed 
under  mandatory  regulations.  Indeed,  the 
medical  profession  has  once  again  been  sin- 
gled out  under  special  controls.  The  physi- 
cians of  America  will  not  accept  such  dis- 
criminatory treatment.  This  profession 
must  not  become  the  victim  of  efforts  to  curb 
inflation  in  the  more  expensive  components 
of  the  health  care  industry,  which  due  to 
their  internal  financial  structure  have  been 
unable  to  decelerate  increases  in  their  prices. 

The  record  of  the  past  year  clearly  demon- 
strates that  physicians  are  able  to  effective- 
ly control  their  fees  through  voluntary  ac- 
tion. The  record  of  the  past  year  is  equally 
clear  that  physicians’  fees  have  not  been  an 
inflationary  factor  in  health  care  costs.  We, 
therefore,  request  that  the  medical  profes- 
sion be  exempt  from  special  regulations  un- 
der Phase  HI,  and  respectfully  request  an 
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early  opportunity  to  visit  with  you  on  this 
and  other  matters  of  critical  importance  to 
the  nation  and  the  medical  profession. 

Med  icr  edit 

Some  126  senators  and  congi’essmen  have 
introduced  an  improved  and  expanded  ver- 
sion of  the  American  Medical  Association 
backed  Medicredit  bill  for  national  health 
insurance. 

Based  on  the  principle  of  using  tax  credits 
to  spur  the  purchase  of  comprehensive  health 
insurance  for  all  Americans,  the  Medicredit 
proposal  has  four  chief  bipartisan  sponsors 
— Sens.  Vance  Hartke  (D-Ind.)  and  Clif- 
ford Hansen  (R-Wyo.),  both  of  the  Senate 
Finance  Committee,  and  Reps.  Richard  Ful- 
ton (D-Tenn.)  and  Joel  Broyhill  (R-Va.), 
both  of  the  House  Ways  and  Means  Com- 
mittee. 

The  Medicredit  bill  is  a three-pronged  ap- 
proach to  providing  health  insurance  protec- 
tion. The  proposal  would: 

— pay  the  full  cost  of  health  insurance  for 
those  too  poor  to  buy  their  own, 

— help  those  who  can  afford  to  pay  a part 
of  their  health  insurance  cost.  The  less 
they  can  afford  to  pay,  the  more  the 
government  would  pay, 

— see  to  it  that  no  American  would  have 
to  bankrupt  himself  because  of  a catas- 
trophic illness. 

Cutbacks 

President  Nixon  plans  to  end  the  26-year- 
old  Hill-Burton  program  of  federal  grants 
for  hospital  construction  and  the  regional 
medical  program.  His  fiscal  1974  budget 
also  calls  for  cutbacks  in  programs  for  com- 
munity health  centers,  children’s  mental 
health,  and  alcoholism. 

NIH 

Some  National  Institutes  of  Health  re- 
search programs  would  be  cut  back  but 
spending  on  cancer  would  climb  $91  mil- 
lion to  $445  million,  and  outlays  on  heart 


and  lung  diseases  would  increase  $28  mil- 
lion, to  $250  million.  Special  emphasis  would 
be  placed  on  those  types  of  cancer  that  cause 
the  highest  mortality  — lung,  breast,  large 
bowel,  prostate,  bladder,  and  pancreas. 
Heart  research  would  focus  on  preventing 
arteriosclerosis  and  hypertension. 

The  NIH  program  of  support  for  training 
of  research  scientists  — now  $150  million 
a year  — would  be  discontinued. 

HEW  & RMP 

President  Nixon’s  plans  for  cutbacks  in 
some  health  expenditures  were  foreshadowed 
by  two  vetoes  of  HEW  appropriation  bills 
last  year. 

An  HEW  official  described  the  cutbacks 
as  “a  conscious  decision  to  identify  those 
programs  that  have  fufilled  their  purposes 
already  or  are  unable  to.”  HEW  officials 
said  the  regional  medical  program,  which 
initially  was  designed  to  combat  heart  dis- 
ease, cancer  and  strokes,  never  achieved  its 
goal  of  providing  better  planning  of  health 
resources  locally  or  speeding  research  knowl- 
edge into  therapy.  Support  would  be  con- 
tinued for  the  515  centers  established  under 
the  nine-year-old  community  mental  health 
program  but  funds  would  not  be  provided  to 
expand  the  number  to  the  original  goal  of 
2,000. 

Medicare 

In  the  medicare  program,  the  administra- 
tion is  beginning  to  put  into  effect  nonlegis- 
lative reforms  that  are  estimated  to  save  the 
government  $342  million  during  the  remain- 
der of  this  fiscal  year.  The  President  said 
he  will  ask  Congress  for  authority  to  shift 
$600  million  a year  in  charges  to  medicare 
patients. 

The  combined  effect  of  the  legislative  pro- 
posals and  administrative  actions  would  be 
a net  savings  to  the  federal  government  in 
fiscal  year  1974  of  $849  million,  according 
to  the  proposed  budget  for  the  Department 
of  Health,  Education,  and  Welfare. 

Effective  January  1,  1974,  if  congress 
agrees : 
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— Those  who  are  hospitalized  would  have 
to  pay  the  first  day’s  charge  for  room  and 
board  and  10  percent  of  the  charges  for  all 
hospital  services  thereafter.  As  it  is  now, 
a medicare  patient  pays  $72  — the  national 
average  cost  of  one  day  in  a hospital  by  a 
medicare  beneficiary  — for  the  first  day 
of  hospitalization  and  nothing  more  until  the 
61st  day  when  he  begins  paying  $18  a day 
toward  his  charges. 

For  a patient  hospitalized  13  days,  the 
average  for  beneficaries,  the  cost  could  in- 
crease from  $72  to  a minimum  of  $158.40. 
About  five  million  disabled  or  aged  65  or 
older  will  be  hospitalized  under  medicare 
during  the  next  fiscal  year. 

— Under  medicare  Part  B,  the  voluntary 
doctor  insurance  that  will  cover  22.5  mil- 
lion persons  next  year,  the  patient  would 
pay  the  first  $85  of  his  doctor  bills  and  25 
percent  of  the  remainder.  He  now  pays  a 
$60  deductible  and  20  percent  of  subse- 


quent charges.  For  a patient  with  a $500 
doctor  bill,  his  share  of  the  cost  would  in- 
crease from  $148  to  $188.75.  About  11.6 
million  beneficiaries  will  receive  medical 
care  during  the  next  fiscal  year. 

The  draft 

The  Nixon  Administration  plans  to  let 
the  draft  law  lapse  June  30  for  physicians 
and  dentists  as  well  as  general  military  per- 
sonnel. 

In  announcing  in  late  January  that  no 
more  draftees  would  be  called  up  for  military 
service,  outgoing  Defense  Secretary  Melvin 
R.  Laird  urged  that  congress  approve  pay 
incentives  for  military  doctors,  dentists, 
nurses  and  other  health  personnel  “so  that 
they  also  can  be  put  on  a volunteer  basis.” 

The  draft  call  for  physicians  was  for  1,600 
in  late  1972.  There  now  are  about  14,000 
medical  personnel  in  military  seiwice. 


Our  Medical  Schools 


U of  N courses 

The  ninth  annual  course  on  cardiopul- 
monary resuscitation  will  be  held  at  the  Uni- 
versity of  Nebraska  Medical  Center,  Mon- 
day, March  26.  Dr.  Denis  Cuka,  associate 
professor  of  surgery  (anesthesia)  at  the 
Medical  Center,  is  coordinator  of  the  course, 
which  carries  six  hours  of  credit  with  the 
American  Academy  of  Family  Practice. 
The  fee  of  $25  covers  all  laboratory  expenses 
and  one  luncheon. 

The  role  of  community  service  systems 
personnel  in  the  care  of  the  mentally  re- 
tarded will  be  explored  at  a course  Thursday 
and  Friday,  April  12  and  13.  The  course  is 
designed  not  only  for  physicians  but  to  ac- 
quaint all  registrants  with  current  trends, 
philosophy,  attitudes,  and  applied  research 
findings  which  now  and  in  the  future  will  af- 
fect community  based  services  for  the  men- 
tally retarded. 

The  course  will  include  tours  of  the  Meyer 


Children’s  Rehabilitation  Institute  and  the 
Hattie  B.  Munroe  Pavilion  on  the  Medical 
Center  campus,  and  the  Eastern  Nebraska 
Community  Office  of  Retardation  facilities. 

Dr.  Frank  Menolascino,  professor  of  psy- 
chiatry and  pediatrics,  is  coordinator  of 
the  course. 

Registration  fee  is  $50.  The  course  is  ap- 
proved for  12  hours  AAFP  credit. 

Both  courses  will  be  held  in  the  new  Cen- 
ter for  Continuing  Education  on  the  Medical 
Center  campus. 

Radiology  training 

Dr.  Pat  Kenney  has  received  word  that  the 
Residency  Review  Committee  for  Radiology, 
representing  the  American  Board  of  Radi- 
ology and  the  Council  on  Medical  Education, 
has  approved  the  Creighton  residency  pro- 
gram in  radiology.  Hospitals  to  be  utilized 
in  the  program  will  be  Saint  Joseph’s,  Doug- 
las County,  Veterans,  and  Bergan  Mercy. 
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Psychiatry  program 

Dr.  Beverley  Mead  has  received  word  that 
Creighton  has  been  approved  for  a three- 
year  residency  program  in  psychiatry  be- 
ginning June  1 of  this  year.  The  program 
is  approved  for  three  residents  at  each  level. 
Both  County  and  Saint  Joseph’s  Hospitals 
will  be  used. 


Creighton  appointments 

Dr.  Joseph  Holthaus,  Dean  of  Creighton 
University  School  of  Medicine,  has  an- 
nounced the  following  appointments: 

Shahrokh  Badakhsh,  M.D.  — ■ Assistant 
Professor  of  Pathology,  effective 
1-1-73. 

Robert  J.  Buchman,  M.D.  — Clinical 
Instructor  in  Surgery,  effective  12- 
20-72. 

John  G.  Holbrook,  S.J.,  M.S.  — Assist- 
ant Professor  of  Psychiatry,  effective 
1-9-73.  Fr.  Holbrook  is  presently  Di- 
rector of  the  Department  of  Religion 
and  Pastoral  Care  at  St.  Joseph  Hos- 
pital. 

James  R.  Huey,  Jr.,  M.D.  — Assistant 
Clinical  Professor  of  Obstetrics  and 
Gynecology,  effective  12-20-72. 

Kenneth  M.  Lakoff,  M.D.  — Assistant 
Clinical  Professor  of  Obstetrics  and 
Gynecology,  effective  12-20-72. 

Assistants 

Five  Nebraskans  have  been  accepted  as 
students  in  the  first  Physicians  Assistant 
education  program  which  will  begin  March 

7. 

A second  class  of  20  students  will  be  ad- 
mitted for  classes  beginning  in  July,  accord- 
ing to  Dr.  Robert  B.  Kugel,  dean  of  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

The  program  leading  to  a bachelor  of  sci- 
ence degree  was  authorized  by  the  1972 
Legislature.  Two  years  of  college  work  are 


prerequisite  to  entering  the  program.  One 
year  of  basic  medical  science  courses  is  re- 
quired for  the  student  in  such  areas  as 
anatomy,  physiology,  biochemistry,  path- 
ology, pharmacology  and  medical  microbi- 
ology. The  second  year  will  include  clin- 
ical education  at  the  University  of  Nebraska 
Medical  Center  and  with  practicing  physi- 
cians in  the  state. 

Dr.  Kugel  emphasized  that  the  Physicians 
Assistant  will  work  only  under  the  control 
and  supervision  of  the  physician  by  whom 
he  is  employed  and  will  not  be  authorized 
to  function  in  an  independent  status. 

“The  physician,  as  always,  will  be  respon- 
sible for  the  medical  care  of  his  patients,  and 
though  he  may  delegate  certain  phases  of 
the  care  to  this  assistant,  he  will  not  relin- 
quish any  of  his  responsibilities  associated 
with  patient  care,’’  Dr.  Kugel  said. 

Di’.  Gerard  Van  Leeuwen,  acting  director 
of  the  program,  said  the  students  will  be 
educated  to  work  primarily  for  family  prac- 
titioners, internists  and  pediatricians. 

Dr.  Van  Leeuwen  explained  that  the  edu- 
cational program  will  prepare  the  students 
to  perform  such  duties  as  obtaining  pa- 
tient histories,  doing  physical  examinations, 
conducting  routine  laboratory  tests  and  ad- 
ministering treatments  as  prescribed  by  his 
physician  employer. 

Twenty-three  physicians  assistant  educa- 
tion programs  have  already  been  approved 
by  the  American  Medical  Association’s 
Council  on  Medical  Education,  Dr.  Van 
Leeuwen  said.  He  added  that  an  applica- 
tion is  being  prepared  for  accreditation  of 
the  Nebraska  program  at  the  earliest  ap- 
propriate time. 

The  students  selected  for  the  first  class 
in  March  will  receive  their  first  year  of 
training  at  the  United  States  Air  Force 
School  of  Health  Care  Science  at  Sheppard 
Air  Force  Base,  Wichita  Falls,  Texas. 
Their  clinical  year  of  training  will  be  in 
University  of  Nebraska  afiliated  hospitals 
and  programs. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
March  31  — Sidney,  Elks  Lodge 
April  14  — Broken  Bow,  Elks  Lodge 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Continuing  Education 
Course,  conducted  by  the  Department  of 
Otolaryngologj"  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infinnary; 
March  5 to  10,  1973;  limited  to  15  physi- 
cians ; under  the  direction  of  Paul  H.  Hol- 
inger,  M.D.  Write  to:  Department  of 
Otolaryngology,  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 

22ND  ANNUAL  POSTGRADUATE 
COURSE  IN  PEDIATRICS  of  the  Univer- 
sity of  Texas  Medical  Branch;  Galveston, 
Texas  — March  15  and  16,  1973;  accept- 
able for  12  prescribed  hours  by  the  Amer- 
ican Academy  of  General  Practice;  regis- 
tration fee  is  $75.00.  Write  to:  Lillian  H. 
Lockhart,  M.D.,  University  of  Texas  Med- 
ical Branch,  Galveston,  Texas  77550. 

NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact : G.  W.  Orr,  M.D.,  Program  Director, 
Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ASSOCIATION  OF  MEDICAL  AS- 
SISTANTS — 7th  Annual  Meeting  and 
Educational  Seminar,  April  6,  7,  and  8th, 
Villa  Inn,  Norfolk,  Nebraska.  Informa- 
tion: Theola  Thornton,  Box  279,  Norfolk, 
Nebraska  68701. 

SEVENTH  NATIONAL  CONGRESS  ON 
THE  SOCIOECONOMICS  OF  HEALTH 
CARE  — Sponsored  by  Council  on  Medical 
Service,  AMA;  April  13-14,  1973;  Mar- 


riott Motor  Hotel  (near  O’Hare  Airport), 
8535  W.  Higgins  Road,  Chicago,  Illinois; 
$25  for  AMA  members,  $35  for  non- 
members. Write  to:  AMA,  Division  of 
Medical  Practice,  535  North  Dearborn  St., 
Chicago,  Illinois  60610. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  29  - May  2,  1973, 
Holiday  Inn,  Kearney,  Nebraska. 

FIRST  BIENNIAL  PLAINS  STATES  RA- 
BIES CONFERENCE  — The  first  bien- 
nial plains  states  rabies  conference  spon- 
sored by  the  Nebraska  State  Department 
of  Health  in  cooperation  with  the  Univer- 
sity of  Nebraska  Center  for  Continuing 
Education  will  be  held  at  the  Center  for 
Continuing  Education,  33rd  and  Holdrege 
Streets,  University  of  Nebraska,  Lincoln 
on  May  31  and  June  1,  1973.  The  registra- 
tration  fee  will  be  $18.  Further  informa- 
tion may  be  obtained  from  Lester  Reid, 
Nebraska  Center  for  Continuing  Educa- 
tion, 33rd  and  Holdrege,  Lincoln,  Nebras- 
ka 68503. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  23-28,  1973,  Ameri- 
cana Hotel,  New  York,  New  York. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to : Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 
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Welcome  New  Members 


Steven  Aldrich,  M.D. 

Rushville,  Nebraska  69360 

M.  Edward  Baccari,  M.D. 

8300  Dodge  St.,  #422 
Omaha,  Nebraska  68114 

Frank  A.  Brewster,  M.D. 

Holdrege,  Nebraska  68949 

J.  A.  Cain,  M.D. 

5440  South  Street 
Lincoln,  Nebraska  68506 

Eugene  P.  Cassidy,  M.D. 

Clarkson  Hospital 
Omaha,  Nebraska  68105 

George  0.  Clifford,  M.D. 

Creighton  Univ.  School  of  Medicine 
Omaha,  Nebraska  68131 

Ronald  A.  Draur,  M.D. 

8300  Dodge  Street 
Omaha,  Nebraska  68114 

Louise  Eaton,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  Nebraska  68105 

Frederick  W.  Gawecki,  M.D. 

St.  Joseph’s  Hospital 
Omaha,  Nebraska  68108 

Edward  G.  Grinnell,  M.D. 

5017  North  96th  Avenue 
Omaha,  Nebraska  68122 

Donald  Guenther,  M.D. 

Rushville,  Nebraska  69360 

Andrew  Hahn,  M.D. 

St.  Joseph’s  Hospital 
Omaha,  Nebraska  68108 

Guy  T.  Haven,  M.D. 

Univ.  of  Nebr.  Medical  Center 
Omaha,  Nebraska  68105 

Edward  A.  Holyoke,  Jr.,  M.D. 
Ogallala,  Nebraska  69153 

Lee  Lamberty,  M.D. 

Holdrege,  Nebraska  68949 

James  F.  Panzer,  M.D. 

Gordon,  Nebraska  69343 


Dennis  Passer,  M.D. 

3610  Dodge 

Omaha,  Nebraska  68131 

Neal  S.  Ratzlaff,  M.D. 

Methodist  Hospital 
Omaha,  Nebraska  68114 

Frank  M.  Shepard,  M.D. 

Creighton  Univ.  School  of  Medicine 
Omaha,  Nebraska  68131 

H.  Neal  Sievers,  M.D. 

753  North  21st 
Blair,  Nebraska  68008 

Won  T.  Sohn,  M.D. 

Clarkson  Hospital 
Omaha,  Nebraska  68105 

Michael  J.  Weaver,  M.D. 

628  Medical  Arts  Bldg. 

Omaha,  Nebraska  68102 


Treatment  Failures  With  Levodopa  in  Park- 
insonism — A.  Lieberman  et  al  (New  York 
Univ  Medical  Center,  New  York  10016). 
Neurology  22:1205-1210  (Nov)  1972. 

Twenty  out  of  120  patients  with  parkin- 
sonism seen  over  the  course  of  two  years 
and  who  failed  to  respond  to  levodopa  were 
restudied.  Levodopa  was  reduced,  patients 
were  reevaluated,  and  then  levodopa  was 
slowly  increased  until  toxicity  developed. 
Ten  patients  with  clinically  end-stage  park- 
insonism showed  little  or  no  response  to  levo- 
dopa, suggesting  they  no  longer  possessed 
a responsive  dopaminergic  system.  Three  pa- 
tients with  atypical  parkinsonian  features 
showed  a partial  response,  suggesting  that 
structural  alterations  in  non-dopaminergic 
systems  precluded  a satisfactory  response. 
Seven  patients  (representative  of  a larger 
group  of  40)  developed  adverse  effects 
(usually  abnormal  movements).  This  group 
presumably  had  a relatively  intact  dopa- 
minergic system  more  likely  to  respond  to 
manipulations  of  therapy. 
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In  Memoriam 


DR.  WILMER  D.  McGRATH 

Wilmer  D.  McGrath,  a native  of  Elsie, 
practiced  in  Grand  Island  from  1918  until 
he  retired  in  1966.  Dr.  McGrath  died  on 
January  29,  1973,  at  the  age  of  83. 

He  is  survived  by  his  wife  Martha,  a son 
Dr.  C.  D.  McGrath  of  Grand  Island,  and  a 
daughter,  Mrs.  Victor  Frost  of  West  Islip, 
N.Y. 

DR.  GRANT  REEDER 

Grant  Reedei’  of  Fremont,  was  born  March 
2.5,  1885,  in  Tipton,  Iowa,  and  was  graduated 
from  Rush  Medical  College  in  1911.  He  prac- 
ticed in  Kirkland,  Illinois  for  four  years,  and 
came  to  Fremont  in  1915.  He  was  an  army 
veteran  of  World  War  I,  and  served  on  the 
Board  of  Examiners  in  World  War  II.  He 
died  January  24,  1973,  at  the  age  of  87. 

He  is  survived  by  his  son  Dr.  Robert 
Reeder,  Fremont;  and  by  daughters  Mrs. 
Jane  Kreymborg,  North  Platte,  and  Mrs. 
Virginia  Christensen. 

DR.  JOHN  J.  SINNOTT 

John  J.  Sinnott,  44,  died  December  31, 
1972,  after  being  ill  for  some  time.  Dr.  Sin- 
nott was  an  obstetrician,  and  was  a graduate 
of  St.  Louis  University. 

He  is  survived  by  his  wife,  Mary  Ann; 
and  by  six  children,  Paul,  Mark,  Sean,  Kath- 
leen, Maureen,  and  Eileen,  all  at  home.  He 
is  also  survived  by  his  mother,  Mrs.  Mary 
Sinnott,  North  Tarrytown,  N.Y. ; brothers 
Frank,  Dallas,  Texas,  and  Bill,  Balston  Spa, 
N.Y. ; and  sisters  Mrs.  Ann  Fitzpatrick, 
Garden  City,  N.Y.,  and  Mrs.  Margaret  Libera- 
tore,  Vienna,  Va. 

Memorials  may  be  sent  to  the  Dr.  Sinnott 
Memorial  Fund. 

DR.  WALTER  ULMER 

Walter  P.  Ulmer,  82,  Dawson,  died  Decem- 
ber 29,  1972;  he  was  born  January  2,  1890, 
at  Dawson.  He  received  his  degree  in  medi- 


cine from  Washington  University.  Dr.  and 
Mrs.  Ulmer  went  to  China  and  served  as  mis- 
sionaries under  the  mission  board  of  the 
Evangelical  Church,  and  Dr.  Ulmer  opened 
an  office  in  Dawson  on  October  1,  1941. 

He  is  survived  by  his  wife,  Laura;  two 
sisters  Mrs.  Mary  Wuster  and  Miss  Edna 
Ulmer;  and  a brother,  Reuben  Ulmer,  Daw- 
son. 


Wilms’  Tumor  in  Three  Successive  Genera- 
tions — W.  T.  Brown  et  al  (Variety  Chil- 
dren’s Hosp,  Miami,  Fla  33155).  Surgery 
72;756-761  (Nov)  1972. 

A family  is  described  in  which  four  mem- 
bers in  three  successive  generations  devel- 
oped Wilms’  tumor.  The  parent  and  off- 
spring were  thus  affected.  The  diagnosis 
was  confirmed  by  histological  examination 
in  three  cases.  In  three  patients  the  right 
kidney  was  the  one  involved;  in  one  patient 
with  bilateral  tumors,  the  right  kidney  de- 
veloped first.  The  average  age  at  develop- 
ment of  tumor  has  been  younger  than  the 
average  age  for  sporadic  tumors.  Possible 
etiologic  role  of  heredity  is  suggested. 

Clinical  Experience  in  Staphylococcal  Sep- 
ticemia — M.  Knoblauch  (Kantonsspital 
Zurich)  and  K.  Meier.  Schweiz  Med 
Wochenschr  102:1745-1750  (Dec  2)  1972. 

Severe  accompanying  diseases  occurred  in 
80%  of  73  patients  with  staphylococcal  sep- 
ticemia. Mortality  was  65%  in  patients  with 
thrombocytopenia,  77%  in  patients  with 
shock,  and  90%  in  patients  with  both  throm- 
bocytopenia and  shock ; the  overall  mortality 
was  42%.  Resistance  of  staphylococci  to 
multiple  antibiotics  increased  during  the 
period  studied  in  infections  acquired  both  in- 
ane! outside  the  hospital,  but  more  markedly 
in  the  former  group.  Septicemia  and  endo- 
carditis may  well  be  due  to  infection  with 
coagulase-negative  staphylococci. 
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Before  deciding  to  make  Valium 
j iazepam)  part  of  your  treatment 
an,  check  on  whether  or  not  the 
itient  is  presently  taking  drugs 
id,  if  so,  what  his  response  has 
^en.  Along  with  the  medical  and 
)cial  history,  this  information  can 
dp  you  determine  initial  dosage, 
le  possibility  of  side  effects  and 
le  ultimate  prospects  of  success 
'failure. 

While  Valium  can  be  a most 
dpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
: excessive  psychic  tension  per- 
sts  and  should  be  discontinued 
hen  you  decide  it  has  accom- 
lished  its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
*e  follow  ed.  Valium  is  w ell 
)lerated  (see  Dosage).  POr  con- 
enience  it  is  available  in  2-mg,  5-mg 
ad  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
ave  been  the  most  commonly  re- 
orted  side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
e cautioned  against  engaging  in 
azardous  occupations  requiring 
amplete  mental  alertness,  such 
> driving  or  operating  machinery. 

Roche  Laboratories 
Division  o(  Hottmann-La  Roche  Inc. 

Nulley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  I'ension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprenension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  he  used  in  patients  u ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  retjuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  fretjuency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrau  al  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  (Kcurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely'  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sl<in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts.and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
i to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  I'ablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
del-I?-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 


To  help  you  manage  excessive  psychic  tension 
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Mayl)e  tlie  patient’s  self-fliagno- 
sis  is  right.  He  could  liave  liay 
fever.  But  tliat  l)right  red  nasal 
nuicosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  juohlem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  liis 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapi* 
Extentabs^.  d’liey’re  formulated 
to  relieve  these  symptoms  with- 
out mucli  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  tliey  can  get  from 
just  one  tablet  every  12  hours. 


C^Mor 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron 
chial  asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  a;, 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista 
mines  should  be  warned  against  po.ssible 
additive  effects  with  CNS  depressants 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersenciiivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopeni,.:  drow.slnecs,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  ii'Jhtness  of  the  cheat,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dycuria,  palpiXjtion,  hypo- 
tension/hypertenaion,  headache,  faini- 
ness,  dizziness,  tinnitus,  incoordination, 
visual  disturbaiiC(=- =,  mydrlasi-:,  CNS- 
depress.ant  and  (less  often)  stimulaiV 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epiga.siric  distress, 
® HOW  SUPPLIED:  Light  blue  E.xtentabs  in 
bottles  of  1 00  and  500. 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenapheif 
¥rith  Codeine 


Phenaphen  with  Codeine  No  2,  3,  or  4 contains-  Phenobarbital  ('A  gr.).  16.2  mg.  (warning: 
may  be  habit  forming);  Aspirin  (2Va  gr  ).  162  0 mg  ; Phenacetin  (3  gr.),  194.0  mg.;  Codeine 
phosphate.  ''/«  gr  (No  2).  Vs  gr.  (No  3)  or  1 gr  (No.  4)  (warning-  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-oontaining  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
vl  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 
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Medidnews  . . . 

Older  Americans  act 

By  a vote  of  82-9  the  Senate  passed  S.  50 
amending  and  extending  the  Older  Americans 
Act.  The  bill  provides  $1.5  billion  over  a 
three  year  period,  and  it  would  transfer  the 
Administration  on  Aging  from  the  Social 
and  Rehabilitation  Service  to  the  Office  of 
the  Secretary  of  HEW.  The  program  calls 
for  the  creation  of  comprehensive  systems 
for  the  delivery  of  social  services  to  the 
aging  at  the  local  level.  Features  of  the  pro- 
gram would  include  recreational,  education- 
al, and  voluntary  service  opportunities  for 
the  elderly,  together  with  expanded  research 
in  aging  and  the  training  of  personnel  in 
the  field  of  gerontology.  Additional  man- 
power programs  would  create  Public  Service 
employment  opportunities  for  certain  mid- 
dle aged  and  older  persons.  The  bill  would 
also  authorize  grants  for  the  development 
of  multipurpose  senior  centers  and  initial 
staffing  grants  for  these  centers. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8^/^  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^/4  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  n«ames)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  end  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation:  To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company.  Norfolk,  Nebr.  68701. 
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Our  Medical  Schools  . . . 

Chronic  pain  clinic 

The  neurosurgical  service  opened  a pain 
rehabilitation  unit  at  the  University  of  Ne- 
braska Medical  Center  February  19.  It  is 
the  fifth  such  unit  to  operate  in  the  United 
States. 

The  unit  will  treat  Nebraska  physicians’ 
patients  with  chronic  pain  which  has  not 


responded  to  other  medical  and  surgical 
treatment. 

Parts  of  the  program  to  rehabilitate  such 
incapacitated  patients  include  relief  from 
drug  dependence,  increased  activity  and  mo- 
bility, return  to  self-sufficiency,  and  re- 
orientation to  family  and  society  in  place 
of  obsessive  dwelling  on  suffering. 

The  neurosurgical  faculty  estimates  the 
length  of  patient  stay  will  range  from  three 
to  four  weeks. 

The  eight  bed  unit  is  located  in  the  re- 
modeled section  of  the  seventh  floor  of  Uni- 
versity Hospital.  The  unit  is  staffed  by  13 
persons,  including  nurses,  aides,  a psychology 
technician,  and  neurosurgical  faculty. 

The  staff  will  try  to  avoid  a hospital 
atmosphere.  Patients  will  wear  casual 
clothes,  eat  meals  at  a common  table,  exer- 
cise and  make  their  own  beds. 

Similar  pain  rehabilitation  units  are  locat- 
ed in  Boston;  San  Diego;  LaCrosse,  Wiscon- 
sin; and  the  University  of  Washington. 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 
Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 
Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  4882.3;  (517)  332-6541 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  W.  Monroe  St.,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

Wil'iam  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 

C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

William  W.  Moore,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Mr.  John  A.  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 

George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  IMedicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago.  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button.  Executive  Director- 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Hillier  L.  Baker,  Jr.,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 
380  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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“We’re  in  trouble.  The  gonorrhea  strain 
has  syphilis.” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties: 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela.  Lincoln.  Counties: 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties: 
Gage.  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert IL  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar.  Dixon.  Dakota. 
Antelope.  Pierce,  Thurston.  Madi- 
son. Stanton,  Cuming.  Wayne. 
Fifth  District:  Councilor:  Robert 

M.  Sorenson,  Fremont.  Counties: 
Burt.  Washington,  Dodge,  Platte. 
Colfax,  Boone,  Nance.  Merrick. 
Sixth  District:  Councilor:  Houtz 

G.  Steenburg.  Aurora.  Counties: 
Saundei*s,  Butler,  Polk,  Seward. 
York.  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties:  Sa- 
line. Clay.  Fillmore.  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  Robert 

W.  Waters.  O'Neill.  Counties: 
Cherry.  Keyapaha,  Brown.  Rock, 
Holt.  Sheridan.  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker.  Kearney.  Counties : 
Hall,  Custer.  Valley,  Greeley, 
Sherman.  Howard.  Dawson.  Buf- 
falo, (irant.  Hooker,  Thomas, 
Blaine.  Wheeler.  Loup,  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt.  Hastings.  Counties:  Gos- 

per. Phelps,  Adams,  Furnas, 
Harlan.  Webster.  Kearney.  Red 
Willow,  Chase.  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln,  Perkins.  Keith.  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman.  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte. 
Morrill,  Kimball.  Cheyenne,  Sioux. 
Dawe.s. 
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COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  L.  Welch.  Hastings Leo  F.  Weiler,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview  D.  F.  Johnson,  Jr.,  Osmond 

Boone -Roy  J.  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo _ David  L.  Bacon.  Kearney R.  D.  Scott,  Kearney 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel John  B.  Byrd,  Kimball C.  W.  Outright,  Sidney 

Cuming- E.  L.  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Custer M.  L.  Chaloupka,  Callaway Loren  H,  Jacobsen,  Broken  Bow 

Dawson John  H.  Worthman,  C-zad Rodney  A.  Sitorius,  Coz«ad 

Dodge Thomas  G.  Erickson.  Fremont W.  B.  Eaton.  Fremont 

Five  County Henry  J.  Billerbeck.  Randolph-_.Charles  G.  Muffley,  Pender 

Four  County Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage John  W.  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Garden-Keith-Perkin.s L.  C.  Potts,  Grant Berl  W.  Spencer,  Ogallala 

Hall John  Easley.  Grand  Island John  Reilly,  Grand  Island 

Hamilton P.  J.  Madden,  Aurora P.  J.  Madden.  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch Donald  Bailey,  O’Neill 

Howard R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson Gordon  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Knox -R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster L.  Dwight  Cherry.  Lincoln Dwight  L.  Snyder.  Lincoln 

Lincoln George  D.  Cooper.  North  Platte- Miles  E.  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin.  Norfolk 

N.W.  Nebraska R.  H.  Penor,  Chadron A.  J.  Alderman,  Chadron 

Omaha  Medical S.  M.  Truhlsen,  Omaha Donald  J.  Pavelka.  Omaha 

Otoe G.  E.  Burbridge,  Nebraska  City_C.  J.  Formanack,  Syracuse 

Phelps Walter  M.  Reiner.  Holdrege Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley Herbert  D.  Kuper,  Columbus A.  H.  Liebentritt,  Columbus 

Saline V.  Franklin  Colon,  Friend Manjuis  W.  Hineman,  Crete 

Saunders E.  J.  Hinrichs,  Wahoo John  E.  Hansen.  Jr.,  Wahoo 

Scotts  Bluff Kenneth  J.  Johnson,  Scottsbluff. Clark  D.  Wieland,  Scottsbluff 

Seward Paul  E.  Plessman.  Sewaid Van  E.  Vahle,  Seward 

South  Central  Nebraska L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska R.  E.  Jackson,  Pawnee  City B.  G.  Farmer,  Falls  City 

S.W.  Nebraska G,  A.  Harris,  Cambridge John  L.  Batty.  McCook 

Washington-Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

York-Polk James  D.  Bell,  York B.  N.  Greenberg,  York 
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ORGANIZATIONS,  STATE  ^ 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Charles  F.  Lemer,  Executive  Director 
5002  Davenport,  Omaha  68132 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Division  of  Rehabilitation  Services 

Garry  D.  Cartwright,  Assistant  Commissioner-Dir. 
Dept,  of  Education,  233  So.  10th  St.,  Lincoln  68508 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 

Muscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 

National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter- 

Mark  Dorcey,  Executive  Director 

8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 

Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 

Nebraska  Academy  of  Otolaryngology 
Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “0”  St.,  Lincoln  68510 
James  I.  Wax,  M.D.,  Sec’y-Treas. 

12135  Pacific  St.,  Omaha  68154 

Nebraska  Chapter 

American  College  of  Physicians 

John  Hartigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Chapter,  American  College  of  Radiology 
James  F.  Johnson,  M.D.,  Secretary-Treasurer 
1808  No.  100th  St.,  Omaha  68114 

Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 

Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 

Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 


Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  League  for  Nursing 

Ml'S.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Street,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “0”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  of  Anesthesiologists 
Dean  C,  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  for  Medical  Technology 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Heni-y  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincpln  Bldg.,  10th  & “0”  St.,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 
Nebraska  State  Orthopedic  Society 
James  R.  Scott-Miller,  M.D.,  Secretary 
521  Doctors  Bldg.,  Omaha  68131 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Br'iggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  R.  Serafy,  Executive  Secretai'y 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 
Hal  Mardis,  M.D.,  Sec’y-Treasurer 
8300  Dodge,  Omaha  68114 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 
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UNIQUE 


INLAY-TABS 


LABORATORIES  ^ 
Lincoln,  Nebraska  ^01 


10-GRAIN  BUf  FERED  ASPIRIN 


The  unique  ethical  10-grain  but-  " 
fered  aspirin.  Made  specifically 
for  rheumatoid  arthritics  or  ortho- 
pedic patients  when  pain  is  a 
factor. 

You  may  design  the  optimai  pro- 
gram for  each  patient’s  needs. 
Scored  Gama  Iniay-Tabs  let  you 
adjust  dosage  in  5-or-10-grain  in- 
crements. 

Gives  patients  the  help  they’ll 
know  is  individualized  for  them. 


^ Doesn’t  look  fike'arjy  o|her^ 
aspirin. 

Costs  no  more  per^dose^Jlhap, 
many  5-grain  buffered  aspirin-^ 
tablets.  ' s . 

See  if  arthritis'  classical  therapf 
isn’t  sizably  better  now.  Ask  your 
Dorsey  represeritative  for  a gen- 
erous GAMA  trial  supply  today  or 
write  Director  of  Professional 
Relations. 


Each  .tablet  contains  aspirin  (10  grains), 
600  mg.;  rrfi||nesium  hydroxide,  N.F., 

150  mg.;  alutninum  hydroxide  dried 
gel,  150  -1  - 

Usual  dosage: 

1 tablet  q.i.d. 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


ANESTHESIA  AND  APPREHENSION 

A great  deal  has  been  said  about  fear 
and  anesthesia;  I have  seen  the  effects  of 
fear  for  an  hour  while  the  patient  was,  as 
we  say,  asleep.  But  we  are  talking  about 
the  patient’s  fear,  and  it  is  time  we  said 
something  about  the  apprehension  of  the 
anesthesiologist.  How  often  do  we  avoid 
anesthesia,  or  postpone  it,  or  change  it  be- 
cause we  are  afraid  to  anesthetize  a patient 
on  account  of  risk? 

I am  thinking  about  heart  disease,  and 
particularly  a sudden  and  severe  foi-m  of  it. 
We  have  been  told  that  the  danger  of  ad- 
ministering anesthesia  climbs  sharply  here, 
and  we  have  hesitated  to  put  the  patient  to 
sleep  for  acute  surgical  emergencies  at  such 
times. 

But  now  surgeons  transplant  hearts,  and, 
as  they  do  for  bleeding  ulcers,  they  wait 
until  the  worst  time;  in  the  case  of  ulcer, 
when  the  victim  is  bled  out ; and  now,  when 
the  heart  is  at  its  worst.  That  is  when  he 
needs  the  new  heart,  and  it  is  also  when  his 
own,  which  is  the  one  we  are  putting  him 
to  sleep  with,  is  as  bad  as  it  can  get. 

Yet  these  patients  seem  to  withstand 
anesthesia  well  enough  so  that  hearts  are 
still  being  transplanted.  Perhaps  it  is  all 
psychological ; it  is  like  the  four-minute  mile, 
which  nobody  could  break  until  everyone 
was  doing  it.  And  formerly,  we  could  not 
anesthetize  patients  with  failing  hearts,  and 
now  we  are  doing  it,  and  because  their  hearts 
have  failed.  It  seems  obvious  that  what  was 
wanting  was  boldness,  and  it  may  be  that 
we  might  look  into  our  own  fears  in  other 
directions.  And  into  statistics,  which  may 
have  come  up  with  the  wrong  answer  in  this 
case. 

F.C. 


THE  ONE  YEAR  CURE 

To  tell  how  good  an  operation  is,  sur- 
geons and  statisticians  have  learned  to  count 
the  people  who  are  alive  five  years  later. 
Sometimes  the  five  is  only  three,  but  now 


we  talk  of  10  and  even  15.  If  a patient 
dies  of  something  else,  like  being  hit  by  a 
truck,  before  the  five  years  are  up,  it  is 
not  a cure,  and  may  therefore  be  looked  on 
as  a failure;  and  if  she  is  alive  and  seem- 
ingly free  of  the  original  disease  five  years 
later,  it  is  a cure,  even  if  it  becomes  a non- 
success a year  later.  It  is  a rough  method, 
but  like  the  crooked  wheel,  it  is  all  we  have. 

To  the  patient  with  incurable  disease  we 
offer  palliation,  but  is  it  not  cure  of  a 
sort?  For  if  we  prolong  life,  do  we  not 
effect  a one  or  two  year  cure?  And  of  what 
use  is  a 15  year  cure  to  a 60  year  old  patient 
who  will  not  live  beyond  70? 

The  human  machine  is  not  built  to  last. 
Here  and  there,  given  a chance,  as  when 
we  bring  bone  ends  or  skin  edges  together, 
our  bodies  make  feeble  exertion  toward  im- 
mortality, as  though  remembering  some- 
thing from  the  past,  but  these  serve  for 
only  a little  while,  and  there  is  no  grand 
effort,  only  a patchwork. 

But  we  may  comfort  the  incurably  ill 
and  remind  them  that  we  are  all  incurably 
ill,  and  that  their  care  does  not  differ  from 
that  rendered  to  others,  that  palliative  ther- 
apy is  specific,  that  nobody  lives  forever, 
and  that  extending  the  life  span  for  a year 
is  a one  year  cure. 

F.C. 


WHY  FORCE  FLUIDS? 

When  we  do  not  know  what  to  do,  Ave  are 
driven  to  do  something,  and  what  we  do  is 
apt  to  be  nonspecific,  ineffective,  and  wrong. 
We  have  painted  throats,  and  purged,  and 
bled,  and  prescribed  medicines  made  of  roses, 
and  applied  heat  and  cold  for  the  same  ail- 
ment. We  have  kept  patients  in  bed  for 
weeks,  until  we  were  driven  to  early  am- 
bulation because  we  had  run  out  of  beds. 

And  if  you  have  the  flu,  we  force  fluids. 
The  only  connection  between  flu  and  fluids 
that  I can  see,  is  that  the  words  sound 
alike. 
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And  what  are  fluids?  We  don’t  recom- 
mend quarts  of  coffee  and  tea.  Fruit  juices? 
If  it’s  ascorbic  acid  you’re  after,  a vitamin 
pill  is  as  good.  Water?  Why  don’t  we  just 
tell  the  patient  to  drink  a lot  of  water? 

But  what  is  the  good  of  an  overdose  of 
liquids?  If  we  wash  out  the  toxin,  we  do 
the  same  to  the  antibody.  And  think  of  the 
harmful  effect  of  overloading  the  circula- 
tion, on  the  heart,  and  kidneys,  and  on  the 
gastrointestinal  tract. 

The  word  fluids  is  bad  enough,  but  force 
sounds  worse.  And  1 wonder  what  would 
happen  if  you  got  a cold,  and  did  not  dis- 
tend your  stomach  with  water. 

F.C. 


TWELVE  TO  TEN 

Metric  means  measuring,  but  it  also  has  to 
do  with  the  meter.  The  French,  after  they 
got  through  with  their  revolution,  developed 
a passion  for  the  number  ten,  and  they 
changed  Fahrenheit  to  Centigrade,  and  yards 
to  meters.  They  divided  the  distance  on  the 
earth  from  pole  to  equator  by  ten  million, 
and  called  it  a meter,  but  the  meter  is  de- 
fined in  other  ways  now.  We  have  ten  fin- 
gers and  as  many  toes,  but  toes  are  not 
easy  to  count  on;  they  are  hard  to  reach 
and  not  easily  manipulated  or  seen.  And  so 
we  have  been  accustomed  to  the  use  of  the 
decimal  system.  But  there  are  others ; people 
in  other  lands  count  up  to  five,  and  even 
three. 

If  we  were  to  use  the  duodecimal  system, 
we  would  base  our  reckoning  and  measur- 
ing on  the  number  twelve,  and  we  would 
have  all  the  advantages  of  the  system  we  use 
now;  we  could  multiply  and  divide  just  by 
moving  the  dot  we  call  the  decimal  point 
now.  In  addition,  we  would  have  a better 
number  to  work  Avith,  since  tAvelve  can  be 
factored  by  2,  3,  4,  and  6,  while  ten  has  only 
two  factors,  2 and  5.  That’s  why  we  buy  a 
dozen  eggs  and  a six-pack  of  beer,  and  a 
gross  of  pins,  and  a half-dozen  doughnuts. 

And  that  is  why  Ave  have  24  hours  in  a 
day,  12  inches  in  a foot,  360  degrees  in  a 
circle,  and  12  months  in  a year;  there  are 


60  seconds  in  a minute  and  60  minutes  in 
an  hour. 

We  are  surely  moving  to  the  metric  sys- 
tem, and  Ave  should,  but  it  is  worth  thinking 
about  what  Ave  are  doing.  We  will  be  in 
step  Avith  other  countries  if  we  go  over  to 
ten,  but  tAvelve  is  a better  number.  And 
there  Avill  ahvays  be  seven  days  in  a week, 
I suppose. 

I am  not  arguing  for  16  ounces,  or  15 
grains,  or  for  scruples,  and  of  course, 
there  were  only  ten  commandments,  but  if 
there  Avere  tAvelve,  I might  have  kept  more 
of  them. 

F.C. 


ON  UNITS 

Units  are  wonderful;  unless  you  have 
measured  a thing,  you  do  not  know  any- 
thing about  it. 

For  some  time  noAV,  I have  wanted  to  say 
two  things  about  units. 

We  all  knoAv  Avhat  a calorie  is,  but  a kilo- 
calorie is  something  else.  When  you  think 
you  are  on  a 5,000  calorie  diet,  you  are  not. 
Those  are  really  kilocarlories,  and  you  are 
actually  on  a five  million  calorie  binge  every 
day. 

The  intelligence  quotient  is  not  what  you 
get  Avhen  you  divide  the  mental  age  by  the 
chronological  age.  Otherwise,  your  I.Q.  might 
be  1.1,  and  that  would  take  a lot  of  ex- 
plaining. You  divide  the  mental  age  by  the 
chronological  one,  and  then  you  multiply  that 
by  100. 

If  you  said  your  I.Q.  was  1.1,  and  that 
you  Avere  on  a 5 million  calorie  diet,  people 
might  believe  you. 

F.C. 


THE  INTERNIST 

Internal  medicine  deals  with  the  internal 
structures  of  the  human  body,  or  your  in- 
sides. A clinician  is  an  expert  clinical  physi- 
cian, and  clinic  is  a word  derived  from  bed, 
and  means  a place  for  the  special  study  of 
diseases.  The  internist  differs  from  the 
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family  physician  by  not  delivering  babies 
and  not  caring  for  them,  and  from  the  sur- 
geon in  not  operating. 

Still,  the  sound  of  the  word  internist  is 
awe-inspiring  and  sounds  more  like  a spe- 
cialist than  anything  else,  even  the  surgeon, 
for  every  doctor  calls  himself  physician  and 
surgeon,  and  the  internist  may  be  the  wisest 
of  physicians. 

His  field  has  come  to  contain  things  of 
which  we  knew  little  or  nothing  in  school, 
as  radioisotopes,  genetic  counseling,  drug 
abuse,  radiation  sickness,  pulmonary  physi- 
ology, brain  death  and  heart  transplants, 
antibiotics,  and  tranquilizers.  There  is  much 
more  to  know  about  medicine  now,  and 
progress  in  this  field  is  astonishing.  But 
then,  progress  is  astonishing  in  most  medi- 
cal fields  today,  only  it  may  be  moreso 
here. 

This  is  where  you  go  if  you  are  a non- 
pregnant adult  and  did  not  fall  and  break 
your  hip,  but  you  must  still  choose  between 
internal  medicine  and  family  practice.  He 
knows  all  about  the  heart,  although  there  is 
a cardiologist;  and  the  lungs,  but  there  is 
also  the  respiratory  physiologist.  He  can 
tell  you  whatever  you  want  to  know  about 
the  stomach,  though  we  do  have  a gastro- 
enterologist, and  the  liver;  I do  not  think 
there  is  a liver  doctor. 

Surgery  has  been  broken  up  into  little 
pieces  now,  so  that  what  we  call  the  surgeon 
is  probably  an  abdominal  surgeon,  since  he 
has  given  up  bones  and  nerves  and  brains 
and  tonsils,  as  well  as  the  larynx  and  to 
some  extent  babies  and  hearts  and  lungs. 
But  the  internist  may  be  the  last  of  the  un- 
specialized specialists,  since  he  will  take  on 
all  your  insides.  That’s  what  internal  medi- 
cine means. 

F.C. 


Effects  of  Fresh  Plasma  or  Whole  Blood 
Transfusions  on  Patients  With  Various 
Types  of  Mucopolysaccharidosis  — A.  S. 
Dekaban  et  al  (National  Institutes  of 
Health,  Bethesda,  Md  20014).  Pediatrics 
50:688-692  (Nov)  1972. 


Repeated  fresh  plasma  or  whole  blood 
transfusions  were  given  to  five  patients  with 
Hurler,  Hunter,  or  Sanfilippo  types  of  muco- 
polysaccharidosis. In  two  patients  who  re- 
ceived plasma  transfusions  there  was  no  no- 
ticeable change  in  the  amount  of  AMPS  ex- 
creted ; of  the  three  patients  who  received 
whole  blood  transfusions,  two  had  slightly 
less  excretion  of  AMPS,  while  there  was  no 
difference  in  the  third.  The  AMPS  in  the 
CSP^  were  measured  in  two  patients  before 
and  after  blood  transfusions  and  found  to  be 
unchanged ; likewise,  the  determination  of 
molecular  weights  in  the  isolated  AMPS  was 
virtually  identical.  The  transfusions  caused 
no  demonstrable  difference  in  the  patients’ 
clinical  condition. 

Apneic  Seizures  Treated  With  Atropine  — 

H.  Hoosmand  (Medical  College  of  Vir- 
ginia, Richmond  23219).  Neurology  22: 
1217-1221  (Dec)  1972. 

A 2-year-old  girl  suffered  from  daily,  as 
well  as  nocturnal,  spontaneous  attacks  of  res- 
piratory arrest.  Ictal  EEC  recording  re- 
vealed depression  of  the  background  as  well 
as  arrest  of  respiration.  No  simultaneous 
ECG  changes  were  noted.  Inter-ictal  EEC 
recordings  revealed  bi-temporal  spikes,  max- 
imally on  the  right.  Standard  anticonvulsants 
did  not  control  the  seizures ; however,  long- 
tei'm  treatment  with  atropine  sulfate  stopped 
the  attacks.  Discontinuation  of  atropine  sul- 
fate, on  two  separate  occasions,  resulted  in 
recurrence  of  seizures. 

Diagnosis  of  Starch  Peritonitis  by  Para- 
centesis — A.  L.  Warshaw  (Massachusetts 
General  Hosp,  Boston  12014).  Lancet  2: 
1054-1055  (Nov  18)  1972. 

In  nine  suspected  cases  of  starch  peri- 
tonitis the  diagnosis  was  supported  by  exam- 
ination of  ascitic  fluid  obtained  by  paracen- 
tesis. Ascitic  fluid  from  these  patients  was 
abundant,  sterile,  and  contained  mononu- 
clear leukocytes.  Starch  granules  were  dem- 
onstrated by  iodine  staining  or  by  polar- 
ized light  microscopy  in  seven  of  nine  un- 
centrifuged specimens.  Examination  of  as- 
citic fluid  provides  a simple  method  of  con- 
firming the  diagnosis. 
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ORIGINAL  ARTICLES 


Convocation  Address; 

Toward  the  Future  at  the 
University  of  Nebraska  Medical  Center* 


The  accomplishments  of  the  Uni- 
versity of  Nebraska  Medical 
Center  in  the  last  several  years 
have  been  remarkable,  an  observation  which 
has  been  especially  obvious  to  those  of  us 
who  have  had  the  opportunity  to  watch  these 
developments  from  the  outside. 

Everyone  in  this  Medical  Center  now  and 
in  the  future  owes  a debt  of  gratitude  to 
those  who  shared  in  accomplishing  these 
changes.  Of  particular  note  must  be  the 
leadership  provided  by  my  predecessor,  Dr. 
Cecil  L.  Wittson,  and  those  who  worked  so 
closely  with  him  to  develop  new  and  vigor- 
ous programs  while  at  the  same  time  putting 
together  a completely  modern  physical  plant. 

I would  hope  that  the  confrontation  with 
the  problems  of  each  day  will  not  submerge 
our  awareness  of  the  significance  of  the 
accomplishments  of  this  Medical  Center  as 
we  adjust  to  change  and  set  the  stage  for 
future  progress  based  upon  these  changes. 

As  Chancellor,  I am  afforded  the  opportun- 
ity and  the  obligation  to  assess  my  own  per- 
sonal goals  and  objectives  in  relation  to  those 
of  the  Medical  Center  as  well  as  in  relation 
to  the  participants  in  the  programs  which 
all  of  us  will  seek  to  make  successful.  I 
would  take  this  opportunity  to  indulge  in 
some  interpretations  of  the  challenges  which 
lie  ahead  for  all  of  us. 

The  University  of  Nebraska  Medical  Cen- 
ter has  evolved  rapidly  into  a complicated 
combination  of  programs.  This  past  July, 
the  School  of  Nursing  became  a College  of 
Nursing,  and  the  College  of  Pharmacy  be- 
gan its  move  to  our  campus.  The  Nebraska 
Psychiatric  Institute,  the  C.  Louis  Meyer 
Childrens  Rehabilitation  Institute,  the  Ep- 
pley  Institute  for  Research  in  Cancer  and 
Allied  Diseases,  University  Hospital,  and  the 
College  of  Medicine  are  the  other  five  com- 
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ponents  which  make  up  the  seven  basic  pro- 
grams on  the  campus. 

These  seven  components  give  expression 
to  the  Center’s  mixture  of  responsibilities 
for  education,  research  and  personal  and 
community  services.  Sometimes  this  com- 
bination of  programs  causes  bewilderment 
about  our  purposes  not  only  among  the  gen- 
eral public,  which  tries  to  understand  the 
Medical  Center,  but  also  among  those  who 
are  directly  involved  in  or  affected  by  those 
programs. 

To  develop  an  understanding  at  as  many 
levels  of  society  as  possible,  perhaps  we 
should  focus  on  the  purpose  of  the  institution 
of  which  we  are  a part.  My  dictionary  de- 
fines a university  as  “The  whole  body  of 
teachers  and  students  pursuing,  at  a par- 
ticular place,  the  higher  branches  of  learn- 
ing; such  persons  associated  together  as  a 
society  or  corporate  body,  having  the  power 
of  conferring  degrees  and  other  privileges, 
and  forming  an  institution  for  the  promo- 
tion of  education  in  the  higher  branches  of 
learning.” 

This  definition  is  expressed  in  the  Char- 
ter Act  of  the  State  of  Nebraska  under 
which  the  University  of  Nebraska  was 
created.  This  act  states  that  the  University 
was  created  to  “afford  the  inhabitants  of  this 
state  the  means  of  acquiring  a thorough 
knowledge  of  the  various  branches  of  litera- 
ture, science,  and  the  arts.” 

A later  judicial  decision  extended  the  pur- 
pose of  the  University  as  follows;  “Afford- 
ing the  means  of  acquiring  a thorough 
knowledge  of  the  various  branches  of  litera- 

♦Delivered  July  26,  1972. 

tChancellor,  University  of  Nebraska  Medical  Center. 
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ture,  science,  and  the  arts  is  not  now  the  limit 
of  (the  university’s)  purposes,  powers  or 
activities.  It  has  long  since  passed  the  state 
of  scholastic  instruction,  and,  in  addition, 
is  conducting  practical  experiments  and  ap- 
plying knowledge  for  the  benefit  of  the  pub- 
lic, and  incidentally,  aiding  individuals,  pro- 
fessions, and  industries.” 

Thus  the  central  and  unique  role  of  the  uni- 
versity is  the  educational  mission  from  which 
the  research  and  service  missions  are  de- 
rived. 

It  is  in  this  climate  that  scholars,  both 
teachers  and  students,  have  the  greatest 
opportunity  to  develop  the  new  thoughts 
and  the  new  discoveries  which  are  critical  to 
the  provision  of  both  better  medical  educa- 
tion and  improved  health  care. 

The  environment  of  responsible,  free  ex- 
pression is  critical  in  the  development  of  this 
leadership  required  for  our  society  with  its 
rapid  changes  and  adaptations. 

In  a medical  center  where  the  educational 
emphasis  must  be  on  the  practical  and  ap- 
plied aspects  of  knowledge,  a commitment 
is  required  to  service  programs  which  are 
in  themselves  important  in  assuring  the 
quality  of  learning  for  students  and  which 
are  at  the  same  time  pertinent  to  the  scholar- 
ly activities  of  the  faculty.  Service,  quality 
of  learning,  and  scholarly  pertinence  must 
correlate  closely  in  order  that  a medical  cen- 
ter may  fulfill  the  missions  of  its  educational 
programs. 

Each  of  the  seven  primaiy  components  of 
this  Medical  Center  has  defined  its  pro- 
grams within  the  university  mission.  These 
programs  must  be  constantly  updated  by  the 
faculty  and  staff  of  the  colleges,  institutes 
and  hospital.  It  is  the  administrative  of- 
ficer of  the  Medical  Center  who  must  co- 
ordinate these  programs  into  both  a respon- 
sible and  a responsive  role. 

As  Chancellor,  I shall  seek  to  express  the 
goals,  purposes,  and  needs  of  these  com- 
ponents through  liaison  with  the  administra- 
tive heads  of  each  unit  with  assistance  from 
my  staff.  To  that  end,  I have  activated 
the  Chancellor’s  Advisory  Council  as  a prin- 
cipal, formal  source  of  advice  and  coordina- 


tion of  programs.  Prior  Medical  Center 
committees  will  be  continued,  but  appoint- 
ments in  the  future  will  include  representa- 
tion from  the  seven  component  units  where 
it  is  appropriate. 

There  will  be  evolved  in  the  immediate  fu- 
ture councils  of  faculty  and  students  for 
programs  of  the  Medical  Center  again  with 
the  major  purpose  of  insuring  both  under- 
standing and  commitment  for  the  programs 
and  plans  of  each  of  the  seven  components 
of  the  center. 

Each  one  of  us  who  has  a responsibility, 
whether  as  staff  or  student,  must  search  for 
complete  role  fulfillment  in  a manner  which 
also  improves  the  programs  and  accomplish- 
ments of  this  Medical  Center.  Through  the 
efforts  of  all  the  people  in  this  institution, 
we  will  be  able  to  develop  solutions  to  health 
needs  in  Nebraska,  and  to  be  of  assistance  in 
providing  for  health  needs  in  appropriate 
surrounding  areas. 

The  professionals  in  the  field  of  medicine 
and  its  allied  health  constituencies  are  en- 
countering four  major  challenges  which 
bear  on  this  Medical  Center  no  less  (and 
perhaps  even  more  so)  than  on  those  per- 
sons and  institutions  outside  the  university. 
A statement  of  the  four  major  problems 
which  I believe  express  current  public  con- 
cern may  seem  redundant  but  nevertheless 
bear  examination  now  in  order  to  under- 
stand 'clearly  where  medicine  and  this  Med- 
ical Center  must  focus  in  order  to  respond. 

First  and  foremost  in  the  minds  of  every 
American  today  in  considering  health  needs, 
is  the  assurance  that  medical  care  is  not 
only  available  but  accessible.  Discrepancies 
in  availability  and  accessibility  of  medical 
care  exist  in  communities  of  all  sizes  and 
locations. 

Secondly,  the  costs  of  medical  care  are  a 
cause  of  great  concern  not  simply  because 
they  seem  large,  and  are,  in  fact,  for  seri- 
ous illness,  but  also  because  there  is  poor 
understanding  of  the  causes  for  these  costs. 
Even  within  the  health  professions  there  is 
substantial  misunderstanding  about  costs. 
This  stems  from  the  fact  that  modern  medi- 
cal care  is  complex,  and  an  individual  in  one 
area  may  not  fully  understand  or  be  in- 
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formed  of  the  reasons  behind  the  costs  in  an- 
other area. 

A third  major  challenge  rests  in  what  I 
would  identify  as  a schizophrenic  attitude 
in  our  society  toward  applying  known  med- 
ical information  toward  the  prevention  of 
illness.  For  example,  we  readily  accept  im- 
munization programs,  dietary  instructions, 
and  limited  programs  of  physical  education 
for  our  children,  but  freely  ignore  less  ap- 
parent but  available  health  maintenance 
steps  for  adults.  Our  societal  attitudes  en- 
courage excessive  consumption  of  calories 
and  of  chemicals  such  as  alcohol  and  drugs, 
while  at  the  same  time  recognizing  that  such 
excesses  jeopardize  the  well-being  of  indi- 
viduals. There  can  be  little  doubt  about  the 
injury  to  the  respiratory  system  which  re- 
sults from  constant  smoking.  In  spite  of  this 
medical  knowledge,  our  adult  population 
continues  the  usage  of  large  quantities  of 
tobacco,  and  the  incidence  of  smoking 
among  teenagers  has  again  begun  to  rise. 
Our  commitment  to  prevention  of  disease 
among  adults  in  the  United  States,  1 am 
forced  to  conclude,  is  only  superficial  at 
best. 

Although  the  current  concern  in  medicine 
appears  to  be  for  the  quantity  of  medical 
care  available,  1 am  confident  that  this  will 
be  succeeded  by  a fourth  concern  — the 
consideration  of  the  quality  of  the  medical 
care  that  is  provided.  The  judgment  about 
quality  will  not  be  simply  whether  doctor, 
and  nurse  is  good  in  their  roles,  but  more 
whether  or  not  under  any  given  circum- 
stance, the  kind  of  care  provided  is  appro- 
priate. 

These  four  major  challenges  now  confront 
the  health  care  professionals  in  this  coun- 
try. But  the  direction  of  the  responses  to 
these  challenges  has  seemingly  moved  away 
from  health  professionals  and  is  being 
strongly  influenced  by  the  action  of  legisla- 
tive bodies  at  all  levels.  The  health  profes- 
sionals and  this  Medical  Center  must  seek 
responses  to  these  four  issues. 

The  complexity  of  medical  care  will  con- 
tinue to  grow  along  with  a fragmentation  of 
services  among  the  ever-increasing  number 
of  categories  of  providers  of  health  care. 


This  drift  toward  the  division  of  care  ac- 
cording to  special  skills  or  through  limited 
roles  works  to  inhibit  the  understanding 
of  the  individuals  in  one  area  of  those  per- 
sons working  in  another.  There  is  a polar- 
ization of  attitudes  which  arises  out  of  the 
specific  specialty  roles  and  from  the  settings 
in  which  those  roles  function.  It  would 
seem  clear  then  that  there  is  a need  for  the 
educator,  the  practitioner,  the  investigator, 
and  the  administrator  to  understand  the 
needs  and  roles  of  his  fellow  professionals. 
VVe  must  seek  to  avoid  circumstances  and 
situations  which  pit  individuals  or  groups  of 
individuals  within  these  professions  against 
one  another;  rather  we  must  identify  those 
common  goals  which  will  best  fulfill  the 
needs  for  medical  education,  research  and 
services  in  our  society.  Obviously  there 
must  be  differences  of  purposes  and  opinions, 
but  solutions  for  these  must  be  found  in  a 
context  related  to  our  need,  desire  and  ob- 
ligation to  assure  good  medical  care  for  all. 

This  Medical  Center  has  already  assumed 
the  responsibility  for  leadership  in  programs 
to  assist  in  providing  medical  care  for  areas 
of  the  State  of  Nebraska  that  are  presently 
underserved.  Experiments  in  medical  prac- 
tice programs  are  being  conducted  in  our 
rural  and  uiban  areas,  and  may  well  serve 
as  models  which  will  permit  physicians  to 
enter  practice  in  these  communities.  While 
the  cooperative  program  with  Broken  Bow 
may  permit  the  Medical  Center  to  assist  in 
providing  physicians  for  that  community, 
even  more  important  may  be  that  the  pro- 
gram allows  innovations  in  providing  spe- 
cial diagnostic  seiwices  which  would  not  be 
available  in  the  community  except  for  the 
use  of  the  new  communications  devices. 

The  possibility  exists  that  the  program  at 
Broken  Bow  may  evolve  into  a flexible  or- 
ganization for  the  association  of  other  physi- 
cians in  a small  community  such  that  it  will 
encourage  other  physicians  and  other  medi- 
cal personnel  to  turn  to  such  communities 
for  their  medical  practice. 

The  need  for  physicians  in  the  western 
two  thirds  of  Nebraska  is  considerable  now, 
but  will  become  even  greater.  It  must  be 
noted  that  the  average  age  of  physicians  in 
the  western  two  thirds  of  the  state  indicates 
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there  will  be  a rapid  loss  of  the  physician 
manpower  from  the  rural  communities  in 
the  next  five  to  ten  years. 

And  while  there  is  an  ongoing  problem 
to  provide  more  physicians  for  rural  Ne- 
braska, there  is  also  a commanding  need 
in  the  large  urban  areas  of  the  state  where 
the  poor  reside.  The  W Street  Clinic  in 
Omaha,  which  is  operated  by  the  Medical 
Center,  may  very  well  serve  as  a model  for 
developing  care  programs  in  the  poverty 
areas  of  large  cities. 

These  programs  in  rural  and  urban  Ne- 
braska have  given  hope  to  those  who  now 
have  inadequate  accessibility  to  medical 
care  that  some  practical  solution  is  in  the 
offing  to  assist  them. 

There  is  an  added  dimension  to  these  pro- 
grams. They  offer  an  important  opportun- 
ity for  our  students  in  medicine,  nursing, 
pharmacy,  and  the  allied  health  fields  to  ob- 
tain part  of  their  educational  experiences  in 
those  parts  of  the  state  where  health  per- 
sonnel are  badly  needed. 

The  Medical  Center  must  also  seek  to  assist 
the  University  of  Nebraska  to  respond  to 
needs  for  new  health  education  programs  in 
a diversity  of  communities.  If  the  state  or 
federal  governments  will  commit  funds  to 
support  quality  educational  programs,  then 
the  University  and  the  Medical  Center  will 
be  prepared  to  extend  such  programs  to  the 
appropriate  communities  in  the  state. 


Through  these  combinations  of  education- 
al, research  and  service  functions,  we  can 
assist  in  finding  solutions  to  the  health 
needs  of  Nebraska.  And  by  such  programs 
we  can  fulfill  the  University’s  obligation  to 
respond  to  the  needs  of  the  citizens  as  in- 
tended within  the  charter  of  the  University 
of  Nebraska. 

But  the  achievement  of  ultimate  success 
of  this  Medical  Center’s  programs  is  de- 
pendent upon  the  willingness  of  each  indi- 
vidual, whether  faculty,  staff,  student,  or 
volunteer,  to  fulfill  satisfactorily  and  skill- 
fully their  responsibilities  day  by  day,  year 
in  and  year  out.  Few  persons  may  make  that 
spectacular  contribution  which  will  gain 
national  acclaim,  but  we  want  to  assure  that 
opportunity  to  those  who  are  able  to  pro- 
vide such  a contribution.  We  must  not  lose 
sight  of  the  fact  that  it  is  the  consistently 
good  and  considerate  performance  by  each 
of  us  each  day  that  will  assure  long-term 
quality  in  the  educational,  research  and 
service  programs  of  this  center  thus  realiz- 
ing our  potential  as  an  invaluable  resource 
to  the  citizens  of  the  State  of  Nebraska. 

1 am  confident  that  we  are  joined  together 
in  our  roles  in  this  Medical  Center  to  seek 
quality  and  provide  leadership  not  simply  for 
the  pleasure  derived  from  such  accomplish- 
ment but  more  because  we  will  fulfill  our 
mission  to  insure  medical  education  and 
good  health  care  for  the  people  of  Nebraska. 
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Neurologic  Manifestations  Of 
Progressive  Systemic  Sclerosis,  1972 


PROGRESSIVE  systemic  sclero- 
sis (PSS)  is  a disseminated 
disease  with  multiple  system 
involvement  due  to  diffuse  devascularization 
usually  at  a capillary  and  arteriolar  level. 
Skin,  gastrointestinal  tract,  lungs,  kidney, 
skeletal  muscle  and  pericardium  are  especial- 
ly affected.  Direct  central  or  peripheral 
nervous  system  implication  is  rare.  A low- 
grade  vasculitis  occurs  especially  in  capil- 
laries and  arterioles,  followed  by  intimal 
thickening  fibrinoid  necrosis  and  fibrosis 
with  narrowing  and  obliteration  of  lumina. 

PSS  may  appear  at  any  age,  from  infancy 
to  the  seventh  decade  but  most  commonly 
ages  30  to  50  years  (mean  age  40  years).  Fe- 
males predominate  2.5:1.  Early  symptoms 
include  peripheral  vasopastic  phenomena 
(including  Raynaud’s  syndrome),  skin 
changes,  arthritis  and  arthralgias  and  low- 
grade  systemic  distress  as  malaise,  fatigue, 
weight  loss,  anorexia,  and  mild  fever.  Skin 
changes  may  be  focal  or  widespread  and  are 
of  scleroderma  nature,  w i t h thickening, 
edema,  stiffening,  induration,  atrophy.  Pig- 
mentation, telangiectasia,  ulceration,  and 
subcutaneous  atrophy  may  appear.  Hands 
and  face  are  affected  early,  and  skin  about 
joints  soon  becomes  contracted  and  tight. 
PSS  is  usually  a chronic  disease,  lingering 
many  months  to  30  years,  often  with  relapses 
and  remissions.  Patients  die  of  intercurrent 
infection  or  system  failure.  (Barnett,  D’An- 
gelo, Franke,  Hanson,  V.,  Kass,  Leinwand, 
Messina,  Norton,  Sackner,  Tuffanelli,  Tu- 
multy.) 

Arteriolar  and  capillary  sclerosis  lead  to 
collagenous  hyperplasia  and  fibrosis  in  a 
number  of  common  sites,  with  resultant  gas- 
trointestinal disorder,  pulmonary  insuffi- 
ciency, renal  failure  and  hypertension,  car- 
diac failure,  skeletal  muscular  weakness  and 
atrophy  and  arthritic  changes.  Fibrosis  and 
atrophy  of  smooth  muscle  of  esophagus, 
stomach  and  small  intestine  lead  to  dys- 
phagia, vomiting,  hypomotility,  perforation, 
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or  stagnant  makihsor'i)tion  (Bendixen,  Cas- 
tleman,  Fitzpatrick,  T.  B.,  Gordon,  R.  M., 
Greenberger,  Heinz,  Holti,  McGuire,  Mei- 
hoff,  O’Brien,  D.  J.,  Scudamore,  Westerman, 
Woford).  Diffuse  interstitial  fibrosis  of 
lungs  develops  slowly  and  eventually  every 
aspect  of  pulmonary  function  is  disturbed, 
especially  vital  capacity  and  diffusion.  This 
fibrosis  becomes  evident  on  chest  x-rays,  al- 
though clinical  respiratory  sjnmptoms  and 
pulmonary  insufficiency  are  usually  late 
features  of  PSS.  Eventually  pulmonary  hy- 
pertension also  appears.  (Ashba,  Castleman, 
D’Angelo,  DeMuth,  Franke,  Haddad,  Holti, 
Lev,  Norton,  Ritchie,  Sackner,  Weaver,  Wof- 
ford, Zwi.) 

Renal  microvascular  sclerosis  is  common 
in  advancing  PSS,  leading  thence  to  renal 
insufficiency,  uremia  and  even  to  hyperten- 
sive states  punctuated  with  grand  mal  seiz- 
ures. (Antonovych,  Bourne,  D’Angelo,  D’- 
Epinay,  Gordon,  R.  M.,  Guss,  Holti,  Norton, 
Rodnan,  Schatzki,  Schaefer.) 

In  PSS  the  heart  is  assailed  from  with- 
in by  myocardial  fibrosis,  coronary  arteri- 
olar sclerosis,  occasionally  even  valvular 
sclerosis;  from  without  by  pericarditis,  sys- 
temic and  pulmonary  hypertension.  Cardiac 
symptoms  and  failure  are  usually  of  late  ap- 
pearance in  PSS.  (Bourel,  Castleman,  D’- 
Epinay,  Fitzpatrick,  Holti,  Lev,  Nasser, 
Pratt-Thomas,  Sackner,  Schatzki,  Weaver, 
Wofford.) 

Twenty  to  60  percent  of  patients  with  PSS 
reveal  some  skeletal  muscle  involvement 
which  varies  from  mild  atrophy  to  frank 
polymyositis.  In  5 to  10  percent  of  pa- 
tients such  muscular  involvement  is  out- 
standing (sclerodermatomyositis).  Histo- 
pathologic changes  and  EMG  disturbances 
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diagnostic  of  myositis  or  myopathy  are  often 
recorded  in  PSS.  Serum  enzyme  levels  are 
usually  not  affected  with  exception  of  aldo- 
lase which  is  elevated  in  approximately  55 
percent  of  patients  with  PSS  and  polymyo- 
sitis. Proximal  musculature  is  most  often 
involved,  but  exceptions  are  noteworthy. 
Atrophy  may  be  outstanding  about  joints, 
large  or  small,  aggravated  also  by  arthritic 
and  skin  changes  (Birk,  Castleman,  Corson, 
Court,  D’Angelo,  Daughety,  Girard,  Gordon, 
Hausmanova  - Petrusewicz,  Holti,  Medsger, 
Messimy,  Norton,  Ramos-Morales,  Rodnan, 
Sackner,  Senseman,  Shanklin,  Sollberg, 
Thompson,  J.  M.,  Tuffanelli,  Winkelmann). 

Arthralgias  and  chronic  inflammatory  ar- 
thritis are  early  and  common  features  of 
PSS  and  remain  in  thirty  to  forty  percent 
of  patients.  In  approximately  10  percent  of 
patients,  clinical  features  are  outstandingly 
those  of  rheumatoid  arthritis  (Franke,  Holti, 
Rodnan,  Tuffanelli). 

Clinic o'pathologic  tests  disclose  the  follow- 
ing diagnostic  data  in  PSS : elevated  eiy- 
throcyte  sedimentation  rate  in  50  to  75  per- 
cent of  patients ; elevated  serum  gamma  glob- 
ulin in  25  to  50  percent;  serum  rheumatoid 
factor  in  35  percent;  biologically  false  posi- 
tive serology  5 percent;  positive  antinuclear 
antibodies  in  50  percent ; characteristic  capil- 
lary and  arteriolar  changes  in  biopsy  speci- 
mens of  skin.  (Benson,  Bluestone,  Clark,  J. 
A.,  Jordon,  Kass,  Rodnan,  Sackner,  Tuffa- 
nelli.) 

Association  with  other  collagen  diseases 
is  noted  in  10  to  15  percent  of  patients  with 
PSS  who  present  a decided  overlap  of  symp- 
toms. In  approximate  order  of  frequency 
with  PSS  are  concomitant  rheumatoid  ar- 
thritis, polymyositis,  Sjogren’s  syndrome, 
systemic  lupus  erythematosus,  Takayasu’s 
aortitis  and  periarteritis  nodosa  (Bianchi, 
Chorzelski,  D’Angelo,  Dubois,  Franke,  Holti, 
Horan,  Medsger,  Kirkham,  Kohle,  Recant, 
Rising,  Rodnan  Roth,  Sackner,  Toth,  Tuffa- 
nelli). 

Association  with  carcinoma,  particularly 
pulmonary  carcinoma  has  been  recorded  in 
small  but  regular  incidence  (Schottenfeld, 
Weaver,  Winkelmann,  Zatuchni). 


Neurologic  manifestations  of  PSS  are  un- 
common. The  following  possibilities  must  be 
considered  when  the  patient  with  PSS  dem- 
onstrates neurologic  phenomena; 

1.  Manifestations  secondary  to  renal  fail- 
ure, hypertension,  pulmonary  insuffi- 
ciency, malabsorption  (calcium,  vita- 
mins), cardiac  disorder.  Extensive 
skin  involvement  may  lead  to  heat 
stroke  (Buchwald). 

2.  Coincidental,  unrelated  disease  (Gor- 
don). 

3.  Iatrogenic  disease. 

4.  Concomitant  collagen  disease  with 
greater  incidence  of  neurologic  phe- 
nomena (as  S.L.E.,  Takayasu’s  aor- 
titis, periarteritis  nodosa). 

5.  Neurologic  manifestations  directly  re- 
lated to  PSS. 

Much  that  appears  neurologic  with  PSS 
is  due  to  myositis,  hypertensive  cardiovascu- 
lar disease  or  renal  failure  (Antonovych, 
O’Doherty,  Orabona,  Tuffanelli,  Wofford). 

The  EEC  tracings  are  abnormal  in  ap- 
proximately 50  percent  of  patients  with  PSS, 
an  empirical  observation  reported  several 
times,  unfortunately  without  clinical  corre- 
lation. (Gunther,  Leinwand,  Sollberg,  Stava, 
Taylor,  R.M.)  Clinical  convulsive  phenom- 
ena occasionally  noted  appear  related  to  hy- 
pertensive crises  and  renal  failure,  rarely  to 
hypocalcemia  due  to  malabsorption  or  inci- 
dental epilepsy. 

Four  uncommon  clinicopathologic  entities 
have  been  reported  several  times  and  appear 
to  be  unusual  manifestations  of  PSS.  These 
include : 

1.  Chronic  fibrotic  (even  calcified)  spin- 
al arachnoiditis  (Kaplan,  Pomerance, 
Stava). 

2.  PSS  cerebral  artery  involvement. 

3.  Peripheral  neuropathy. 

4.  Neuropathy  of  trigeminal  nerve. 

Remarkably  in  most  patients  the  typical 
sclerotic  arteriolar  and  capillary  lesion  of 
PSS  does  not  appear  in  the  nervous  system. 
Rare  exceptions  are  recorded  in  which  cere- 
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bi'al  arteries  disclose  marked  intimal  prolif- 
eration and  fibrinoid,  collagenous  thicken- 
ing with  resultant  occlusions  and  infarctions, 
none  of  which  appear  ascribable  simply  to 
hypei-tension  or  renal  failure  (Bourne, 
Kohle,  Lee,  Schatzki). 

Peripheral  polyneuropathy  has  been  de- 
scribed a number  of  times  with  PSS.  In  most 
patients  it  appears  to  be  of  chronic,  progres- 
sive evolution  (DeRenzi,  Gordon,  R.M.,  Hag- 
berg,  Kibler,  Pawlowski,  Quinones,  Richter, 
RuDusky,  Sackner,  Stella).  In  one  report 
of  polyneuropathy  with  PSS,  the  patient  was 
found  to  have  also  multiple  myeloma  (Of- 
stad). 

Trigeminal  neuropathy  (not  trigeminal 
neuralgia  or  tic  douloureaux)  has  been  re- 
ix)rted  a number  of  times  with  PSS.  Pain  is 
not  an  outstanding  symptom.  Sensory  loss 


is  noteworthy  and  one  or  all  divisions  may 
be  involved ; even  bilateral  loss  has  been 
cited  (Ashworth,  Beighton,  Casey,  Gordon, 
R.M.,  Gumpel,  Rossier,  Senseman,  Tait). 

Treatment  of  PSS  is  for  the  most  part  sup- 
portive and  symptomatic,  including  the  use 
of  vasodilating  drugs,  physiotherapy,  and 
care  of  impaired  systems.  Infusions  of  low 
molecular  weight  dextran  appear  helpful  to 
prevent  extension  of  peripheral  ischemia. 
Chelating  agents  (as  EDTA  and  D-penicilla- 
mine),  reserpine,  and  pyridoxine  have  also 
been  used.  Corticosteroid  therapy  is  often 
effective  where  other  collagen  disease  fea- 
tures are  present.  (Alani,  Birk,  Bluestone, 
Holti,  Ohlenschlaeger,  Schaefer,  H.  E.,  Win- 
kelmann.) 

References  available  from  author. 

(This  report  was  supported  by  U.S.P.H.S.  fNLM- 
EMl  Grant  3 ROI  LM00636-02S1). 
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Surgical  Teaching  and  Practice  — 
The  Winds  of  Change* 


PART  I 

IT  is  indeed  an  honor  to  present 
this  year’s  Robert  E.  Lee  Me- 
morial Address  at  this  annual 
meeting  of  Air  Force  Clinical  Surgeons. 
It  has  been  fascinating  to  watch  the  develop- 
ment of  the  Medical  Corps  of  the  United 
States  Air  Force  since  its  inception  after 
World  War  II  and,  with  many  of  you,  to 
have  had  a particular  interest  in  its  surgical 
divisions. 

We  are  all  primarily  physicians  and  as 
such,  must  have  concern  for  our  profession 
and  for  its  mission.  Medical  education  at 
all  levels  is  today,  undergoing  changes  great- 
er than  at  any  time  since  those  following 
the  Flexner  I’eport  of  60  years  ago.  There 
are  many  present  however,  who  are  not  in 
close  daily  contact  with  the  present  day 
teaching  of  medical  students,  the  constantly 
changing  problems  of  maintaining  a gradu- 
ate training  program  in  our  teaching  insti- 
tutions and  the  rapidly  developing  role  of 
the  affiliated  community  teaching  hospital. 

Equally  striking  are  some  of  the  broad 
changes  developing  in  the  delivery  of  medical 
care  as  they  affect  individual  surgeons  in 
civilian  practice.  Obviously,  none  of  you 
are  unaware  of  the  very  fundamental 
changes  that  are  occurring,  and  most  cer- 
tainly will  take  place  in  the  medical  depart- 
ments of  the  Ai-med  Forces. 

We  in  medicine  are  involved  in  one  of  the 
nation’s  big  businesses.  In  the  fiscal  year 
1971,  national  medical  expenditures  climbed 
slightly  above  the  75  billion  dollar  mark, 
with  physicians’  services  accounting  for  ap- 
proximately 19%  of  the  total  funds  spent 
for  health  care.  Private  expenditures  for 
health  care  in  1971  increased  from  42.7  bil- 
lion to  46.5  billion  dollars,  while  public  ex- 
penditures rose  from  26  to  29.6  billion  dol- 
lars. 

In  response  to  both  professional  and  con- 
sumer needs,  there  has  been  in  the  past  10 


c.  w.  McLaughlin,  jr.,  m.d.,  f.a.c.s. 

Omaha,  Nebraska 


years  a ti’emendous  upward  spiral  in  the 
number  of  American  medical  colleges  and 
the  number  of  students  in  training.  There 
are  at  present  108  medical  schools  in  Amer- 
ica, and  7 more  will  open  by  1973.  The  AMA 
believes  there  will  be  120  medical  schools 
functioning  in  this  country  by  1980.  First 
year  enrollments  during  the  year  1970-1971 
in  American  medical  schools  was  11,348,  with 
a total  enrollment  of  40,487.  We  graduated 
8,974  Doctors  of  Medicine  this  past  June 
in  the  United  States,  while  a decade  ago 
that  figure  was  just  over  6,000.  In  addition, 
there  are  now  about  3,400  Americans  en- 
rolled in  foreign  medical  schools,  an  in- 
crease of  28  %-  over  last  year. 

What  of  the  student  who  enters  our  med- 
ical schools  today?  Those  of  you  who  have 
seen  an  assembled  freshman  class  or  have 
addi'essed  such  a group,  have  I am  sure, 
been  rather  startled  by  the  collection  of 
beards,  long  hair,  and  dress.  You  will  have 
been  further  amazed  to  notice  that  there  is 
a steadily  increasing  number  of  girls,  mak- 
ing up  13.7%  of  the  student  body,  many  of 
whom  are  quite  attractive.  The  things  these 
students  all  have  in  common  are  excellent 
minds,  superior  academic  records,  and  spe- 
cialized examination  grades,  which  have 
demonstrated  that  they  have  the  capacity 
to  handle  the  medical  curricula.  These 
young  people  are  undoubtedly  the  best  edu- 
cated group  that  has  ever  entered  our  medi- 
cal schools  and  will  absorb  a mass  of  in- 
formation in  four  short  years  or  less,  two 
thirds  of  which  was  unknown  only  ten  yeaa’s 
ago. 

There  are  in  addition  in  our  ovm  school 
and  in  a number  over  the  country,  selected 

*Kead  before  the  Society  of  Air  Force  Clinical  Surgeons, 
Biloxi,  Mississippi.  April  18,  1972. 

tFrom  the  University  of  Nebraska  Medical  Center,  Om-aha, 
Nebraska. 
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smaller  groups  of  particularly  gifted  stu- 
dents who  are  now  successfully  taking  the 
entire  medical  curricula  in  three  calendar 
years.  Our  executive  faculty  has  within  the 
past  month,  agreed  on  a twelve  quarter  pro- 
gram for  the  M.D.  degree,  which  will  in  the 
future  permit  all  students  to  complete  their 
requirements  in  three  years. 

Today’s  young  medical  students  may  have 
somewhat  different  social  ideas  and  they 
may  not  have  yesterday’s  respect  for  senior- 
ity or  for  the  establishments,  but  they  are 
by  and  large,  courteous,  industrious  and 
very  eager  to  learn.  I am  certain  we  are 
producing  the  best  educated  generation  of 
physicians  that  have  yet  come  from  our 
schools. 

Those  who  serve  on  the  admission  com- 
mittees of  our  medical  schools  know  better 
than  does  the  profession  the  problem  of  the 
young  man  of  average  talent  who  seeks  ad- 
mission to  a medical  school  in  today’s  com- 
petitive field.  Approximately  2.5,000  young 
people  applied  for  admission  to  freshman 
classes  in  medicine  this  past  year.  Today’s 
prospective  medical  student  applies  at  a 
minimum  of  five  schools,  and  those  with 
academic  recoixls  in  the  upper  10%  are  ac- 
cepted by  almost  every  school  and  often 
given  scholarships  as  a special  inducement. 
The  remaining  students  literally  agonize 
during  this  waiting  period  and  probably 
something  in  excess  of  5,000  young  people 
each  year  with  the  capacity  of  making  good 
physicians  cannot  at  present  be  admitted 
to  a medical  school. 

Concurrently,  there  is  a renewed  discus- 
sion of  the  length  of  college  preparation 
before  entering  medical  school  and  a wide 
diversity  of  opinion  exists  on  this  subject. 
Edward  Pellegrino  in  the  Keynote  Address 
this  February  at  the  AMA’s  Clinical  Con- 
gress on  Medical  Education  even  suggested 
that  most  students  would  profit  by  entering 
medical  school  directly  from  high  school, 
teaching  the  relevant  humanities  as  part 
of  the  medical  curricula.  It  is  a reasonable 
prediction  that  increasing  efforts  will  be 
made  in  the  next  decade  to  reduce  the  pres- 
ent three  or  four  years  of  humanities  prior 
to  entering  formal  medical  education  so  that 


the  young  physician  may  enter  his  gradu- 
ate training  at  a somewhat  earlier  age. 

Why  then,  in  the  era  when  we  are  pro- 
ducing more  young  Doctors  of  Medicine  than 
ever  before,  should  those  of  us  who  have 
been  for  years,  involved  in  the  training  of 
surgeons,  l>e  concerned  about  the  future? 
Can  we  not  continue  as  in  the  past  and 
watch  our  educational  system  produce  su- 
perior suj'geons? 

Unfortunately,  this  is  in  question  because 
there  are  dramatic  changes  occurring  in  the 
medical  school  curricula  in  all  our  schools. 
The  fourth  year  is  now  almost  an  entirely 
elective  year,  and  a generous  portion  of  the 
third  year  is  likewise  free  for  electives  in 
most  schools.  Is  this  to  be  decried  or  is 
it  a step  in  the  right  direction?  As  yet, 
we  do  not  really  know.  The  immediate  re- 
sult is  that  the  student  can  now  go  through 
a medical  program,  be  exposed  to  little  or 
none  of  the  surgical  specialties  and  a mini- 
mum of  general  surgery  itself,  and  only  be 
required  to  do  sufficient  cramming  to  pass 
a single  examination. 

Surgery  used  to  be  uniformly  one  of  the 
most  attractive  fields  in  the  medical  cur- 
ricula. Surgeons  were  frequently  outstand- 
ing teachers ; colorful,  dynamic,  capable  of 
making  decisions,  and  they  attracted  a large 
following,  filling  the  surgical  wards  with 
ambitious  students  and  creating  a demand 
for  the  available  posts  as  surgical  interns 
and  residents.  It  is  startling  in  recent  years 
to  hear  a few  distinguished  heads  of  depart- 
ments of  surgery  state  that  it  is  not  too 
important  to  teach  surgery  to  undergradu- 
ate medical  students;  but  those  who  are  in- 
terested can  enter  it  at  a graduate  level. 
The  fact  is  that  today  the  competition  for 
bright  young  minds  is  considerably  great- 
er than  in  the  past  and  many  of  our  students 
now  decide  on  their  ultimate  specialty  during 
the  first  two  years  of  undergraduate  train- 
ing. There  are  innumerably  more  divisions 
in  medicine  offering  challenges  to  these 
young  men  and  women  that  wean  away  from 
the  surgical  fields  those  who  would  have  been 
most  interested  only  a decade  ago. 

The  remorseless  increase  in  the  amount 
of  new  information  to  be  encompassed  in  the 
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medical  school  curricula  has  continuously  de- 
creased the  time  allotted  to  surgery  and 
allied  subjects.  Actively  contributing  to 
this  has  been  the  striking  reduction  in  the 
exposure  of  students  to  gi’oss  anatomy  and 
anatomical  dissection.  Professors  of  anato- 
my have  long  since  turned  to  other  fields 
than  anatomy  such  as  anthropology  for  their 
research.  If  the  present  trend  continues, 
it  seems  likely  that  anatomy  as  a science  in 
itself,  will  soon  not  be  taught. 

Similarly  in  our  schools,  physical  diagnosis 
has  been  taken  over  by  the  Department  of 
Internal  Medicine.  Most  surgeons  of  experi- 
ence readily  confess  their  indebtedness  to 
their  reading  and  rereading  of  Bailey’s 
“Physical  Signs  in  Clinical  Surgery’’  and  its 
application  on  the  surgical  wards  by  dedicat- 
ed surgical  teachers.  Mark  Ravitch  states 
it  more  bluntly  when  he  says,  “What  physi- 
cian has  not  over  and  over  again  had  breast 
masses,  thyroid  masses,  abdominal  masses, 
rectal  masses,  and  inguinal  masses  first 
picked  up  and  accurately  described  and  iden- 
tified as  to  location  and  nature  by  the  con- 
sulting surgeon.’’! 

It  is  essential,  some  of  us  believe,  to  insist 
that  interested  practicing  surgeons  teach 
surgery  to  students.  This  is  important  be- 
cause far  more  of  our  medical  students  are 
likely  to  be  nonsurgeons  than  surgeons.  It 
is  essential  to  expose  them  to  the  teaching 
of  surgeons  and  the  attitude  of  surgeons. 
They  need  to  know  the  surgeon’s  philosophy 
in  the  management  of  surgical  problems,  the 
treatment  of  incurable  and  hopeless  disease, 
methods  of  prolonging  life  by  life-assist 
methods  and  how  to  handle  the  dying. 

Engelbert  Dunphy,  in  a recent  Alumni  Ad- 
dress at  Harvard  Medical  School,  noted  that 
the  cun-iculum  of  today’s  medical  school  has 
been  blamed  more  than  it  should  to  absolve 
the  faculty  from  doing  a poor  job  of  teach- 
ing.2  Unfortunately,  too  many  are  putting 
the  blame  on  the  curriculum,  rather  than 
on  themselves  and  he  listed  four  real  prob- 
lems in  today’s  medical  education.  First, 
preclinical  science  is  being  taken  away  from 
the  student.  Second,  the  strict  full-time  sys- 
tem is  taking  the  faculty  away  from  the 
patient.  Third,  the  pressures  of  administra- 
tion are  taking  the  heads  of  departments 


away  from  the  students,  patients  and  lab- 
oratories, and  lastly,  jet  travel  to  innumer- 
able meetings,  is  taking  everybody  away 
from  everybody  else. 

While  this  may  be  an  ultra  simplistic  and 
rather  amusing  critique  of  our  present  sys- 
tem, there  is  very  much  in  this  that  is  true. 
Basically,  I agree  that  our  fundamental  prob- 
lem is  to  improve  the  quality  of  teaching  and 
not  to  be  so  concerned  with  the  cuiTiculum. 
Likewise,  we  must  find  the  resources  so 
that  the  clinical  faculty  and  those  in  the 
basic  sciences  can  pursue  investigative  work 
in  depth  and  at  the  same  time  have  suffi- 
cient manpower  to  provide  identifiable  stu- 
dent-faculty relations.  Men  who  work  la- 
boriously day  and  night  caring  for  patients 
above  and  beyond  their  laboratory  and  re- 
search interests,  certainly  deserve  compen- 
sation more  than  their  colleagues  who  ignore 
this  aspect  of  medicine. 

Administrative  burdens  have  grown  so 
heavy  for  department  chairmen  that  young 
men  do  not  care  to  head  departments  today, 
because  it  seriously  interferes  with  their 
research.  Accepting  a chair  as  a depart- 
ment head  early  in  one’s  career  has  been  a 
tradition  in  the  past  two  decades  but  it  is 
in  the  clinical  fields  that  a critical  problem 
has  been  created.  Today  it  is  difficult  if 
not  impossible  for  the  chainnan  of  a large 
department  of  surgery  to  spend  much  time 
in  the’  operating  room  as  a surgeon.  If  he 
is  appointed  when  he  is  quite  young  with- 
out long  clinical  experience  behind  him, 
he  may  never  mature  as  a clinical  surgeon. 
Many  feel  that  the  time  has  come  when  no 
one  should  be  offered  the  chairmanship  of 
a surgical  department,  until  he  has  estab- 
lished his  reputation  as  a mature  clinician 
and  scientist. 

It  is  likewise  essential  that  our  univer- 
sities establish  some  type  of  travel  policy 
for  the  protection  of  their  faculty.  This  has 
been  done  by  private  clinics  and  by  private 
industry.  The  time  spent  in  national  com- 
mittee work,  surgical  meetings  and  federal 
assignments  has  kept  innumerable  profes- 
sors of  surgery  away  from  their  depart- 
ments for  periods  greatly  in  excess  of  those 
which  can  be  conscientiously  absorbed. 
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Equally  dramatic  changes  are  occurring  in 
surgical  education  at  the  graduate  level. 
Applicants  for  the  American  Board  of  Sur- 
gery from  the  United  States  and  Canadian 
medical  schools  continue  to  gradually  de- 
crease while  the  number  of  foreign  appli- 
cants increase.^  This  decline  was  predicted 
one  decade  ago  in  spite  of  the  fact  that  there 
has  been  a population  explosion  in  this  ten 
year  period.  The  result  is  that  many  train- 
ing programs  are  increasingly  populated  by 
ti’ainees  who  have  a less  precise  basic  science 
background  and  different  social  attitudes. 
The  ultimate  effect  on  the  delivery  of  sur- 
gical care  is  bound  to  be  significant  and  is 
already  appai'ent.  If  this  present  trend  in 
our  medical  schools  and  educational  institu- 
tions continues  in  which  the  role  of  surgery 
is  bypassed  with  the  complaint  that  surgical 
thought  is  not  scientific  and  not  well  enough 
in  tune  with  social  needs,  surgical  depaid- 
ments  will  continue  to  become  less  impor- 
tant. Fragmentation  of  the  surgical  division 
has  added  to  this  dilemma.  A continuation 
of  this  deterioration  will  tend  to  relegate 
surgery  to  a complex  technical  specialty, 
speaking  with  many  small  voices,  and  this 
will  then  isolate  our  residency  programs  even 
further. 

A second  major  problem  confronting  us 
today  in  graduate  training  is  the  agony  of 
the  patient  fee,  a surprising  result  of  near 
universal  health  insurance.  The  interpreta- 
tion of  Medicare-Medicaid  legislation,  tying 
the  surgeon  so  tightly  to  personal  service, 
has  produced  a disturbing  reappraisal  of 
some  of  our  concepts  of  surgical  training. 
The  senior  or  final  year  in  graduate  training 
is  identified  by  educational  standards,  while 
the  role  of  the  resident  is  defined  by  federal 
fiscal  standards.  The  two  are  currently  in- 
compatible and  resolution  is  not  yet  in  sight 
but  it  is  going  to  take  imagination,  creativ- 
ity and  a clarity  of  pui'pose  to  unravel  this 
knot. 

During  the  past  two  decades,  we  have  no- 
ticed an  increasing  concentration  of  gradu- 
ate training  education  within  the  confines 
of  the  university.  The  AMA  and  the  AAMC, 
which  is  today  a very  powerful  organization, 
and  certain  bodies  not  directly  concerned 
with  actual  graduate  education,  are  gradu- 


ally moving  all  the  responsibility  for  gradu- 
ate training  into  the  universities  and  the 
medical  schools.  As  is  well  appreciated,  the 
internship  in  other  than  the  university  hos- 
pital will  cease  to  exist  in  three  years  and 
will  only  continue  on  a rotational  basis  in 
those  affiliated  hospitals  specifically  con- 
nected to  a university  educational  program. 
Universities  are  increasingly  assuming  direct 
responsibility  and  supervision  of  both  the 
parent  institution  and  the  satellite  hospitals. 
This  puts  a tremendously  increasing  bur- 
den on  our  universities,  may  dilute  the  tra- 
ditional university  role  and  is  of  concern 
to  the  managing  Trustees  of  the  affiliated 
hospitals. 

Today,  every  chief  of  a surgical  training 
program  is  confronted  with  a problem  of 
finding  adequate  material  for  the  training 
of  residents  in  his  program.  In  the  civilian 
sector,  the  so-called  charity  patient  has 
ceased  to  exist.  The  increasing  medical 
school  classes  demand  more  and  more  pa- 
tients for  adequate  bedside  training.  Over 
the  country,  affiliated  community  hospitals 
have  been  brought  into  and  become  an  integ- 
ral part  of  the  university  training  system. 
There  is  little  to  suggest  that  this  trend 
will  not  continue  and  increase  in  the  ensuing 
years. 

Certainly,  some  surgeons  in  the  affiliated 
or  community  hospitals  are  not  interested 
in  teaching  or  have  the  capacity  of  being 
good  teachers,  but  those  who  are,  are  rap- 
idly being  brought  into  the  mainstream  of 
surgical  education  today.  It  is  true  in  our 
area  and  all  over  the  country  that  the  com- 
munity hospital  is  delivering  a very  sizable 
amount  of  basic  medical  education  for  stu- 
dents and  is  increasingly  participating  in 
the  residency  ti’aining  programs  in  general 
surgery  and  in  the  surgical  specialties. 

This  is  not  without  a very  major  cost  to 
the  affiliated  hospital  since  all  graduate 
trainees  serving  in  these  institutions  usual- 
ly are  on  the  payroll  of  the  satellite  insti- 
tution. Here  the  fine  line  between  service 
and  training  is  brought  into  brilliant  light. 
It  is  certainly  the  responsibility  of  the  sur- 
gical staff  directing  the  residency  programs 
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to  maintain  a meaningful  training  program 
and  if  this  is  done,  the  dividend  of  sei’vice 
which  inevitably  results  in  better  patient 
care  justifies  in  paif  the  added  per  diem  cost 
necessitated  by  such  a program.  It  is  my 
feeling  however,  that  as  these  programs  in 


the  affiliated  hospitals  increase  in  depth  and 
number,  the  parent  university  surgical  de- 
partment will  have  to  assume  some  of  the 
financial  burden  which  cannot  without  limit 
be  absorbed  by  the  patient  in  the  affiliated 
hospitals. 


The  Brown  Recluse  Spider  and 
Necrotic  Arachnoidism 


Because  of  the  severe  necro- 
tizing effects,  disfiguring  es- 
char, and  possible  death  as  a 
result  of  the  brown  recluse  spider  bite,  Ne- 
braska physicians  should  be  aware  that 
these  spiders  are  present  in  our  state.  The 
brown  recluse  spider  has  become  widely  dis- 
tributed in  the  southern  half  of  Nebraska. 
There  is  every  reason  to  believe  that  the  pres- 
ently known  range  will  be  enlarged  because 
( 1 ) there  is  now  an  active  search  for  the 
spider  in  places  where  it  has  been  all  along, 
and  (2)  the  spider  is  being  actively  trans- 
ported by  our  mobile  population  and  by 
freight  across  the  country.  For  example, 
shipments  received  by  one  warehouse  in  Ne- 
braska almost  invariably  contain  brown  re- 
cluse spiders.  Spider  bites  attributed  to  the 
brown  recluse  spider  were  reported  from 
Fairbury  (2  cases)  and  Wymore  during  the 
summer  of  1970.  In  addition,  several  in- 
stances of  insect  bites  followed  by  necrotiza- 
tion  of  soft  tissue  and  slow  healing  have 
been  reported.  This  response  is  typical  of 
the  bite  of  the  brown  recluse.  The  major- 
ity of  bites  in  Nebraska  have  occurred  south 
of  the  Platte  River  and  east  of  the  city  of 
North  Platte. 

The  disease  now  known  as  necrotic  arach- 
noidism has  been  repeatedly  described  in  the 
medical  literature  since  the  1870s.  Spiders 
were  usually  circumstantially  associated  with 
the  disease,  but  the  etiology  remained  un- 
verified until  1934.  In  that  year,  the  syn- 
drome was  produced  in  experimental  ani- 
mals, and  Loxosceles  laeta,  the  causative 
agent  in  South  Ameidca,  was  definitely  asso- 
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dated  with  human  cases.  A related  species, 
L.  recliisa,  was  incriminated  as  the  cause  of 
North  American  loxoscelism  or  necrotic 
arachnoidism.  The  bite  of  either  of  these 
spiders  may  produce  a necrotic  lesion  at  the 
bite  site  that  is  very  slow  to  heal.  Several 
species  of  Loxosceles  have  been  collected  in 
the  United  States,  but  L.  reclusa,  the  brown 
recluse  spider,  appears  to  be  the  most  im- 
portant species  from  a public  health  point  of 
view.  Little  is  known  about  other  members 
of  the  genus;  they  are  referred  to  simply  as 
“brown  spiders.”  The  name  “fiddleback 
spider”  is  descriptive  of  L.  reclusa,  L.  laeta, 
and  L.  refuscens. 

Man-Spider  Contact 

In  Nebraska  the  brown  recluse  spider  may 
be  found  either  indoors  or  outdoors.  L.  re- 
clusa is  not  a naturally  aggressive  spider. 
Researchers  have  frequently  had  difficulty 
provoking  the  spider  to  bite.  It  is  only  when 
severe  stress  is  placed  on  the  spider  that  it 
reacts  by  biting.  Unlike  the  black  widow 
spider  where  only  the  female  bites,  both  sexes 
of  the  brown  recluse  spider  may  inflict  a 
venomous  bite. 

Bedding  which  is  taken  from  storage  and 
immediately  used,  without  being  shaken 
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out,  may  contain  the  spider.  When  the  spid- 
er is  then  caught  and  squeezed  in  the  bed- 
ding, it  may  bite.  Another  major  source 
of  spider  bites  is  clothing.  The  spider  for- 
ages for  food  at  night  and  may  seek  refuge 
in  clothes  which  are  to  be  worn  the  next 
day.  Bites  may  also  occur  when  man  con- 
tacts the  spider  behind  furniture,  pictures, 
storage  boxes,  or  other  areas  which  are  in- 
frequently cleaned. 

Identification  of  the  Spider 

Since  the  spider  is  quite  agile  and  moves 
swiftly,  it  frequently  escapes  detection  after 
biting.  However,  if  the  spider  can  be 
caught,  identification  is  desirable.  These 
spiders  are  not  difficult  to  identify,  and  the 


physician  may  do  so  in  his  office  with  the 
aid  of  a hand  lens.  The  spiders  are  all  small 
brown  spiders,  about  1/2  inch  in  length, 
with  a darker  brown  fiddle-shaped  marking 
on  the  carapace,  and  with  six  eyes  in  three 
pairs  (most  spiders  have  eight  eyes).  To 
differentiate  between  species  requires  the 
best  efforts  of  a taxonomic  expert  with  ex- 
perience in  this  group  of  spiders.  (Lox- 
osceles  unicolor,  a species  in  the  south- 
west United  States,  lacks  the  fiddle-back 
markings,  but  has  six  eyes).  The  genus 
Loxosceles  is  thus  readily  identified  by  the 
fiddle-back  markings  and  3 groups  of  2 eyes 
and  all  members  of  this  genus  must  be  con- 
sidered guilty  until  proven  innocent.  (See 
drawing) . 


BROWN  RECLUSE  SPIDER 
(Loxosceles  reclusa) 

Note : 6 eyes  in  3 pairs  on  the  caphalothorax. 
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Symptomatology  and  Pathology 

The  initial  symptoms  following  the  bite 
are  slight  but  progress  steadily  so  that  by 
the  end  of  eight  hours,  pain  is  quite  intense. 
With  modern  transportation,  one  can  travel 
anywhere  in  the  world  before  symptoms 
appear.  A small,  blue-purple  bleb  develops, 
surrounded  by  a white  ischemic  area,  which 
is  in  turn  surrounded  by  an  erythematous 
area.  This  red,  white,  and  blue  “bullseye” 
is  the  hallmark  of  envenomation  by  the 
brown  recluse  spider.  The  lesions  have  a 
gravitational  spread,  giving  them  an  ir- 
regular, oblong  configuration.  The  central 
portion  sloughs,  leaving  a “punched  out” 
ulcer  11/2  to  2 cm  in  diameter  or  larger, 
which  requires  2 to  8 weeks  to  heal.  Nausea, 
chills  and  headache  may  develop,  which 
persist  for  24  to  72  hours. 

In  rare  instances,  massive  intravascular 
hemolysis  with  resultant  hemolytic  anemia 
may  occur  within  the  first  several  days  fol- 
lowing the  bite  of  the  spider.  This  may  be 
accompanied  by  thrombocytopenia  and  leu- 
kocytosis. A generalized  rash,  frequently 
scarlatiniform  or  petechial,  may  develop, 
along  with  convulsions,  fever,  shock,  nau- 
sea and  vomiting,  hepatosplenomegaly,  and 
joint  pains.  Death  can  occur  within  24  to 
36  hours,  even  before  the  local  lesion  becomes 
conspicuous. 

Laboratory  findings  usually  are  of  no  help 
in  early  diagnosis,  but  almost  always  there 
is  later  evidence  of  hemolysis. 

The  venom  is  complex  and  still  very  in- 
completely understood.  The  principle  toxic 
elements  are  levarterenol,  hemolysins,  and 
a spreading  factor.  Immunologic  studies  of 
the  venom  from  L.  reclusa,  L.  refuscens,  and 
L.  laeta  have  been  made.  The  venom  of  the 
three  species  gave  at  least  three  distinct  pre- 
cipitation lines  in  immunodiffusion  plates. 
Immunoelectrophoresis  studies  of  the  venom 
revealed  the  presence  of  four  antigenic  com- 
ponents in  all  of  the  species.  However,  the 
venom  from  each  of  these  produced  a dis- 
tinctively different  pattern. 

Treatment 

The  use  of  corticosteroids  and  excision 
has  been  proven  clinically  and  experimentally 


to  be  most  effective  in  the  ti’eatment  of 
Loxosceles  envenomation.  With  the  use  of 
steroid  therapy  it  is  important  that  the 
dose  be  given  early  and  in  large  amounts. 
Small  doses  appear  to  be  completely  ineffec- 
tive. Steroids  appear  to  be  most  effective 
in  reducing  the  severity  of  the  local  reaction 
and  in  reducing  the  severity  of  the  hemolytic 
reaction  which  follows.  If  given  early 
enough  and  in  large  e n o u g h amounts, 
corticosteroids  can  completely  abort  the 
gangrenous  response  as  well  as  the  systemic 
reaction.  The  dosage  schedule  presently 
recommended  is  80  mg  of  methyl  predniso- 
lone intramuscularly  immediately,  followed 
by  one  or  two  additional  doses  of  the  same 
amount  in  24  and  48  hours.  Following  this, 
decreasing  doses  of  40,  20,  and  10  mg  eveiy 
24  hours  are  administered,  depending  upon 
the  patient’s  response.  Local  infiltration  of 
corticosteroids  appears  to  have  no  beneficial 
effect. 

Excision  of  all  visibly  affected  tissue,  if 
instituted  within  six  hours  after  the  bite, 
appears  to  be  a very  successful  form  of  treat- 
ment. Excision  seems  to  provide  excellent 
relief  of  the  pain,  but  some  authors  report 
that  the  skin  grafting  required  has  been  suc- 
cessful in  only  about  half  of  the  cases.  In- 
cision and  suction  is  of  no  benefit. 

Secondary  infection  is  quite  common  and 
appropriate  antibiotics,  as  well  as  tetanus 
prophylaxis,  should  be  administered.  If 
hemolytic  anemia  develops  and  is  severe, 
blood  replacement  may  be  necessary. 

If  severe  hemolysis  occurs,  accompanied 
by  oliguria,  the  treatment  must  be  similar 
to  that  following  a hemolytic  transfusion 
reaction.  Peritoneal  dialysis  and  hemo- 
dialysis have  been  successfully  used.  In 
addition,  exchange  transfusion  of  small  chil- 
dren has  also  been  successful. 

Antihistamines  appear  to  have  no  effect 
on  the  course  of  the  toxic  reaction,  and  their 
use  is  not  recommended. 

Antivenin  is  available  in  Argentina  and 
Brazil  for  treatment  of  Loxosceles  laeta. 
This  probably  is  ineffective  for  the  treat- 
ment of  Loxosceles  reclusa-  bites  and  has 
been  tried  at  least  once  in  the  United 
States  without  effect.  This  is  not  particu- 
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larly  surprising  in  view  of  the  known  dif- 
ferences in  the  venom. 

Prevention 

Good  housekeeping  is  probably  the  best 
control  technique.  Stored  bedding  and 
clothing  should  be  taken  out  and  aired  be- 
fore use.  Unnecessary  storage  boxes  should 
be  i-emoved  from  closets,  basements,  and 
attics.  All  storage  areas  should  be  peri- 
odically cleaned,  with  a vacuum  cleaner  if 
possible.  Dead  space  behind  mirrors,  pic- 
tures, and  bed  should  be  periodically  cleaned, 
preferably  vacuumed. 


The  brown  recluse  spider  is  probably  sus- 
ceptible to  every  contact  or  fumigant  insecti- 
cide on  the  market.  Lindane,  chlordane, 
malathion,  dichlorvos  (DDVP),  and  para- 
chlorobenzene  have  all  been  recommended. 

In  summary,  necrotic  arachnoidism,  for- 
merly regarded  as  a rare  event,  is  becoming 
a growing  problem.  The  awareness  of  the 
presence  of  the  spider  in  Nebraska  and  the 
effectiveness  of  prompt  treatment  will  mini- 
mize this  public  health  problem. 
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Treatment  of  Tuberculosis 
Today  in  Nebraska 


PART  I 

I.  Introduction 

IN  July,  1972,  by  an  act  of  the 
State  Unicameral,  the  Kearney 
State  Hospital  for  the  Tuber- 
culosis will  close.  With  its  closing  we  will 
alter  the  long-standing  pattern  of  patient 
care  in  sanatoria,  and  permit  the  tubercu- 
lous patient  to  be  treated  in  the  mainstream 
of  medical  care,  close  to  his  home  and  fam- 
ily, with  the  ancillary  social-medical  seiwices 
which  exist  in  his  community  and  his  com- 
munity hospital.  This  is  in  conformity  with 
national  recommendations  by  governmental 
and  voluntary  agencies. ^ The  physician 
treating  the  tuberculous  patient  will,  in  the 
majoilty  of  the  instances,  be  the  patient’s 
family  physician.  This  article  is  written  to 
facilitate  the  orderly  transfer  of  this  re- 
sponsibility from  the  sanitorium  to  the  gen- 
eral hospital  and  the  private  practitioner. 

II.  Background 

In  the  United  States  today,  approximately 
35,000  new  cases  of  tuberculosis  are  diag- 
nosed each  year.  About  7,000  individuals 
die  of  this  disease.  Seventy-five  percent  of 
the  new  cases  are  derived  from  a pool  of  25 
million  infected  individuals  as  represented 
by  a positive  skin  test  for  tuberculosis.  Dur- 
ing the  last  ten  years,  1961-1970,  Nebraska 
has  recorded  1,207  newly  reported  cases  of 
tuberculosis.  The  high  of  158  cases  in  1961 
fell  to  87  cases  in  1970  — a decrease  of 
45%.  The  greatest  concentration  of  newly 
reported  cases  falls  within  the  more  heavily 
populated  areas;  however,  73  of  Nebraska’s 
93  counties  reported  cases  during  the  1961- 
1970  period.2 

A rather  elaborate  system  of  classifica- 
tion of  the  extent  and  activity  of  the  tu- 
berculous disease  has  evolved  and  is  de- 
scribed in  the  1969  Diagnostic  Standards 
in  Classification  of  Tuberculosis  as  developed 
by  the  National  Tuberculosis  and  Respira- 
tory Disease  Association.®  The  mycobacteria 
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causing  human  disease  fall  into  two  groups 
of  clinically  significant  organisms  (typical 
and  atypical).^  Typical  mycobacteria  con- 
sist of  e.g.,  human,  and  bovine.  The  atypical 
unclassified  mycobacteria  fall  into  four  basic 
subgroups : 

1.  The  photochromogens  which  resemble 
M.  tuberxulosis  until  exposed  to  light 
which  convert  them  to  a deep  yellow 
color.  This  group  comprises  at  least 
two  species,  M.  Kansasii  and  M, 
marinum  (balnei). 

2.  The  scotochromogens  which  when 
grown  in  the  dark  are  yellow  to  orange 
in  color.  These  are  generally  respon- 
sible for  the  glandular  tuberculosis  ob- 
served in  children.  There  are  at  least 
two  species  in  this  group.  The  “tap 
water  scotochromogen”  which  has  no 
clinical  significance ; scrofula  scoto- 
chromogen or  M.  scrofulaceum  which 
is  pathogenic  for  the  human. 

3.  The  nonphotochromogens  are  color- 
less, translucent  colonies  unaffected 
by  light.  They  are  usually  resistant 
to  most  drugs.  There  are  a number 
of  different  species  in  this  group: 
M.  av'kim  and  M.  intracellulare  (bat- 
tey)  appear  very  closely  related  and 
are  capable  of  causing  disease  in  birds 
or  mammals.  On  the  other  hand,  M. 
gastri,  M.  terras,  M,  trivmle  and  M. 
nonchrom.ogenicum  also  meet  the  cri- 

*Louis  W.  Burpfher,  M.D.,  Resident  in  Medicine,  University 
of  Nebraska  College  of  Medicine.  Presented  in  part  at  a 
Resident  Semin-ar  on  May  4,  1972,  at  Bishop  Clarkson  Memorial 
Hospital.  Omaha.  Nebraska. 

tirving  Kass.  M.D..  Professor  of  Medicine.  Head.  Division 
of  Pulmonary  Disease,  Department  of  Medicine.  University  of 
Nebraska  College  of  Medicine ; Member,  National  Advison,* 
Council,  Tuberculosis  Branch,  Center  f or  Disease  Control, 
Atlanta.  Georgia. 
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teria  for  Group  III  but  do  not  appear 
to  be  pathogens. 

4.  The  rapid  growers  usually  appear  in 
2-5  days  and  are  of  a buff  color.  A 
large  number  of  names  have  been  ap- 
plied to  different  strains  of  rapid 
growers.  Only  M.  fortuitum  is  well 
documented  as  a cause  of  human  dis- 
ease though  it  usually  appears  as  a 
contaminant. 

The  clinical  manifestations  of  pulmonary 
disease  caused  by  unclassified  mycobacteria 
differ  somewhat  from  those  of  disease 
caused  by  M.  tuberculosis  in  that  there  is 
less  extrapulmonary  involvement  and  it 
tends  to  attack  older  people.  There  is  little 
precise  information  conceniing  the  epidemio- 
logic characteristics  of  infection  caused  by 
the  unclassified  mycobacteria.  In  no  in- 
stance has  person-to-person  transmission  of 
unclassified  mycobacterial  disease  been  veri- 
fied. In  our  opinion  there  is  no  need  to 
isolate  these  cases  and  when  they  are  hos- 
pitalized they  probably  should  be  separated 
from  the  patient  whose  disease  is  caused  by 
M.  tuberculosis. 

The  tuberculous  infection  gives  rise  to  a 
primary  process  in  the  lung  parenchyma. 
The  initial  tuberculous  infection  may  re- 
main dormant  or  can  progress  in  one  of 
three  ways: 

1.  It  can  spread  by  direct  extension  to 
the  hilar  lymph  nodes  and  involve 
more  of  the  pulmonary  parenchyma 
i.e.,  progressive  primary. 

2.  The  disease  can  spread  hematogen- 
ously  and  literally  involve  every  organ 
in  the  body. 

3.  It  can  spread  via  the  lymphatics  to 
every  organ  system.  The  initial  site 
for  bovine  tuberculosis  is  the  lymph 
nodes  of  the  gastrointestinal  tract  and 
the  extension  of  the  bony  structures  is 
via  the  lymphatics. 

In  any  instance  healing  with  scarring 
can  occur  with  viable  bacilli  remaining  dor- 
mant in  the  lesions.  This  latter  event  repre- 
sents the  real  threat  in  that  this  state  can 
reactivate  into  progressive  disease  at  any 
time. 


III.  Diagnosis 

The  diagnosis  of  tuberculosis  is  based  on 
tuberculin  skin  testing,  clinical  history,  and 
bacteriologic  culture. 

a.  Tuberculin  sJdn  testing. 

Various  means  of  administering  the  puri- 
fied protein  derivative  (PPD)  antigen  are 
available,  but  none  is  more  reliable  than  the 
Mantoux  method  or  intradennal  inoculation. 
The  antigen  is  available  in  three  standard 
strengths:  First  — 1 tuberculin  unit  (TU), 
intermediate  5 TU,  second  250  TU.  The 
accepted  strength  is  the  intermediate  which 
will  be  positive  in  95%  of  the  infected  cases. 
To  use  the  second  strength  incurs  the  risk 
of  false  positive  reactions. 

Since  the  mid  1960’s,  with  the  recogni- 
tion that  human  disease  may  be  caused  by 
the  atypical  mycobacteria,  the  dual  skin  test 
has  become  the  accepted  method  for  diag- 
nosis.^ This  test  employs  standard  PPD-S 
in  one  arm  and  the  M.  intracellulare  (PPD- 
B)  strain  in  the  other.  As  seen  in  Table 
1 a 10  mm  or  greater  PPD-T*  represents 
M.  tuberculosis  regardless  of  the  size  of  the 
PPD-B  reaction.  A PPD-T  of  5-9  mm  and 
a smaller  PPD-B  is  probably  M.  tuberculosis 
infection.  If  the  PPD-B  is  larger,  one 
of  the  atypicals  (not  necessarily  M.  intra- 

♦Recently  Tween-80  has  been  added  to  all  tuberculin  prep- 
arations to  prevent  an  adsorption  of  the  tuberculin  on  the 
gflass  vials.  Thus  PPD-S  is  now  referred  to  as  PPD-T. 
Once  the  tuberculin  has  been  removed  from  the  original  vial, 
it  should  be  used  as  rapidly  as  possible  to  prevent  further 
adsorption  onto  the  surface  of  either  the  plastic  or  glass 
syringe.6 


Table  1 

INTERPRETATION  OP  REACTIONS  TO  THE 
COMPARATIVE  (DUAL)  TEST  WITH 
5 TU  PPD-S(T).  AND  PPD-B 

Both  tests  are  given  intradermally,  in  sym- 
metrical sites,  one  on  each  forearm,  ventral  or 
dorsal  surface.  Induration  is  measured  48-72 
hours  after  the  injection;  erythema  is  dis- 
regarded. 


REACTION  TO 

INTERPRETATION  OF  RESULT 

PPD-S(T) 

PPD-B 

10  mm 

any  size 

M.  tuberculosis  infection 

or  larger 
5-9  mm 

smaller 

M.  tuberculosis  infection 

equal 

M.  tuberculosis  infection 

larger 

atypical  mycobacterial 

0-4  mm 

any  size 

infection 

not  a M.  tuberculosis  or 

atypical  mycobacterial 
infection* 


»If  the  reaction  to  PPD-S (T)  is  <^5-9  mm,  the  size  of  the 
PPD-B  reaction  has  no  clinical  significance. 
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celhdare)  is  incriminated.  If  the  reactions 
are  equal  M.  tuberculosis  infection  is  most 
probable.  A PPD-T  of  less  than  4 mm  is 
considered  negative. 

False  negative  tuberculin  reactions  can  ex- 
ist under  the  following  circumstances : 

1.  Overwhelming  disease. 

2.  Recent  onset  of  infection  (less  than  10 
weeks). 

3.  Diseases  involving  the  reticuloendo- 
thelial system  i.e.,  Hodgkins,  leukemia. 

4.  Sarcoidosis. 

5.  Uremia. 

6.  Aging. 

7.  Use  of  steroids  and  immunosuppres- 
sive agents. 

8.  Measles  or  other  exanthemas. 

9.  Other  viral  infections. 

False  positives  may  occur  following: 

1.  Recent  blood  transfusion  from  a posi- 
tive donor  (less  than  six  months). 

2.  Repeated  test  in  same  area  of  skin 
amnestic  response). 

3.  Bacillus  Calmette-Guerin  (BCG)  vac- 
cination. 

h.  Sputum  examination. 

The  most  crucial  aspect  of  the  evaluation 
of  a tuberculous  infection  is  the  meticulous 
collection  and  piiocessing  of  the  sputum 
for  AFB  smear  and  culture.  The  sputum 
should  be  an  early  morning  sample  not  more 
than  10  ml  in  volume  and  collected  on  at 
least  three  successive  mornings.  If  diffi- 
culty in  expectorating  is  encountered,  sputum 
induction  can  be  accomplished  by  using  an 
ultrasonic  nebulizer  with  10%  saline.  The 
latter  should  be  administered  for  a period 
of  about  twenty  minutes.  If  gastric  as- 
pirations are  performed,  the  specimen 
should  be  collected  at  5 a.m.  and  before 
the  patient  has  gotten  out  of  bed.  A single 
early  a.m.  urine  specimen  is  of  value  if 
renal  tuberculosis  is  suspected.  A recent 
British  study  has  shown  the  following 
sputum  yield  for  AFB : 

1.  1 specimen  = 70%  yield. 

2.  5 specimen  = 85%  yield. 

3.  10  specimen  = 90%  yield. 

Because  of  the  “sand-paper  effect”  of 
bronchoscopy,  this  has  proved  to  be  an  ef- 
fective way  to  induce  sputum  in  the  non- 


productive patient.  Samples  taken  at  bron- 
choscopy may  be  negative,  however,  be- 
cause of  the  inhibitory  effects  of  xylocaine. 
Thus  sputum  should  be  collected  for  smear 
and  culture  for  AFB  on  three  consecutive 
days  following  bronchoscopy. 

Once  collected,  the  sputum  should  be  di- 
gested in  the  laboratory  with  a mixtin-e  of 
N-acetyl-cysteine,  2%  sodium  hydroxide, 
and  sodium  citrate.  This  mixture  liquifies 
and  decontaminates  the  sputum  releasing 
the  tubercle  bacillus.  Both  fluorchrome  and 
Ziehl-Neelsen  staining  are  useful.  If  the 
smear  is  positive,  the  sputum  sample  can 
be  cultured  by  direct  susceptibility  methods 
on  7H10  Middlebrook  medium  with  and 
without  drugs  and  within  21  days  the  labor- 
atory should  have  information  containing 
the  presence  of  mycobacteria  as  well  as  the 
susceptibility  of  these  mycobacteria  to  the 
various  antituberculous  agents.'^  If  the 
smear  is  negative,  the  culture  is  carried-out 
in  the  routine  manner.  If  the  culture  be- 
comes positive,  indirect  drug  susceptibility 
methods  are  used. 

IV.  Prevention 

a.  Bacillus  Calmette-Guerin  Vaccine. 

An  active  debate  has  raged  over  the 
use  of  BCG  vaccine  in  this  country  dur- 
ing the  last  30  years.  It  is  an  attenuated 
viable  bovine  tubercle  bacillus  and  its  use 
is  required  in  six  countries  at  the  present 
time.  The  authors  do  not  believe  that  BCG 
should  be  used  in  countries  where  good  tu- 
berculosis control  exists.  If  it  is  used  in 
this  country,  it  should  be  used  in  endemic 
areas  where  the  incidence  of  tuberculosis 
is  high  i.e.,  Indian  reservations,  city  ghettos, 
and  in  socioeconomically  depressed  regions. 
One  note  of  caution  when  a person  is  vac- 
cinated with  BCG  he  is  in  danger  of  develop- 
ing active  tuberculosis  if  he  is  exposed  to 
anyone  with  active  disease  for  three  to  six 
weeks  after  vaccination.  Thus  until  he  de- 
velops a positive  skin  test,  as  a result  of 
the  vaccination,  he  must  be  removed  from  a 
tuberculous  to  a nontuberculous  environ- 
ment, which  is  often  difficult  to  find  in 
areas  in  which  tuberculosis  is  an  endemic 
disease. 

Skin  tests  for  tuberculosis  should  be  per- 
formed six  to  eight  weeks  after  the  indi- 
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vidual  has  been  vaccinated.  If  the  individual 
is  still  skin  test  negative,  he  should  be  re- 
vaccinated with  BCG.  Presumably  a super- 
infection can  be  detected  postvaccination  if 
at  the  time  the  superinfection  is  suspected, 
a regular  tuberculin  test  is  applied  and 
the  reaction  shows  an  increase  in  induration 
of  5-10  mm  over  that  previously  recorded. 

b.  Use  of  isoniazid  prophylacUcalhj. 

In  our  judgment  the  following  high  risk 
groups  should  be  treated  with  INH  prophy- 
lactically  :* 

1.  Children  less  than  six  years  old  with 
a positive  tuberculin  reaction. 

2.  Any  individual  who  has  had  a positive 
tuberculin  conversion  within  the  past 
12  months. 

3.  Groups  with  unfavorable  host  factors 

a.  Alcoholics  with  either  a question- 
able infiltrate  on  the  chest  roent- 
genograms; and/or  a positive  tu- 
berculin reaction ; 

b.  Those  who  have  had  recent  gas- 
trectomies followed  by  weight  loss 
(with  or  without  a positive  tu- 
berculin reaction)  ; 

c.  Poorly  controlled  severe  diabetics 
(with  a positive  tuberculin  reac- 
tion) ; 

d.  Patients  with  systemic  reticuloen- 
dothelial disease  (with  a positive 
tuberculin  reaction) ; 

e.  Silicotics  with  either  a question- 
able infiltrate  on  the  chest  roent- 
genograms and/or  positive  tuber- 
culin reaction ; 

f.  Patients  with  positive  tuberculin 
reactions  receiving  corticosteroids. 

4.  Patients  with  sarcoidosis  (the  etiology 

may  be  tuberculous). 

5.  Members  of  a family  of  a patient  who 
has  cavitary  tuberculosis.  (Regard- 
less of  tuberculin  reaction). 

♦If  no  active  disease  is  identified  the  person  should  be  g’iven 
isoniazid  (INH)  300  mgr/day  prophylactically.  the  period  of 
treatment  should  be  one  year.  A child  under  such  circumstances 
should  receive  INH  in  a dosage  ranging  from  10-20  mg/kg/day 
not  to  exceed  300  mg/day.  This  approach  to  the  sub- 
clinical  case  prevents  later  endogenous  disease  by  as  much  as 
80%,  and  probably  represents  the  most  effective  and  wide- 
ranging  step  toward  eradication. 8 


6.  Pregnant  patients  with  inactive  tu- 
berculosis. 

7.  Previously  treated  children  at  the  time 
of  adolescence. 

8.  Patients  who  never  received  chemo- 
therapy but  who  had  an  active  case 
of  pulmonary  tuberculosis. 

c.  Treatment  of  contacts. 

There  are  three  types  of  contacts  and  if 
any  of  them  show  a positive  tuberculin  re- 
action and/or  changes  in  the  chest  roent- 
genogram, they  should  at  least  be  treated 
with  prophylactic  INH. 

1.  Close  contact.  Any  member  of  the 
immediate  household  of  the  diagnosed 
case  of  tuberculosis;  any  person  out- 
side of  the  household  who  has  been  a 
close,  prolonged  associate  of  the  pa- 
tient during  his  period  of  communica- 
bility. (A  case  of  tuberculosis  in  a 
tuberculin  negative  individual  is  a 
matter  of  greater  concern  than  when 
the  individual  is  tuberculin  positive. 
Tuberculosis  may  be  a more  invasive 
disease  in  the  tuberculin  negative  indi- 
vidual even  though  the  tuberculin  posi- 
tive reactor  is  more  prone  to  develop 
the  disease). 

2.  Casual  contact.  Any  person  occasion- 
ally associated  with  the  patient  during 
his  period  of  communicability  i.e.,  co- 
worker, bowling  partner,  etc, 

3.  Broken  contact.  The  separation  of  a 
close  casual  contact  and  a communic- 
able tuberculosis  case  can  occur  be- 
cause the  patient  was  hospitalized, 
moved,  died,  or  rendered  non-infec- 
tious  by  chemotherapy. 

V.  Chemotherapy 

a.  Natively  drug  resistant  bacterial  mutants. 

In  order  to  use  the  antituberculosis  drugs 
properly,  one  must  have  an  understanding 
of  the  genetics  of  the  bacterial  populations. 
One  natively  resistant  INH  mutant  is  pres- 
ent with  each  100,000  INH  drug  susceptible 
bacterial  units  (1  in  1X10®).  One  native- 
ly resistant  streptomycin  (SM)  mutant  is 
present  in  each  1,000,000  SM  drug  suscep- 
tible bacterial  units  (1  in  1X10®).  A mu- 
tant natively  resistant  to  both  SM  and  INH 
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occurs  once  in  every  1 in  IXIO^^  INH  and 
SM  bacterial  units.* 


The  incidence  of  natively  resistant  mu- 
tants to  Rifampin  (RM)  is  1 bacterial  unit 
in  every  100,000,000  (1  in  1X10*).  The  in- 
cidence of  natively  resistant  mutants  to 
Ethambutol  (EMB)  is  1 bacterial  unit  in 
37,000,000  (1  in  STXIO®). 

Canetti®  showed  that  AFB  in  an  open 
cavity  bearing  region  ranged  between  10®- 
10’^;  the  number  of  acid-fast  bacilli  in  case- 
ous and  nodular  lesions  was  between  10^- 
10®;  the  number  of  acid-fast  bacilli  found  in 
Potts  disease  10®  and  with  the  exception  of 
renal  lesions  the  number  of  acid-fast  bacilli 
in  extrapulmonary  lesions  is  usually  low. 


Based  upon  the  number  of  bacterial  units 
present  in  each  of  the  above  situations,  it 
is  apparent  that  single  drug  therapy  would 
be  effective  only  when  the  bacterial  popula- 
tion is  of  the  magnitude  that  a natively  re- 
sistant mutant  is  not  present.  If  a native- 
ly resistant  mutant  to  the  drug  used  is  pres- 
ent, one  would  be  able  to  kill  only  those  bac- 
terial units  which  are  susceptible  to  the  anti- 
tuberculous agent  used  but  he  would  be  un- 
able to  treat  the  natively  resistant  bacterial 
unit(s)  and  in  the  end  he  would  be  con- 
fronted with  a population  of  mycobacteria 
that  are  resistant  to  the  antituberculous 
drug.  Depending  upon  the  size  of  the  bac- 
terial population  at  least  two  and  in  some 
instances  three  drugs  to  which  the  mycobac- 
teria are  known  to  be  susceptible  should 
be  used  in  the  chemotherapy  regimen. 


h.  Drug  administration. 

We  have  grouped  the  antituberculous  drugs 
as  follows: 


Initial  Treatment  Drugs 

Isoiiiazid  (INH) 
Ethambutol  (EMB) 
Rifampin  (RM) 
Streptomycin  (SM) 


Retreatment  Drugs 

Ethionamide  (ETA) 
Pyrazinamide  (PZA) 
Cycloserine  (CS). 
Para-aminosalicylic 
Acid  (PAS) 
Kanamycin  (KM) 
Capreomycin  (CM) 
Viomycin  (VM) 


Chemotherapy  of  tuberculosis  is  based  on 
the  obseiwation  that  M.  hiberctdosis  is  a 
slow  multiplier  (replicating  once  every  24 


’^Usually  a bacterial  unit  is  natively  resistant  to  only  one 
antimycobacterial  agent  at  a time  i.e.,  INH  susceptible  and 
SM  resistant,  etc. 


hours)  thus  there  is  no  need  for  round-the- 
clock  therapy  but  rather  we  should  concen- 
trate our  therapy  during  a six  to  eight  hour 
period.  Isoniazid,  for  example,  is  admin- 
istered on  a twice  daily  basis.  The  first  dose 
at  8 a.m.  and  the  second  is  given  at  2 p.m. 
When  ETA  is  used  the  total  daily  dose  is 
1 gm  and  250  gm  is  given  at  8 a.m.,  10  a.m., 
12  noon  and  2 p.m.  With  the  exception  of 
KM  which  in  order  to  reduce  toxicity  and 
maintain  an  adequate  six-hour  serum  level 
is  administered  at  8 a.m.  and  the  remainder 
at  11  a.m.,  all  the  other  parenteral  agents 
(SM,  VM,  CM)  are  administered  intra- 
muscularly in  one  dose  at  8 a.m.^®’ 

Following  the  collection  of  a sputum  on 
three  consecutive  days,  chemotherapy 
should  be  started  in  cases  of  disease  infected 
with  typical  M.  tuberculosis  that  are  sus- 
pected of  having  a strongly  sputum  positive. 
If  7H10  medium  is  used  the  results  of  the 
drug  susceptibility  studies  as  well  as  the 
culture  should  be  available  within  21  days. 
A new  chemotherapy  regimen  should  be  con- 
sidered if  after  four  months  there  has  been 
no  reduction  in  the  number  of  acid-fast  rods 
seen  on  concentrated  smear  and/or  number 
of  mycobacteria  cultured  on  7H10  medium. 
Generally  a patient  is  rendered  non-infec- 
tio7is  within  two  weeks  after  the  initiation 
of  chemotherapy  and  if  he  does  not  exhibit 
any  toxic  dmg  reactions,  he  could  be  dis- 
charged to  continue  his  chemotherapy  at 
home  ‘within  a period,  of  three  weeks  fol- 
lowing the  initiation  of  drug  therapy.^^ 
Usually  these  patients  can  return  to  work 
within  a short  period  following  discharge. 

The  overall  duration  of  chemotherapy  is 
important.  Uusually  only  2%  of  the  bac- 
terial population  is  capable  of  reactivation 
after  two  years  of  therapy  and  after  three 
years  of  thei-apy  only  1%  of  the  bacterial 
population  is  still  viable.  We  do  not  believe 
that  chemotherapy  is  normally  necessary  for 
a period  of  longer  than  two  years  because 
we  have  yet  to  encounter  a treatment  failure 
in  those  patients  who  have  been  treated  ade- 
quately for  a period  ranging  between  18  to 
24  months. 

c.  Treatment  of  M.  tuberculosis  disease. 

Original  treatment  of  noncavitary  disease 


April,  1973 


121 


should  consist  of:  Isoniazid  600  mg/day  in 
a divided  dose  for  a period  of  two  years; 
EMB  20  mg/kg/day  administered  in  one 
dose  at  8 a.m.  for  a period  of  two  years; 
pyridoxine  25-50  mg  with  each  dose  of  INH. 
Excluding  those  receiving  INH  for  prophy- 
lactic indications,  patients  should  be  started 
on  their  treatment  regimen  in  a hospital 
setting  until  it  can  be  established  that  they 
can  tolerate  and  will  take  the  drugs.  This 
generally  takes  three  weeks.  A patient  who 
manifests  toxic  signs  and  symptoms  secon- 
dary to  his  tuberculosis  should  remain  in 
the  hospital  until  these  disappear. 


Original  treatment  of  cavitary  disease 
would  include  INH,  EMB  as  well  as  SM 
1 gm  (or  20  mg/day  whichever  is  less).* 
The  SM  is  given  until  a total  of  90  injec- 
tions have  been  administered  or  until  the 
sputum  becomes  culture-negative  for  M. 
tuberculosis.  In  older  patients  because  of 
poorer  renal  excretion  the  drug  is  pre- 
scribed five  days  a week  (Monday  through 
Friday).  One  should  limit  the  use  of  SM 
in  younger  patients  to  two  months  since 
the  child  is  more  sensitive  to  the  eighth 
nerve  effects  of  SM. 

’^‘After  the  initial  period  of  hospitalization,  SM  ox'  any 
other  parenterally  administered  drug  can  be  continued  on 
an  out-patient  basis. 
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SPECIAL  ARTICLES 


Nebraska  Society  for  the 
Prevention  of  Blindness 


IT  is  not  neglect  but  widespread 
ignorance  of  how  eyesight  de- 
velops that  leads  parents  to 
feel  secure  in  postponing  the  first  vision 
test  until  kindergarten  or  the  first  grade 
in  school.  Actually,  a visual  test  should 
occur  before  the  child  is  four  years  old.  The 
critical  period  in  developing  acute  vision 
is  between  the  ages  of  one  and  six  because 
the  learning  ability  of  the  eye  falls  sharply 
thereafter.  A tragic  and  unnecessary  loss 
of  vision  in  young  children  is  “lazy  eye,” 
properly  termed  amblyopia  a disorder  in 
which  one  eye  does  not  focus  as  well  as 
the  other.  The  brain  blocks  out  the  weak 
eye  with  the  poor  image  and  uses  just  the 
clear  image  in  the  other  eye.  Since  the 
poor  eye  is  not  used,  it  becomes  lazy  and 
vision  gradually  declines. 

Amblyopia  in  a young  child  may  not  pre- 
sent a permanent  reduction  in  vision  if  the 
disorder  is  detected  at  an  early  age.  By 
ages  5 and  6,  it  may  be  too  late.  If  the  good 
eye  is  patched,  the  poor  eye  is  forced  to  work 
and  the  problem  can  be  corrected.  Accord- 
ing to  the  Nebraska  Society  for  the  Preven- 
tion of  Blindness,  an  affiliate  of  the  National 
Society  for  the  Prevention  of  Blindness, 
this  is  just  one  of  the  disorders  (one  child 
in  every  20  is  estimated  to  have  a vision 
problem)  which,  if  not  corrected,  can  inter- 
fere with  the  child’s  education  and  early  de- 
velopment. 

Since  amblyopia  and  other  eye  disorders 
such  as  cataracts,  double  vision,  misalign- 
ment of  the  eyeballs,  tumors,  unknown  in- 
juries and  congenital  abnormalities  are  ma- 
jor problems  which  may  be  detected  and 
possibly  corrected  early,  the  Nebraska  So- 
ciety has  established  and  trained  over  20 
preschool  vision  screening  projects  in  Ne- 
braska. Screening  is  done  by  volunteers, 
such  as  Delta  Gamma  Alumnae,  Mrs.  Jay- 
cees.  Mothers  Clubs,  and  Lady  Lions.  One 
precaution  to  remember,  according  to  Mar- 
lene Bieber,  Ed.D.,  Executive  Director  of  the 


Nebraska  Society,  “Vision  screening  is  not 
diagnostic,  and  does  not  take  the  place  of  a 
professional  eye  examination.”  Organized 
preschool  vision  screening  programs  cover 
less  than  500,000  of  the  16  million  American 
children  between  3 and  6 according  to  the 
National  Society.  Figures  from  the  Nebras- 
ka Society’s  office  indicate  that  screening 
programs  carried  out  under  the  Society’s 
auspices  reached  3,917  preschoolers  out  of 
more  than  105,000  in  the  3 to  6 age  group. 
A major  portion  of  America’s  children  do 
not  receive  an  eye  test.  Because  of  this, 
the  National  Society  has  produced  and  is  in 
the  process  of  distributing  HOME  EYE 
TESTS  which  were  made  possible  through 
a grant  to  the  National  Society  from  the 
Delta  Gamma  Foundation.  It  is  hoped  that 
these  tests  will  help  locate  children  who  have 
never  had  their  vision  tested,  who  show 
no  outward  signs  of  eye  trouble  but  who  are 
not  using  both  eyes  together  or  are  using 
only  one  eye  effectively. 

A HOME  EYE  TEST  KIT  enabling  a 
pai’ent  to  do  a vision  screening  of  pre- 
schoolers at  home  will  be  especially  useful 
in  the  rural  areas  of  Nebraska  where  proj- 
ects afe  not  as  yet  established.  All  the  par- 
ent needs  is  a cup,  some  sort  of  tape  or  tack 
to  hang  the  “E”  chart  and  scissors.  The 
kit  includes  a scale  version  of  the  Snellen 
Symbol  “E”  chart,  a large  letter  E,  direc- 
tions for  training  the  child  to  take  the  test, 
for  giving  the  test,  and  for  interpreting  test 
results. 

The  HOME  EYE  TEST  is  made  a game 
for  preschoolers  who  are  to  have  their  vi- 
sion checked.  Using  the  large  letter  E to 
teach  him  the  “pointing  game,”  the  parent 
instructs  their  child  to  point  his  hand  and 
arms  in  the  direction  of  the  arms  of  the  E 
when  they  are  pointed  up,  down,  left  or 
right.  When  the  child  has  learned  the 
“game,”  the  HOME  EYE  TEST  may  be  giv- 
en. If  in  repeated  tests  on  different  days, 
the  child  cannot  read  the  proper  line  on  the 
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chart  for  his  age,  or  can  read  smaller  letters 
better  with  one  eye  than  with  the  other 
eye,  a complete  eye  examination  with  a doc- 
tor or  clinic  should  be  arranged. 

The  Nebraska  Society  again  urges  parents 
to  remember  that  the  HOME  EYE  TEST 
is  a preliminary  screening.  A diagnosis  of 
eye  trouble  can  be  made  only  by  a doctor. 

Signs  of  eye  trouble  in  children : 

Behavior 

Rubs  eyes  excessively. 

Shuts  or  covers  one  eye,  tilts  head  or 
thrusts  head  fonvard. 

Has  difficulty  in  reading  or  in  other 
work  requiring  close  use  of  the  eyes. 

Blinks  more  than  usual  or  is  irritable 
when  doing  close  work. 

Holds  books  close  to  eyes. 


Is  unable  to  see  distant  things  clearly. 
Squints  eyelids  together  or  frowns. 

Appearance 
Crossed  eyes. 

Red-rimmed,  encrusted,  or  swollen  eye- 
lids. 

Inflamed  or  watery  eyes. 

Recurring  styes. 

Complaints 

Eyes  itch,  burn  or  feel  scratchy. 
Cannot  see  well. 

Dizziness,  headaches,  or  nausea  follow- 
ing close  eye  work. 

Blurred  or  double  vision. 

To  obtain  a Home  Eye  Test  Kit,  write; 

NSPB  HOME  EYE  TEST, 

79  Madison  Avenue, 

New  York,  N.Y.  10016 
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FEATURES 


While  Making  Rounds 


Department  of  research. 

Monkeys  are  ambidextrous. 

Our  statistical  report. 

Every  day,  40,000  operations  are  per- 
formed in  the  United  States. 

How  to  be  a «enius. 

“The  nig-ht  seems  to  me  too  long.” 
Pasteur. 

The  report  (1). 

“X-rays  were  intei-preted  as  showing  the 
lungs  to  be  minimally  emphysematous 
without  disease  of  the  chest.” 

Final  diagnosis. 

“Pain  in  the  hack.” 

Synonyms. 

The  artery  of  sudden  death:  the  descend- 
ing branch  of  the  left  coronary. 

On  reading. 

I occasionally  read  other  journals,  and  I 
found  a three-year-old  article  entitled 
“Correlation  of  milk  precipitins  with  IGA 
deficiency.” 

“IGA  and  milk”  would  have  made  such  a 
nice  title. 

The  report  (2). 

“The  orthopedist  interrupted  the  x-rays 
to  show  an  old  tipped  fracture  of  the 
left  medial  malleus.  The  radiologist 
found  relatively  normal  ankle  joints.” 

What  is  man?  (1) 

“Man  is  a sick,  wounded,  disharmonious 
creature,  primarily  because  he  is  a 
sexual,  i.e.,  bisected  being,  and  has  lost 
his  wholeness  and  integrity.” 

Berdyaev. 

Final  diagnosis,  again. 

“Gout,  with  history  of  podagra.” 

Disturbing  thought. 

“If  dextrocardia  is  present  in  both  parents, 
what  will  the  children  be  like?  Could 


we  produce  a race  of  human  beings  with 
right-sided  hearts,  with  possibly  a rare 
case  of  sinistrocardia? 

The  ampersand  disease. 

He  was  “excited,  delighted,  flattered  and 
honored.” 

Definitions. 

Anemia:  a fern  genus.  You  could  look  it 
up. 

Thanks  a lot. 

“A  consultant  was  obtained  with  nephrolo- 
gists, who  agreed  with  the  diagnosis  of 
hematuria  of  unknown  etiology.” 

Doctors’  names  I’d  like  to  see. 

Billy  Rubin,  Frank  Breech,  Mortimer  Post, 
Charley  Horse,  Billy  Verdin,  Mai  Union. 

What  is  man?  (2) 

“A  man  is  a small  thing,  and  the  night  is 
very  large  and  full  of  wonders.” 

Uunsany. 

Women,  medicine,  and  England. 

In  England,  you  start  as  mister;  when 
you  become  a doctor,  you’re  doctor; 
and  when  you  are  a surgeon,  you  go 
back  to  being  mister  again. 

But  what  do  they  call  you  if  you’re  a 
surgeon  in  England,  and  a woman?  Ms? 

On  symmetry, 

“The  patient  has  equal  hand  grip  bilater- 
ally.” 

The  census  (1). 

There  were  44,000  students  in  this  coun- 
try’s 112  medical  schools  in  the  fall  of 
1972. 

The  fine  art  of  diagnosis. 

“Undiagnosed  diseases,  manifested  by  left 
upper  quadrant  pain.” 

Speak  English,  or  Latin  is  bad  enough. 

Ballottement,  curettage,  peau  d’orange, 
mittelschmerz,  barbotage ; and  he’s  got 
a Leriche. 
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The  census  (2). 

In  the  U.S. 

Births 

Population  Per  Hour 

Humans  203  million  415 

Cats  and  dogs  .110  million  2,750* 


The  risk. 

The  mortality  rate,  of  anesthesia,  my  sur- 
g’eon  friend  used  to  tell  me,  is  100  per- 
cent, because  everybody  who  gets  an 
anesthetic  eventually  dies.  This  applies 
to  his  surgery,  too,  so  you  can  see  how 
dangerous  an  ingrown  toenail  can  be. 

F.C. 


children,  — and  whether  or  not  the  disease 
followed  in  line  of  either  or  both  lineal 
descendants,  i.3.,  the  male  or  female. 

8.  Chancre  of  the  nose  has  frequently  i 

been  reported  in  physicians  due  to  picking  l 
the  nose  with  contaminated  fingers.  1 

9.  The  patient  was  operated  upon  first 

for  the  relief  of  symptoms  supposed  to.  be  j 
due  to  a floating  kidney.  i 

Nebraska  State  Medical  Journal  | 
April,  1923 


Hyperlexia:  Exceptional  Reading  Ability  in 
Brain- Damaged  Children  — C.  C.  Mehegan 
(Univ  of  Virginia  Hosp,  Charlottesville 
22903)  and  F.  E.  Dreifuss.  Neurology  22; 
1105-1111  (Nov)  1972. 

Twelve  children  are  reported  who,  besides  | 
suffering  severe  retardation  in  nonnal  Ian-  | 
guage  development  manifested  a remarkable  | 
precocity  in  the  ability  to  read.  Most  were  | 
severely  retarded  and  all  showed  stigmata  | 
of  cerebral  dysfunction  with  hyperactivity,  j 
abnormal  neurological  examination,  and  poor- 
handedness  function.  The  children  dis- 
played a remarkable  self-taught  talent  for  i 
reading,  usually  present  before  the  age  of  I 
5 years  and  occurring  as  early  as  the  third 
year.  Reading  was  a compulsive,  ritualistic 
exercise  but  the  most  complex  words  were 
correctly  intoned  and  punctuation  marks  re- 
spected. 


^estimated 


Down  Memory  Lane 

1.  The  birth  rate  of  the  United  States  is 
now  exactly  double  the  death  rate. 

2.  There  are  two  valuable  vegetables  in- 
digenous to  Nebraska,  namely,  tomatoes  and 
cabbage,  both  containing  the  various  vita- 
mins in  the  raw  state. 

3.  The  fact  that  for  two  years  following 
the  outbreak  of  hostilities  American  physi- 
cians continued  to  seek  instruction  in  Vienna 
indicates  the  high  esteem  in  which  the  city 
was  held  as  a center  of  postgraduate  in- 
struction. 

4.  The  results  of  chronic  endocervicitis 
are  ordinarily  scattered  throughout  the  text 
books  under  the  various  headings,  such  as 
“cervical  catarrh,”  “eversion,”  “ulceration,” 
“hypertrophy,”  “cystic  degeneration,”  “ero- 
sion,” etc. 

5.  Correct  position  for  the  operation  to 
be  performed,  correct  well  governed  dosage 
of  ether,  available  oxygen  to  relieve  anox- 
emic  muscular  spasm  when  it  has  developed 
as  a result  of  improper  dosage,  and  a good 
pharyngeal  airway  will  avoid  interference 
with  respiratory  movements  during  anes- 
thesia or  quickly  restore  them  to  normal. 

6.  We  realize  the  lack  of  trained  patholo- 
gists throughout  the  country. 

7.  I would  be  very  grateful  to  my  col- 
leagues who  may  read  this  if  they  would 
write  me,  if,  in  their  experience  and  knowl- 
edge of  families  of  their  clientele,  there 
have  been  two,  three  or  more  cases  of  can- 
cer occurring  directly,  or  skipping  a genera- 
tion, — as  from  grandparents  to  grand- 
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The  Letter  Box 

To  the  Editor : 

I have  just  read  with  interest  the  article 
on  “Street  Drug  Abuse”  by  Drs.  Maragos, 
Greene,  and  Mitchell  in  the  February,  1973, 
issue  of  the  Nebraska  Medical  Journal.  It 
is  a timely  and  impoitant  article  and  I would 
like  to  comment  on  it,  based  on  experience 
in  dealing  with  adolescent  drug  abuse  prob- 
lems at  Omaha’s  Equilibria  Medical  Center. 

Visual  hallucinations  do  not  commonly 
occur  with  marihuana  use.  They  are  seen 
only  very  rarely  and  only  with  extremely  high 
doses,  or  when  other  hallucinogens  have 
been  taken  along  with  the  miarihuana.  Most 
users  prefer  to  limit  their  intake  of  the 
drug  to  prevent  the  occuri’ence  of  hallucina- 
tions. 

Although  a degree  of  tolerance  has  been 
described,  the  interesting  occurrence  of  rela- 
tively high  tissue  levels  of  tetrahydrocani- 
binol  for  several  days  after  use  of  the  drug 


Medicinews 

HMO’S 

After  an  executive  session,  the  Senate 
Health  Subcommittee  reported  S.  14,  the 
Health  Maintenance  Organization  and  Re- 
sources Development  Act  of  1973,  to  the  full 
Labor  and  Public  Welfare  Committee.  S.  14, 
as  introduced  by  Senator  Kennedy,  (D., 
Mass.),  is  similar  to  the  bill  passed  by  the 
Senate  last  year.  In  a related  action  Sen- 
ator Javits  (R.,  NY),  introduced  S.  972,  the 
Administration  sponsored  Health  Mainten- 
ance Organization  Act  of  1973. 

Drug  control  legislation 

Senator  Nelson  (D.,  Wis.),  has  introduced 
S.  900,  a seven-part  bill  designed  to  modify 
the  system  of  drug  testing  and  distribution. 
The  measure  is  similar  to  a bill  introduced 
in  the  last  Congress.  In  his  introductory 


has  led  some  researchers  to  believe  this  ac- 
counts for  the  fact  that  users  seem  to  be  able 
to  reach  the  same  level  of  “high”  with  re- 
peatedly smaller  daily  doses  of  marihuana. 
This  would  produce  an  effect  opposite  to 
that  of  tolerance. 

We  do  not  use  nallorphine  anymore  in  the 
treatment  of  acute  heroin  overdose.  Nallor- 
phine will  enhance  I’espiratory  depression 
caused  by  many  non-narcotic  drugs.  Since  it 
is  often  impossible  to  determine  what  di'ugs 
a patient  seen  with  an  acute  overdose  has 
taken,  we  recommend  the  use  of  naloxone 
(Narcan).  This  is  an  effective  antidote, 
but  has  littel  depressive  effects  of  its  own. 

Respectfully, 

John  Kaufman,  M.D. 

Medical  Director 
Equilibria  Medical  Center 
4924  Poppleton  Ave. 

Omaha,  Nebraska  68106 


remarks.  Senator  Nelson  stated  that  he  was 
also  introducing  each  part  as  a separate 
bill  in  order  to  achieve  prompt  consideration 
of  the  program.  In  his  prepared  Senate 
floor  speech  he  argued  that  extensive  adver- 
tising and  promotion  caused  a “vast  over- 
use of  drugs  in  this  country,”  and  he  charged 
that  many  drugs  coming  on  the  market  either 
duplicate  available  drugs  or  are  inferior  to 
drugs  already  available. 

The  legislation,  on  a title  by  title  basis, 
. . . sets  up  a National  Drug  Testing  and 
Evaluation  Center  responsible  for  testing 
all  drugs  that  are  being  or  will  be  marketed 
in  the  United  States  . . . Provides  for  the 
publication  of  a compendium  which  will  list 
all  drugs  by  both  generic  and  brand  names 
. . . Establishes  a committee  to  create  a for- 
mulary of  drugs  necessary  for  good  medical 
practice  . . . Authorizes  authority  to  re- 
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quire  batch-by-batch  certification  of  all 
drugs  . . . Prohibits  the  distribution  of  sam- 
ple drugs  without  the  written  request  of 
the  physician  . . . Establishes  authority  for 
drug  labeling  and  advertising,  ordering 
HEW  to  approve  all  drug  advertising  before 
it  can  be  used  . . . and,  Mandates  licensing 
of  drug  patents  at  a reasonable  royalty. 


Her  family  receives  more  than  the  usual 
mother  role  duties.  They  find  that  she 
carries  many  responsibilities,  often  in  the 
absence  of  her  devoted  doctor-husband.  This 
may  be  in  the  way  of  making  immediate 
decisions,  attending  functions  as  the  lone 
parental  representative,  loading  4-H  calves, 
seeing  to  household  repairs  and  upkeep,  and 
much  more. 


Human  experimentation 

The  Senate  Health  Subcommittee  began 
hearings  this  week  to  review  the  role  of  hu- 
man experimentation  in  biomedical  research. 
Some  twenty  witnesses  were  scheduled  to 
appear  during  the  first  three  days  of  hear- 
ings. One  topic  to  be  considered  in  the 
course  of  the  hearings  is  the  development 
of  practice  patterns  with  respect  to  new 
drugs  and  new  drug  usages.  The  hearings 
will  also  explore  the  status  of  research  into 
the  nature  of  the  human  mind,  with  particu- 
lar emphasis  upon  psychosurgery  and  elec- 
trical stimulation  of  the  brain.  Senator  Ken- 
nedy, in  announcing  the  hearings,  expressed 
his  hope  tliat  the  inquiry  would  “encourage 
a closer  look  at  the  ethical  and  moral  impli- 
cations” of  biomedical  research  and  newly 
developed  medical  capabilities. 


/4uxC(taruf 

Contributions  by  Auxilians  to  other  or- 
ganizations seem  to  multiply  each  year. 

Among  the  various  organizations  to  which 
aid  has  been  given  are  educational  founda- 
tions, church  groups,  youth  groups,  exten- 
sion clubs,  governmental  and  environmental 
organizations,  and  many,  many  more. 


Her  community  finds  a willing  worker 
because  she  is  interested  in  the  welfare  of 
the  youth,  the  elderly,  the  future  of  the 
total  community. 

Statewide  projects  find  auxilians  con- 
tributing to  neighboring  states  in  time  of 
need,  i.e..  South  Dakota  at  the  time  of  the 
Rapid  City  disaster.  Currently,  everyone  in 
Nebraska  is  interested  in  the  progress  of  ex- 
panding the  Health  Education  Gallery  on 
the  University  of  Nebraska  campus  in  Lin- 
coln. This  project  will  benefit  not  only  Ne- 
braskans but  a number  of  neighboring  states 
where  such  a facility  is  non-existent. 

Nationwide  projects  include  raising  funds 
through  AHA-ERF.  Nebraska  has  current- 
ly raised  over  $7,000  in  the  1972-73  program. 
Many  other  programs  stemming  from  na- 
tional WA-AMA  guidelines  are  in  progress. 

Internationally,  WA-AMA  members  may 
contribute  to  the  financial  maintenance  of 
doctor’s  children  in  rural  India.  Doctors 
who  practice  in  rural  India  do  so  for  very 
little  money,  and  their  children  must  attend 
boarding  school  in  the  cities.  The  cost  is 
about  $30  a month.  The  WA-AMA,  with  the 
help  of  the  99’s  (an  international  organiza- 
tion of  women  pilots)  have  transported  tons 
of  drug  samples  to  Santa  Barbara,  Calif,  for 
overseas  shipment. 


These  contributions  take  on  some  inter- 
esting characteristics,  some  health  oriented 
and  some  just  plain  hard  work.  But  the 
fact  remains  that  this  woman,  in  whatever 
situation  you  find  her,  is  an  MD’s  wife  con- 
tributing to  her  family,  her  community,  her 
state,  her  nation,  her  world. 


In  this  world  of  posters  on  every  subject, 
the  one  that  sums  up  Auxiliary  work  best 
says:  “If  you  want  to  get  the  work  done, 
ask  the  busy  (wo) man,  the  other  kind  has 
no  time.” 

Barbara  Carlson 
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The  AMA  and  Phase  III 

The  American  Medical  Association  took  to 
Congress  its  protest  against  retention  of 
controls  over  physicians  in  phase  III  of  the 
economic  stabilization  program. 

In  a statement  to  the  Senate  Committee  on 
Banking,  Housing  and  Urban  Affairs,  which 
was  considering  a one-year  extension  of 
statutory  authority  for  the  program,  the 
AMA  cited  the  “highly  discriminatory”  treat- 
ment of  physicians  and  other  health  care 
providers  under  the  program  despite  their 
cooperation  and  “laudable  record  of  self- 
restraint.” 

“We  have  questioned  the  wisdom  of  many 
of  the  policies  which  have  been  initiated  in 
the  various  regulatory  phases  since  August 
of  1971,”  the  AMA  statement  said.  “In 
particular,  we  have  objected  to  certain  as- 
pects because  of  the  highly  discriminatory 
treatment  accorded  health  care  providers. 
This  discrimination  has  been  even  heightened 
under  phase  III  of  the  Administration’s  pro- 
gram. On  January  11,  1973,  mandatory 
wage  and  price  controls  were  suspended  for 
most  sectors  of  the  economy  but  were  con- 
tinued to  be  enforced  upon  health  care  pro- 
viders. Our  opposition  to  this  discrimina- 
tion does  not  stem  from  self-interest,  nor 
is  it  based  solely  upon  invidious  comparison 
with  those  segments  of  the  economy  no  longer 
subject  to  mandatory  control.  The  question 
we  raise  here  is  more  fundamental.  It  is 
submitted  that  the  capricious  imposition  of 
controls  on  select  groups  only  serves  to  frus- 
trate the  basic  objectives  of  the  stabiliza- 
tion program  itself.  If  regulation  is  to  be 
effective,  it  must  recognize  the  interrela- 
tionships existing  within  the  economy  in 
general.  Without  such  accomplishment  the 
intent  of  the  law  will  be  frustrated. 

“Physicians’  fees  constitute  a relatively 
small  percentage  of  the  gross  national  prod- 
uct (less  than  1.5%)  and  they  constitute  a 
small  factor  in  the  consumer  price  index 
weighting  structure  (less  than  1.8%).  Giv- 
en the  relatively  slight  impact  of  this  factor 


upon  the  economy  as  a whole,  the  suspension 
of  mandatory  controls  would  not  work 
counter  to  the  goals  of  the  economic  stabiliza- 
tion program.  Conversely,  continued  con- 
trols could  not  be  expected  to  yield  meaning- 
ful restraints  throughout  the  balance  of  the 
economy.  The  continuation  of  mandatoiy 
controls,  therefore,  does  not  appear  to  be 
consistent  with  the  letter  or  spirit  of  the  eco- 
nomic stabilization  act. 

“It  is  apparent  from  the  physician  com- 
ponent of  the  consumer  price  index  that 
the  medical  community  has  fully  complied 
with  efforts  to  curb  inflation  during  phase 
I and  II  of  the  new  economic  policy.  In  the 
period  from  August  1971  to  December  1972 
the  all  items  category,  as  measured  by  the 
consumer  price  index,  rose  at  a rate  of  4.2%, 
the  all  services  component  at  the  rate  of 
4.6%,  while  physicians’  fees  rose  only  3.2%. 
In  the  period  from  November  1971  to  Decem- 
ber 1972  (i.e.,  during  the  14  months  of 

phase  II)  the  all  items  category  rose  3.8%, 
the  price  of  all  services  rose  at  a rate  of 
3.8%  while  physicians’  fees  rose  at  a rate 
of  2.6%.  For  the  calendar  year  1972,  physi- 
cians’ fees  increased  only  2.1%.  This  per- 
centage is  below  the  2.5%  annual  goal  set 
by  the, Health  Services  Industry  Committee 
of  the  Price  Commission,  and  represents  a 
rate  of  increase  of  only  one  third  the  rate 
of  increase  prior  to  phase  I. 


The  N.C.I. 

The  National  Cancer  Institute  has  estab- 
lished an  International  Tumor  Immuno- 
therapy Registry  to  serve  as  a center  for 
collection,  storage  and  exchange  of  infor- 
mation on  immunological  methods  of  treating 
cancer. 

The  registry  will  record  physicians’  ex- 
perience with  immunotherapy  for  human 
cancel’,  including  methods  of  administration, 
results  of  the  treatment,  and  possible  side 
effects.  It  will  be  kept  up-to-date  by  periodic 
progress  reports  from  the  physicians,  who 
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will  in  turn  receive  newsletters  containing 
summaries  of  the  most  recent  information. 
Computers  are  expected  to  handle  much  of 
the  work  involved  in  maintaining  the  regis- 
try. 

The  physician-patient  privilege 

The  American  Medical  Association  warned 
of  “possible  adverse  consequences”  of  abol- 
ishing the  physician-patient  privilege  in  fed- 
eral court  cases. 

The  AMA’s  “deep  concern”  was  expressed 
in  letters  from  Ernest  B.  Howard,  M.D., 
AMA  executive  vice  president,  to  the  chair- 
men of  the  House  and  Senate  judiciary  com- 


mittees which  were  considering  such  an 
abolition  in  the  proposed  new  federal  rules 
of  evidence. 

Dr.  Howard  reiterated  the  Association’s 
position  that  “a  qualified  physician-patient 
relationship  should  be  recognized.”  He 
said  that  the  pertinent  rule  in  the  American 
Bar  Association’s  Uniform  Rules  of  Evidence 
would  be  preferable  to  the  complete  abolition 
of  the  privilege. 

The  House  committee  was  sent  a copy  of 
the  AMA’s  statement  on  the  matter  pre- 
sented to  the  Advisory  Committee  on  Federal 
Rules  of  Evidence,  Judicial  Conference  of 
the  United  States. 


Our  Medical  Schools 


The  national  library  of  medicine 

The  members  of  the  Board  of  Regents  of 
the  NLM  are  listed  on  page  4 of  its  “Pro- 
grams and  Services,  Fiscal  Year  1972,”  and 
aside  from  the  ex  officio  members  and  execu- 
tive secretary,  there  are  only  10  members, 
and  one,  1 was  happy  to  see,  is  Bernice 
Hetzner,  of  the  University  of  Nebraska  Col- 
lege of  Medicine.  Her  picture  is  on  another 
page,  and  her  name,  again,  in  the  Roster 
of  Regional  Libraries.  We  are  in  the  Mid- 
continental Region,  which  includes  seven 
states. 


Career  award 

Dr.  Gerald  L.  Wolf,  assistant  professor  of 
pharmacology  and  radiology  at  the  Univer- 
sity of  Nebraska  Medical  Center,  has  been 
notified  he  will  receive  a coveted  career  de- 
velopment award  from  the  National  Insti- 
tutes of  Health. 

The  purpose  of  the  award  is  to  allow  the 
investigator  to  devote  the  major  portion  of 
his  time  to  research.  The  five-year  grant 
totaling  $125,000  was  awarded  to  further 
Dr.  Wolf’s  studies  on  radiologic  diagnosis 
of  circulatory  diseases,  especially  hyperten- 
sion. 


Dr.  Wolf’s  award  is  only  the  second  such 
in  the  field  of  radiology. 

The  award  is  intended  to  increase  the  num- 
ber of  fulltime  career  opportunities  for  scien- 
tists of  superior  potential  and  capability  in 
the  sciences  related  to  health.  Recipients 
must  have  three  or  more  years  of  postdoctor- 
al research  or  professional  experience. 

Dr.  Wolf  is  the  fourth  Medical  Center  fac- 
ulty member  to  receive  this  award.  Other 
recipients  are  Dr.  Kenneth  Barker,  an  asso- 
ciate professor  of  biochemistry,  now  in  the 
fifth  year  of  the  grant ; Dr.  Robert  Faulkner, 
who  has  since  resigned  from  the  faculty; 
and  Dr.  Bela  Toth,  associate  professor  of 
pathology,  now  in  the  third  year  of  his 
award. 

Dr.  Michael  Sorrell,  assistant  professor  of 
internal  medicine  at  the  Medical  Center,  re- 
ceived a similar  award  last  year  — an  aca- 
demic career  development  award. 

Postgraduate  classes  at  U of  N 

The  University  of  Nebraska  Medical  Cen- 
ter has  three  postgraduate  classes  scheduled 
for  May. 

Assessment  and  Rehabilitation  of  Lan- 
guage Disorders  in  Children  will  be  the  topic 
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of  a course  Monday  and  Tuesday,  May  7 
and  8.  This  program  is  intended  for  speech 
pathologists,  special  educators  and  all  per- 
sons interested  in  language  disorders  in 
children. 

Guest  faculty  includes  Dr.  Gerald  G.  Free- 
man, director,  speech  and  hearing  clinic, 
Oakland  Schools,  Pontiac,  Michigan ; Dr. 
Doris  J.  Johnson,  associate  professor,  pro- 
gram in  learning  disabilities.  Northwestern 
University,  Evanston,  Illinois,  and  Dr.  Shel- 
don L.  Stick,  assistant  professor  of  speech 
pathology  and  audiology  and  coordinator  of 
clinical  activities.  University  of  Nebraska, 
Lincoln. 

Marsha  Sullivan,  instructor  and  speech 
pathologist  at  the  University  of  Nebraska 
Medical  Center  is  course  coordinator. 

Registration  fee  of  $15  includes  two  lunch- 
eons. 

A workshop  designed  for  audiologists  will 
be  conducted  Monday  and  Tuesday,  May  14 
and  15.  This  program  is  intended  to  cover 
the  diagnostic  advantages  and  interpreta- 
tion of  acoustic  impedance  measurements 
with  the  sensorineural  hearing  impaired. 

Guest  faculty  includes  Dr.  Donald  D. 
Dirks,  associate  professor,  head  and  neck 
surgeiy  (audiology).  University  of  Cali- 
fornia at  Los  Angeles  School  of  Medicine; 
Dr.  James  Jerger,  professor,  audiologj^  Bay- 
lor Medical  School;  Dr.  Jeriy  Northern, 
head,  section  of  audiology.  University  of 
Colorado  Medical  Center;  Dr.  F.  Blair  Sim- 
mons, professor  of  surgery,  otolaryngology 
department,  Stanford  Medical  School. 

Course  coordinator  is  Dr.  Thomas  W. 
Norris,  professor  and  director,  division  of 
audiologj^  and  speech  pathology  at  the  Medi- 
cal Center. 

Registration  fee  of  $50  includes  two  lunch- 
eons. 

Diabetes  Mellitus  will  be  the  topic  of  a 
course  for  physicians,  nurses  and  dietitians 
Thursday  and  Friday,  May  17  and  18. 

The  course  will  consist  of  formal  presen- 
tations and  workshops  in  which  each  partici- 
pant can  bring  his  patient  problems  to  a 
panel  of  experts. 


Co-sponsors  are  the  Nebraska  Diabetes 
Association,  Creighton  University,  the  Ne- 
braska Dietetics  Association,  the  Nebraska 
State  Nurses  Association,  the  University  of 
Nebraska  College  of  Nursing,  the  Nebraska 
Licensed  Practical  Nurses  Association,  and 
the  Visiting  Nurse  Association  of  Omaha. 

Guest  speakers  include  Dr.  Donnell  D. 
Etzwiler,  director  of  the  diabetes  education 
center  and  professor  of  pediatrics.  Univer- 
sity of  Minnesota  School  of  Medicine;  Dr. 
Edgar  A.  Haunz,  professor  and  chairman 
department  of  medicine.  University  of  North 
Dakota  School  of  Medicine,  Grand  Forks; 
Dr.  David  M.  Kipnis,  professor  and  chair- 
man of  the  department  of  medicine,  Wash- 
ington University  School  of  Medicine;  and 
Dr.  Leo  P.  Krall,  dii-ector  of  education  divi- 
sion, Joslyn  Diabetes  Foundation,  Boston, 
Massachusetts. 

Dr.  Joseph  Shipp,  professor  of  medicine 
and  chairman  of  the  department  at  the  Medi- 
cal Center,  is  coordinator  of  the  course. 

Registration  fee  of  $40  for  physicians  and 
$25  for  nurses  and  dietitians  includes  two 
luncheons. 


Propranolol  Inhibition  of  Renin  Secretion  — 

F.  R.'  Buhler  et  al  (630  W 168th  St,  New 
York  10032).  New  Eng  J Med  287: 1209- 
1214  (Dec  14)  1972. 

Propranolol  was  given  to  47  hypertensive 
patients  classified  according  to  high,  normal, 
or  low  plasma  activity.  The  drug  was  uni- 
formly effective  in  13  patients  with  high 
renin  activity  and  with  malignant,  renovas- 
cular, or  essential  hypertension,  producing  a 
mean  fall  in  diastolic  pressure  of  30  mmHg. 
In  22  patients  with  normal  renin  activity, 
propranolol  reduced  mean  diastolic  pressure 
by  20  mmHg,  but  individual  responses  were 
less  consistent.  In  contrast,  the  drug  was  uni- 
formly ineffective  in  12  patients  with  low 
renin  essential  hypertension.  In  all  three 
groups  the  action  of  propranolol  correlated 
closely  with  both  the  control  renin  levels  and 
the  degree  of  renin  suppression  produced. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
April  14  — Broken  Bow,  Elks  Lodge 
May  5 — Norfolk,  Elks  Lodge 
May  12  — North  Platte,  Elks  Lodge 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ASSOCIATION  OF  MEDICAL  AS- 
SISTANTS — 7th  Annual  Meeting  and 
Educational  Seminar,  April  6,  7,  and  8th, 
Villa  Inn,  Norfolk,  Nebraska.  Inforaia- 
tion:  Theola  Thornton,  Box  279,  Norfolk, 
Nebraska  68701. 

SEVENTH  NATIONAL  CONGRESS  ON 
THE  SOCIOECONOMICS  OF  HEALTH 
CARE  — Sponsored  by  Council  on  Medical 
Service,  AMA;  April  13-14,  1973;  Mar- 
riott Motor  Hotel  (near  O’Hare  Airport), 
8535  W.  Higgins  Road,  Chicago,  Illinois; 
$25  for  AMA  members,  $35  for  non- 
members. Write  to:  AMA,  Division  of 
Medical  Practice,  535  North  Deai'born  St., 
Chicago,  Illinois  60610. 

MEDICAL  ETHICS,  FOURTH  NATIONAL 
CONGRESS,  sponsored  by  the  Judicial 
Council  of  the  AMA ; April  26-28,  1973 ; 
at  the  Washington  Hilton  Hotel  in  Wash- 
ington, D.C.  There  is  no  registration  fee 
for  the  congress ; write  to : the  Department 
of  Medical  Ethics,  AMA,  535  North  Dear- 
born St.,  Chicago,  Illinois  60610. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  28  - May  2,  1973, 
Holiday  Inn,  Kearney,  Nebraska. 

FIRST  BIENNIAL  PLAINS  STATES  RA- 
BIES CONFERENCE  — The  first  bien- 
nial plains  states  rabies  conference  spon- 
sored by  the  Nebraska  State  Department 
of  Health  in  cooperation  with  the  Univer- 
sity of  Nebraska  Center  for  Continuing 
Education  will  be  held  at  the  Center  for 
Continuing  Education,  33rd  and  Holdrege 
Streets,  University  of  Nebraska,  Lincoln 


on  May  31  and  June  1,  1973.  The  registra- 
tration  fee  will  be  $18.  Further  informa- 
tion may  be  obtained  from  Lester  Reid, 
Nebraska  Center  for  Continuing  Educa- 
tion, 33rd  and  Holdrege,  Lincoln,  Nebras- 
ka 68503. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  23-28,  1973,  Ameri- 
cana Hotel,  New  York,  New  York. 

OCCUPATIONAL  HEALTH  — 33rd  An- 
nual Congress,  AMA,  at  the  Benjamin 
Franklin  Hotel  in  Philadelphia,  Septem- 
ber 17-18,  1973. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to : Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 


Short-Term  Toxicity  and  Efficacy  of  Four 
Different  Diets  Containing  Cytosine  Ara- 
binoside  in  40  Cases  of  Human  Solid  Neo- 
plasms — L.  Israel  et  al  (CHU  Lariboi- 
siere,  Paris).  Sem  Hop  Paris  48:3093-3097 
(Nov  20)  1972. 

Forty  patients  with  solid  neoplasms  were 
treated  with  cytosinearabinoside.  A measur- 
able anti  - neoplastic  effect  was  noted  in 
11  cases. 
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Welcome  New 

A.  H.  Bergman,  M.D. 

Dodge  County  Memorial  Hospital 
Fremont,  Nebraska  68025 

R.  E.  Donaldson,  M.D. 

810  Reid  Avenue 

North  Platte,  Nebraska  69101 

Donald  E.  Fischer,  M.D. 

Douglas  County  Hospital 
Omaha,  Nebraska  68105 

Richard  D.  Fitch,  M.D. 

223  South  4th  Street 
O’Neill,  Nebraska  68763 

Larry  L.  Fletcher,  M.D. 

3145  “0”  Street 
Box  81009 

Lincoln,  Nebraska  68501 

John  Hession,  M.D. 

8601  Dodge  Road 
Omaha,  Nebraska  68114 

D.  M.  Laflan,  M.D. 

Creighton,  Nebraska  68729 

Ron  Lapp,  M.D. 

Curtis,  Nebraska  69025 


Members 

Lance  J.  Mikkelsen,  M.D. 
706  East  Side  Boulevard 
Hastings,  Nebraska  68901 

W.  H.  Northwall,  M.D. 

Good  Samaritan  Hospital 
Kearney,  Nebraska  68847 

Donald  Penner,  M.D. 

205  North  19th  Street 
Beatrice,  Nebraska  68310 

Kenneth  M.  Reighter,  M.D. 
4002  South  42nd 
Omaha,  Nebraska  68107 

James  A.  Rogers,  M.D. 
Norfolk  Regional  Center 
Norfolk,  Nebraska  68701 

Joseph  G.  Rogers,  M.D. 

600  North  Cotner 
Lincoln,  Nebraska  68505 

Gerald  J.  Spethman,  M.D. 
5440  South  Street 
Lincoln,  Nebraska  68506 

Richard  Yukl,  M.D. 

Curtis,  Nebraska  69025 


In  Memoriam 


DR.  HARRY  N.  BOYNE 

Harry  N.  Boyne,  a longtime  oral  surgeon 
and  professor  emeritus  at  Creighton  Uni- 
versity, died  February  14,  1973,  at  the  age 
of  82.  He  was  a former  Creighton  regent; 
Creighton’s  School  of  Dental  Science  is 
named  in  honor  of  Dr.  and  Mrs.  Boyne.  Dr. 
Boyne  held  degrees  in  dentistry  and  medicine 
from  Creighton,  and  in  oral  and  plastic  sur- 
gery from  Northwestern  University. 

He  is  survived  by  his  wife,  Maude. 

He  served  in  World  War  I. 

DR.  WILMER  D.  McGRATH 

Dr.  McGrath  was  born  in  Elsie,  Nebraska 


on  December  4,  1889,  and  died  January  29. 
1973,  at  the  age  of  83.  He  received  his  medi- 
cal degree  from  Rush  Medical  College  in 
1916,  served  in  World  War  I,  and  practiced 
in  Grand  Island. 

Survivors  include  his  wife ; two  children, 
Mrs.  Victor  Frost  of  West  Islip,  N.Y.,  and 
Dr.  C.  Dean  McGrath  of  Grand  Island;  10 
grandchildren,  and  three  sisters. 

DR.  J.  J.  O’HEARN 

Doctor  J.  J.  O’Hearn,  an  Omaha  physician 
for  nearly  50  years  before  his  I'etirement, 
died  February  1,  1973,  at  the  age  of  82. 

Doctor  O’Hearn  began  his  medical  prac- 
tice shortly  after  serving  in  World  War  1. 
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He  is  survived  by  his  wife  Clara ; sons 
John  Jr.  of  Omaha  and  Thomas  of  Columbus ; 
and  daughters  Mrs.  Robert  G.  Cunningham 
of  Omaha  and  Mrs.  F.  McGrane  of  Potomac, 
Md. 


UR.  HAROLD  H.  WALKER 

Harold  H.  Walker  was  born  August  14, 
1892  in  Mason  City.  He  was  graduated  from 
Broken  Bow  High  School  in  1911,  and  from 
the  University  of  Nebraska  College  of  Medi- 
cine in  1920. 

Ur.  M’alker  practiced  for  two  years  in 
California  before  moving  to  North  Platte  in 
1922.  He  practiced  in  North  Platte  for  41 
years,  retiring  in  1963. 

Dr.  Walker  served  in  the  U.S.  Medical 
Corps  during  World  War  I.  He  was  a Past 
Master  of  Platte  Valley  Lodge  32  A.F.  and 
A.M.,  had  served  as  presiding  officer  of  all 
Masonic  bodies,  and  was  a past  Worthy  Pa- 
tron of  the  Signet  Chapter  55  Order  of  East- 
ei'n  Star. 

He  had  been  active  in  Boy  Scout  work  and 
had  received  the  Silver  Beaver  award  in 
scouting.  He  served  as  a member  of  the 
Salvation  Army  advisory  board  for  more 
than  35  years,  was  a charter  member  of  the 
Inter-Church  Reserve,  and  was  a Past  Presi- 
dent of  the  North  Platte  Chamber  of  Com- 
merce. 

Dr.  Walker  died  February  22,  1973,  at  the 
age  of  80. 

He  is  survived  by  his  wife,  Thelma ; one 
son,  Robert  of  Rockford,  111. ; one  daughter, 
Mrs.  George  (Joyce  Marie)  Ziegler  of  Bar- 
stow,  Calif. ; one  brother,  the  Rev.  Paul  Walk- 
er of  Nashua,  N.H. ; two  sisters,  Mrs.  Mildred 
Searles  and  Mrs.  Marian  Baird ; 12  grand 
children,  and  two  great-grandsons. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


105th  ANNUAL  SESSION 


NEBRASKA  MEDICAL 
ASSOCIATION 

Holiday  Inn  of  Kearney 
APRIL  29  — MAY  2,  1973 
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THINGS  YOU  SHOULD  KNOW 
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This  program  is  acceptable  for  10  elec- 
tive hours  by  the  American  Academy  of 
Family  Physicians. 
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REGISTRATION  — Lobby,  Holiday  Inn  of  Kear- 
ney, 8:00  a.m.,  Tuesday  and  Wednesday,  May 
1 and  2,  1973. 

GENERAL  SESSIONS  — Rooms  lA  and  IB, 
Holiday  Inn. 


OF  SPECIAL  INTEREST 

PRAYER  BREAKFAST  — Monday,  April  30th,  7:30 
a.m..  Room  4,  Holiday  Inn.  The  Medicine  and 
Religion  Committee  will  sponsor  the  Prayer 
Breakfast. 

NEBRASKA  HIGH  SCHOOL  TEAM  PHYSICIANS’ 
LUNCHEON  — Tuesday,  May  1st,  12:00  noon. 
Rooms  lA  and  IB,  Holiday  Inn.  Presentation 
of  Sportsman’s  Day  Awards.  Speakers  ■ — Doug 
Dumler  and  Bill  Janssen. 

PRESIDENT’S  RECEPTION  — Honoring  the  Presi- 
dent of  the  Nebraska  Medical  Association  and 
the  President  of  the  Woman’s  Auxiliary.  Tues- 
day, May  1st,  6:00  p.m..  Room  4,  Holiday  Inn. 

FUN  NIGHT  — An  evening  of  exceptional  entertain- 
ment and  superb  cuisine  for  your  enjoyment. 
Dinner  at  7:00  p.m.  followed  by  entertainment 
by  the  Mario  Singers  of  Denver,  Colorado. 
Tickets  $13.50  per  person.  The  President’s  Re- 
ception will  immediately  precede  the  dinner. 
Tuesday,  May  1st,  Rooms  A1  and  IB,  Holiday 
Inn.  Fun  Night  is  sponsored  by  the  Buffalo 
County  Medical  Society,  John  H.  Bancroft, 
M.D.,  Chairman. 

PAST  PRESIDENT’S  BREAKFAST  — Wednesday, 
May  2nd,  7:00  a.m..  Room  4,  Holiday  Inn. 


ANNUAL  DISTINGUISHED  LUNCHEON  — Pres- 
idential Address.  Installation  of  New  Officers. 
Presentation  of  Fifty-Year  Seiwice  Pins.  Politi- 
cal Satirist,  Mr.  Mark  Russell  from  Washing- 
ton’s Shoieham  Hotel.  Wednesday,  May  2nd, 
12:30  p.m..  Rooms  lA  and  IB,  Holiday  Inn. 


SPORTSMAN’S  DAY  ACTIVITIES 


GOLF  TOURNAMENT  — Kearney  Countiy  Club, 
West  Highway  30,  Kearney,  Monday,  April  30th. 
Participation  by  preregistration  only.  Tee  times 
to  be  assigned.  Buffet  lunch  available  after 
11:00  a.m.  John  H.  Bancroft,  M.D.,  Chairman. 


CANOE  TRIP  — Odessa  to  Kearney  (Meet  at  Kear- 
ney Country  Club,  West  Highway  30),  Monday, 
April  30th,  12:00  noon.  Participation  by  pre- 
registration only.  Joel  T.  Johnson,  M.D.,  Chair- 
man. 


TENNIS  — Harmon  Park,  33rd  and  5th  Avenue, 
Kearney,  Monday,  April  30th,  1:00  p.m.  Partici- 
pation by  preregistration  only.  John  H.  Ban- 
croft, M.D.,  Chairman. 


BOWLING  — Hilltop  Lanes,  36th  and  2nd  Avenue, 
Kearney,  Monday,  April  30th,  1:00  p.m.  Par- 
ticipation by  preregistration  only.  John  H. 
Bancroft,  M.D.,  Chairman. 


SPORTSMAN’S  DINNER  — Kearney  Country  Club, 
West  Highway  30,  Kearney,  Monday,  April  30th. 
Social  Hour  at  5:30  p.m.  and  Sportsman’s  An- 
nual Dinner  from  6:30  p.m.  to  9:00  p.m.  John 
H.  Bancroft,  M.D.,  Chairman. 


ANCILLARY  MEETINGS 


AMERICAN  COLLEGE  OF  SURGEONS,  NEBRAS- 
KA CHAPTER,  ANNUAL  BUSINESS  MEET- 
ING — Sunday,  April  29th,  6:00  p.m..  Room  5, 
Holiday  Inn. 


UNIVERSITY  OF  NEBRASKA  PRECEPTOR 
BREAKFAST  — Tuesday,  May  1st,  7:30  a.m.. 
Room  5,  Holiday  Inn. 


UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  MEETING  AND  SOCIAL 
HOUR  — Tuesday,  May  1st,  5:00  - 6:00  p.m., 
Room  4,  Holiday  Inn. 
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Officers 


FRANK  P.  STONE,  M.D. 
President  1972-1973 


President 


Frank  P.  Stone,  M.D.,  Lincoln 1972-1973 

John  D.  Coe,  M.D.,  Omaha 1973-1974 


Secretary-Treasurer 


Russell  L.  Gorthey,  M.D. 


Lincoln 


Frank  Cole,  M.D. 


Editor 


Lincoln 


Executive  Secretary 
Kenneth  E.  Neff 


Lincoln 


Board  of  Councilors 


District  Term  Expires 

1.  Thomas  J.  Gurnett,  M.D.,  Omaha 1975 

2.  Louis  J.  Gogela,  M.D.,  Lincoln 1975 

3.  H.  C.  Stewart,  M.D.,  Pawnee  City 1975 

4.  Robert  B.  Benthack,  M.D.,  Wayne 1975 

5.  Robert  M.  Sorensen,  M.D.,  Fremont 1973 

6.  Houtz  G.  Steenburg,  M.D.,  Aurora 1973 

7.  Lyle  H.  Nelson,  M.D.,  Crete 1973 

8.  Robert  W.  Waters,  M.D.,  O’Neill 1973 

9.  Hiram  R.  Walker,  M.D.,  Keamey 1974 

10.  Fred  J.  Rutt,  M.D.,  Hastings 1974 

11.  Bnice  F.  Claussen,  M.D.,  North  Platte 1974 

12.  A.  J.  Aldemian,  M.D.,  Chadron 1974 


JOHN  D.  COE,  M.D. 


Chairman,  Board  of  Councilors 
Houtz  G.  Steenburg,  M.D.,  Aurora 1973 

Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 1974 

Vice  Speaker,  House  of  Delegates 
Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings 1974 

Delegates  to  A.M.A. 

Earl  F.  Leininger,  M.D.,  McCook 1973 

John  R.  Schenken,  M.D.,  Omaha 1974 


Alternate  Delegates  to  A.M.A. 


Roger  D.  Mason,  M.D.,  McCook 1973 

R.  F.  Sievers,  M.D.,  Blair 1974 


Board  of  Directors 


President  1973-1974  R.  Russell  Best,  M.D.,  Omaha,  Chairman 1973 

George  B.  Salter,  M.D.,  Norfolk 1974 

Carl  L.  Frank,  M.D.,  Scottsbluff 1975 

Charles  F.  Ashby,  M.D.,  Geneva 1976 


Russell  L.  Gorthey,  M.D.,  Lincoln 
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House  of  Delegates 

1st  Session:  Sunday,  April  29,  1973,  3:00  p.m., 
Rooms  lA  and  IB 

2nd  Session:  Monday,  April  30,  1973,  8:30  a.m., 
Rooms  lA  and  IB 

3rd  Session:  Wednesday,  May  2,  1973,  7:30  a.m.. 
Rooms  lA  and  IB 


Acknowledgements 

The  Nebraska  Medical  Association  takes  this  op- 
portunity to  recognize  and  express  its  appreciation 
for  the  grants  received  from  the  following  organiza- 
tions: 

Pharmaceuticals  Division 
Ciba-Geigy  Corporation 

Eli  Lilly  & Company 

Merck  Sharp  & Dohme 

Nebraska  Medical  Foundation,  Inc. 

A.  H.  Robins  Company 


Board  of  Councilors 


1st 

Session:  Sunday, 
Room  4 

April 

29, 

1973,  1 :30  p.m.^ 

2nd 

Session:  Monday, 
Room  4 

April 

30, 

1973,  11:00  a.m. 

Board  of  Directors 

Tuesday,  May  1,  1973,  7:30  a.m..  Room  4 


Nominating  Committee 

1st  Session:  Monday,  April  30,  1973,  10:30  a.m., 

Room  200 

2nd  Session:  Tuesday,  May  1,  1973,  11:15  a.m.. 

Room  200 

3rd  Session:  Tuesday,  May  1,  1973.  4:15  p.m., 

Room  200 


Scientific  Sessions  Committee 


Joel  T.  Johnson,  M.D.,  Chairman Kearney 

Richard  A.  Cottingham,  M.D., 

Vice  Chairman  McCook 

Russell  L.  Gorthey,  M.D.  Lincoln 

George  W.  Loomis,  M.D. Omaha 

Y.  Scott  Moore,  M.D. Lincoln 

Herbert  E.  Reese,  M.D. Lincoln 
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Technical  Exhibitors 


American  Cancer  Society,  Nebiaska  Division,  Inc., 
Omaha,  Nebraska 

Birth  Defects  Prevention  Program,  Nebraska  De- 
partment of  Health,  Lincoln,  Nebraska 

Blue  Shield  of  Nebraska,  Omaha,  Nebraska 

Boetel  & Company,  Lincoln,  Nebraska 

Bristol  Laboratories,  Syracuse,  New  York 

Buckley  Office  Machines,  Lincoln,  Nebraska 

Coca-Cola  USA,  Chicago,  Illinois 

Cooper  Laboratories,  Inc.,  Bedford  Hills,  New  York 

Dairy  Council  of  Central  States,  Inc.,  Omaha,  Ne- 
braska 

Donley  Medical  Supply  Company,  Lincoln,  Nebraska 

Dorsey  Laboratories,  Lincoln,  Nebraska 

Financial  Consultants  Inc.,  Omaha,  Nebraska 

First  Home  Investment,  Kalston,  Nebraska 

Interiors  Diversified  Inc.,  Lincoln,  Nebraska 

Mutual  of  Omaha,  Omaha,  Nebi-aska 

National  Foundation  — March  of  Dimes,  Lincoln, 
Nebraska 

Nebraska  Heart  Association,  Omaha,  Nebraska 

Nebraska  Society  for  the  Prevention  of  Blindness, 
Inc.,  Lincoln,  Nebraska 

Pitney  Bowes,  Inc.,  Omaha,  Lincoln,  Grand  Island 

Professional  Credit  Control,  Inc.,  Lincoln,  Nebraska 

St.  Paul  Fire  and  Marine  Insurance  Company,  St. 
Paul,  Minnesota 

Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 

Schering  Laboratories,  Kenilworth,  New  Jersey 

E.  R.  Squibb  & Sons,  Princeton,  New  Jersey 

Stat  Medical,  Inc.,  Grand  Island,  Nebraska 

Stuart  Phannaceuticals,  Pasadena,  California 

Systems  and  Seiwices,  Inc.,  Hastings,  Nebraska 

Harold  J.  Westin  and  Associates,  Inc.,  St.  Paul, 
Minnesota 


Sc  ie  n+ific  Exhibits 

NEBRASKA  PAIN  REHABILITATION  INSTI- 
TUTE 

F.  Miles  Skultety,  M.D.;  Bradley  M.  Berman, 
M.D. 

Sponsor:  University  of  Nebraska  Medical  Center 
at  Omaha 


DIAGNOSIS  IN  MANAGEMENT  OF  CORONARY 
ARTERY  DISEASE 

Robert  D.  Sellers,  M.D.;  Randolph  M.  Ferlic, 
M.D.;  Robert  S.  Eliot,  M.D.;  William  J.  Wil- 
son, M.D. 

Sponsor:  University  of  Nebraska  Medical  Cen- 
ter at  Omaha 


MASS  IN  THE  NECK,  A GUIDE  TO  DIAGNOSIS 
AND  THERAPY 

Irving  B.  Margolis,  M.D.,  F.A.C.S.;  Robert  Mei- 
sterling,  M.D.;  and  Claude  H.  Organ,  M.D., 
F.A.C.S. 

Sponsor:  Department  of  Surgery,  Creighton 

University  School  of  Medicine 


CURRICULAR  CHANGES  AT  CREIGHTON  — 
CHANGE  BY  EVOLUTION  RATHER  THAN 
REVOLUTION 

C.  A.  Assimacopoulos,  M.D.,  Associate  Profes- 
sor of  Surgery;  Claude  H.  Organ,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Surgery; 
and  Joseph  M.  Holthaus,  M.D.,  Dean 

Sponsor:  Creighton  University  School  of  Medi- 
cine 
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TUESDAY  MORNING,  MAY  1,  1973 


Nebraska  Medical 


Association 


105th  Annual  Session 


TUESDAY,  MAY  1,  1973 


Captain  John  M.  Waters 

Jacksonville,  Florida 

Captain  Waters  received  his 
education  at  North  Carolina 
State  University,  the  U.S.  Coast 
Guard  Academy,  and  did  gradu- 
ate work  at  the  University  of 
Miami  School  of  Medicine.  After 
graduation  from  the  Academy 
he  commanded  two  ships  and 
two  air  stations  as  well  as  a 
destroyer  division.  He  served 
during  1964-67  as  Chief  of  the 
Coast  Guard’s  Search  and  Res- 
cue Division  and  Chief  of  the 
Aviation  Division.  For  one  year. 
Captain  Waters  was  loaned  on 
special  detail  to  the  Federal 
Highway  Administration  to  es- 
tablish a program  of  rescue 
services  for  the  nation’s  high- 
way accident  victims.  Captain 
Waters  retired  from  the  Coast 
Guard  in  October,  1968,  to  as- 
sume the  position  of  Director 
of  Public  Safety  in  Jackson- 
ville. Florida.  In  this  position, 
he  has  played  a leading  role  in 
establishing  the  Jacksonville 
Fire  Division  as  a national 
leader  in  emergency  medical 
and  rescue  services. 


8:00  Registration,  Lobby 

8:00  Exhibits  Open,  Rooms  2 and  3 

Coffee  available  in  Exhibit  Area 

9:15  OPENING  CEREMONIES  — Rooms  lA 
and  1 B 

Welcome 

— Frank  P.  Stone,  M.D.,  President 
Invocation 

— W.  Ray  Hill,  M.D.,  Chainnan,  NMA  Medi- 
cine and  Religion  Committee 

Necrology 

— George  B.  Salter,  M.D.,  Member,  NMA 
Board  of  Directors 


Joseph  D.  Farrington, 
M.D. 

Minocqua,  Wisconsin 

Doctor  Farrington  graduated 
from  Rush  Medical  College  in 
1934.  He  served  on  the  Teach- 
ing Staff  in  the  Orthopaedic 
Department  of  the  University 
of  Illinois  College  of  Medicine 
until  1957.  Doctor  Farrington 
also  served  on  the  Senior  At- 
tending Staff  of  Lakeland  Me- 
morial Hospital  in  Woodi*uff, 
Wisconsin.  He  retired  from  ac- 
tive practice  in  July  of  1972. 
He  has  served  on  many  com- 
missions and  committees  work- 
ing with  the  subject  of  emer- 
gency medical  services. 


9:30  SYMPOSIUM  ON  EMERGENCY  CARE  — 
to  Rooms  lA  and  IB 
11:15 

Moderatoi' — 

'Kenneth  F.  Kimball,  M.D.,  Kearney 
General  Surgeiy 

“Jacksonville  — What  Can  Be  Done” 

— Captain  John  M.  Waters,  Jacksonville, 
Florida 

Director  of  Public  Safety 

“The  Wisconsin  Way” 

— ^Joseph  D.  Farrington,  M.D., 

Minocqua,  Wisconsin 

“Where  Are  We?  Where  Are  We  Going? 
Who  Will  Be  Driving?” 

— C.  G.  Gross,  M.D.,  Cambridge 
General  Surgery 

Questions  and  Discussion 

11:15  Visit  the  Exhibits 


I April,  1973 
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TUESDAY  NOON,  MAY  1,  1973 

12:00  NOON  LUNCHEON  — Rooms  lA  and  IB 

Sponsored  by  the  NMA  Sub-Committee  on 
Athletic  Injuries;  John  E.  Murphy,  M.D., 
Chairman 

— Frank  P.  Stone,  M.D.,  President,  Presiding 


“Cornhusker  Football  — Past,  Present,  and 
Future” 

— Doug  Dumler  and  Bill  Janssen 
Presentation  of  AMA-ERF  Checks 
Presentation  of  Sportsman’s  Day  Awards 


2:00  Visit  the  Exhibits 
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TUESDAY  AFTERNOON,  MAY  1,  1973 

2:30  SYMPOSIUM  ON  ACUTE  TRAUMATIC 
to  EMERGENCIES  — Rooms  lA  and  IB 
4:15 

“Immediate  Care” 

Moderator — 

John  L.  Reed,  M.D.,  Lincoln 
General  Surgery 


TUESDAY  EVENING,  MAY  1,  1973 


6:00  President’s  Reception  for  Members  and 
Wives  — Room  4,  Holiday  Inn 


7:00  Fun  Night  — Rooms  lA  and  IB,  Holiday 
Inn 


“Head  Trauma” 

— F.  Miles  Skultety,  M.D.,  Omaha 
Neurological  Surgery 


“Chest  Trauma” 

— Alan  R.  Hopeman,  M.D., 

Columbia,  Missouri 

Professor  of  Surgery,  University  of 
Missouri  Medical  Center 


“Abdominal  Trauma” 

— W.  Clayton  Davis,  M.D.,  Omaha 
Surgery 


Questions  and  Discussion 


Alan  R.  Hopeman,  iM.D. 

Columbia,  Missouri 

Doctor  Hopeman  graduated 
from  the  Univei*sity  of  Min- 
nesota Medical  School  in  1950. 
He  currently  serves  as  Pro- 
fessor of  Surgery  at  the  Uni- 
versity of  Missouri  Medical 
Center.  Doctor  Hopeman  was 
a career  Medical  Officer  in  the 
United  States  Army.  He  served 
as  Chief  of  the  Thoracic  and 
Cardiovascular  Surgei*y  Service 
at  Fitzsimmons  Hospital  and 
in  a similar  capacity  at  Walter 
Reed  General  Hospital  in  Wash- 
ington. At  that  time,  he  w^as 
also  designated  as  the  Thoracic 
Surgery  Consultant  to  the  Sur- 
geon Geneml,  United  States 
Army. 


The  Mario  Singers  from  Denver,  Colorado 


This  highly  talented,  professional  group  has 
won  the  hearts  of  audiences  from  all  parts  of 
the  United  States  with  their  exciting  and 
stimulating  performances  of  the  finest  music 
the  woi'ld  has  known.  Their  repertoire  includes 
operatic  favorites,  selections  from  musicals, 
and  a group  of  popular  ballads. 


4:15  Visit  the  Exhibits 


April,  1973 
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WEDNESDAY  MORNING,  MAY  2,  1973 


8:00  Registration,  Lobby 


Thomas  M.  Roulston,  M.B. 

Winnipeg:,  Canada 

Doctor  Roulston  ^*aduated 
from  Queens  Univei'sity  in  Bel- 
fast in  1943.  After  sei’vice  in 
the  Royal  Air  Force,  he  com- 
pleted his  grraduate  training  in 
Belfast  and  London.  Following 
a period  on  the  professional 
unit  in  Belfast  and  in  related 
teaching  hospitals,  he  came  to 
Canada  in  1954.  For  ten  years, 
he  was  in  practice  with  the 
Winnipeg  Clinic  and  a Lectur- 
er at  the  Univei*sity  of  Mani- 
toba Faculty  of  Medicine.  In 
1964,  he  became  the  first  full- 
time Head  of  Obstetrics  and 
Gynaecology  in  the  University 
of  Manitoba  Faculty  of  Medi- 
cine. Doctor  Roulston  has  had 
special  interests  in  population 
problems,  health  care  in  rela- 
tion to  Northern  Medicine,  and 
in  Frontier  Nui'sing  Programs. 
In  his  specialty,  his  research 
interests  have  been  in  Rh  iso- 
immunization, ultrasonics,  can- 
cer detection,  and  liver  dis- 
ease in  pregnancy. 


8:30  Visit  the  Exhibits 

Coffee  available  in  Exhibit  Area 


9:30  SYMPOSIUM  ON  OBSTETRICAL  PROB- 
to  LEMS  — Rooms  lA  and  IB 
11:15  “The  High  Risk  Pregnancy” 

Moderator — 

Joseph  C.  Scott,  Jr.,  M.D.,  Omaha 
Obsteti'ics  and  Gynecology 


“The  Identification  and  Management  of  the 
High  Risk  Obstetrical  Patient” 

— Thomas  M.  Roulston,  M.B., 

Winnipeg,  Canada 

Professor  and  Head,  Department  of 

Obstetrics  and  Gynaecology, 

University  of  Manitoba 


John  R.  Jones,  M.D. 

Richmond,  Virginia 

Doctor  Jones  graduated  from 
the  Univei^ity  of  Michigan 
Medical  School  in  1951.  He  cur- 
rently serves  as  Executive  As- 
sociate Dean  and  Professor  of 
Anesthesiology  at  the  Virginia 
Commonwealth  University.  Med- 
ical College  of  Virginia.  He 
had  previously  served  as  Profes- 
sor of  SurgeiT  in  Anesthesia  at 
the  Univex'sity  of  Nebraska 
College  of  Medicine  and  as 
Shackelford  Professor  and  Chair- 
man of  the  Department  of  Anes- 
thesiology at  the  University  of 
Nebraska  College  of  Medicine. 
He  is  currently  Chairman-Elect 
of  the  Board  of  Governors  of 
the  American  College  of  Anes- 
thesiologists. 


“Anesthesia  for  High  Risk  Pregnancy” 

— John  R.  Jones,  M.D.,  Richmond,  Virginia 
Executive  Associate  Dean 
Professor  of  Anesthesiology 
Virginia  Commonwealth  Univeisity 
Medical  College  of  Virginia 


“High  Risk  Pregnancy  in  the  Community 
Hospital” 

— Howard  F.  Yost,  M.D.,  Fremont 
Obstetrics  and  Gynecology 


“Immediate  Management  of  the  High  Risk 
Newborn” 

— Charles  G.  Erickson,  M.D.,  Lincoln 
Pediatrics 


Questions  and  Discussion 


11:15  Visit  the  Exhibits 
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WEDNESDAY  NOON,  MAY  2,  1973  WEDNESDAY  NOON,  MAY  2,  1973 


MR.  MARK  RUSSELL,  Political  Satirist 
The  Shoreham  Hotel,  Washington,  D.C. 


Maik  Russell  is  one  of  the  world’s  very  few 
Political  Satirists.  He  has  been  the  resident 
comedian  at  The  Shoreham  Hotel  in  Washing- 
ton, D.C.  since  1901.  Newsmakers  of  all  political 
sti'ipes  are  often  found  in  his  audiences  and 
he  spares  none  of  them  — as  he  puts  it  — “The 
idea  is  to  poke  the  needle  without  drawing 
blood!” 

He  has  appeared  on  the  Johnny  Carson  Show, 
Merv  Griffith  Show,  The  Today  Show  and  the 
David  Frost  Show.  He  has  had  two  television 
shows  of  his  own  in  Washington. 

Having  written  many  radio  and  television 
commercials  as  well  as  newspaper  columns, 
Mark  Russell  is  on  constant  demand  as  an  after 
dinner  speakei’.  His  two  record  albums  “The 
Face  On  The  Senate  Floor”  and  “Up  The  Po- 
tomac Without  A Canoe”  are  a fitting  example 
of  his  credo  that  “Politics  is  a laughing  matter.” 


12:30  ANNUAL  DISTINGUISHED  LUNCHEON 
— Rooms  lA  and  IB 


For  Members  and  Wives 


— David  L.  Bacon,  M.D.,  President, 
Buffalo  County  Medical  Society, 
Presiding 

Presidential  Address 
— Frank  P.  Stone,  M.D. 

Installation  of  John  D.  Coe,  M.D. 


Presentation  of  Fifty-Year  Service  Pins 

Willard  M.  Gentry,  M.D. 

Gering 

0.  A.  Kostal,  M.D. 

Hastings 

Earl  F.  Leininger,  M.D. 

McCook 

Aaron  M.  McMillan,  M.D. 

Omaha 

Albert  J.  Schwedhelm,  M.D. 

Norfolk 

Walter  R.  Taylor,  M.D. 

Dodge 

Malcolm  B.  Wilcox,  M.D. 

Kearney 

“Politics  Is  A Laughing  Matter” 

— Mr.  Mark  Russell 
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WEDNESDAY  AFTERNOON,  MAY  2,  1973 


Clinton  S.  McGill,  M.D. 

Portland,  Oregon 

Doctor  McGill  graduated  from 
the  Univei’sity  of  Oregon  Medi- 
cal School  in  1945.  He  has  been 
in  the  private  practice  of  in- 
temal  medicine  in  Portland  for 
twenty-four  years.  Doctor  Mc- 
Gill has  been  an  AMA  Dele- 
gate. and  served  on  the  AMA’s 
Speakers  Bureau  for  five  years. 
He  has  served  as  Medical  Direc- 
tor of  the  State  Public  Welfare 
Commission  and  for  ten  yeai*s 
served  on  the  Portland  Boxing 
Commission.  He  is  cun*ently 
President-Elect  of  the  Oregon 
Medical  Association. 


Rex  Kenyon,  M.D. 

Oklahoma  City,  Oklahoma 

Doctor  Kenyon  graduated 
from  the  University  of  Okla- 
homa School  of  Medicine  in 
1951.  He  directs  the  Medical 
Ax*ts  Laboratory,  and  serves 
as  a pathologist  at  St.  An- 
thony Hospital  in  Oklahoma 
City.  He  is  Past  President  of 
the  Oklahoma  State  Medical 
Association  and  currently  serves 
as  an  Alternate  Delegate  to  the 
AMA  House  of  Delegates.  Doc- 
tor Kenyon  is  a member  of 
the  AMA  Committee  on  Legis- 
lation, the  AMA’s  Speaker's  Bu- 
reau, and  a member  of  the 
Board  of  Directors  of  AMPAC. 


Harry  Schwartz,  Ph.D. 

New  York,  New  York 

Doctor  Schwartz  is  an  econo- 
mist who  is  a member  of  the 
editorial  board  of  The  New 
York  Times.  He  holds  a 
bachelor’s,  mastei’’s  and  doc- 
tor’s degree  from  Columbia 
University.  He  is  a specialist 
in  Soviet  affairs  whose  recent 
books  include  “Introduction  to 
the  Soviet  Economy.”  Doctor 
Schwartz  also  serves  as  a uni- 
versity professor  at  State  Uni- 
vei-sity  College,  New  Paltz, 
New  York.  His  interest  in 
medicine  and  health  care,  which 
led  to  writing  “The  Case  for 
American  Medicine,”  stems 
from  family  experiences  over 
the  past  20  yeai's. 


WEDNESDAY  AFTERNOON,  MAY  2,  1973 


1 :45  Visit  the  Exhibits 


2:30  SYMPOSIUM  ON  SOCIO-ECONOMICS  — 
to  Rooms  lA  and  IB 
5 :00 

“The  Future  of  IMedicine” 


Moderator — 

Rex  Kenyon,  M.D.,  Oklahoma  City,  Oklahoma 
Member,  AMA  Council  on  Legislation 


Participants — 


Clinton  S.  McGill,  M.D.,  Portland,  Oregon 
Vice-Chairman,  AMA  Committee  on  Private 
Practice 


Harry  Schwartz,  Ph.D. 

New  York,  New  York 
Member',  Editorial  Board,  The  New  York 
Times 


Hoyt  D.  Gardner,  M.D.,  Louisville,  Kentucky 
Member,  AMA  Council  on  Legislation 
Past  Chairman,  Board  of  Directors,  AMPAC 


Questions  and  Discussion 


Hoyt  D.  Gardner,  iM.D. 

Louisville,  Kentucky 

Doctor  Gardner  graduated 
from  the  University  of  Louis- 
ville School  of  Medicine  in 
1950.  He  has  been  a general 
surgeon  in  private  practice  since 
1958,  and  is  an  Associate  Clin- 
ical Professor  at  the  University 
of  Louisville  School  of  Medicine. 
He  is  a member  of  the  AMA 
Council  on  Legislation,  and  has 
served  as  Chairman  of  the 
Board  of  Directors  of  AMPAC. 
He  is  also  a member  of  the 
University  of  Louisville  School 
of  Medicine  Beard  of  Trustees. 
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Past  Presidents 

Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha 1868-69 

James  H.  Peabody,  M.D.,  Omaha 1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City 1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City 1872-73 

H.  P.  Mathewson,  M.D.,  Omaha 1873-74 

John  Black,  M.D.,  Plattsmouth 1874-75 

L.  H.  Robbins,  M.D.,  Lincoln 1875-76 

J.  P.  Peck,  M.D.,  Omaha 1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link,  M.D.,  Millard 1879-80 

S.  D.  Mercer,  M.D.,  Omaha 1880-81 

M.  W.  Stone,  M.D.,  South  Omaha 1881-82 

A.  H.  Sowers,  M.D.,  Lincoln 1882-83 

Victor  H.  Coffman,  M.D.,  Omaha 1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island 1884-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha 1886-87 

George  H.  Peebles,  M.D.,  Lincoln 1887-88 

Milton  Lane,  M.D.,  Kearney 1888-89 

J.  C.  Denise,  M.D.,  Omaha 1889-90 

D.  A.  Walden,  M.D.,  Beatrice 1890-91 

Charles  Inches,  M.D.,  Scribner 1891-92 

M.  L.  Hildreth,  M.D.,  Lyons 1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland 1893-94 

H.  B.  Lowry,  M.D.,  Lincoln 1894-95 

J.  E.  Summers,  M.D.,  Omaha 1895-96 

F.  D.  Haldeman,  M.D.,  Ord 1896-97 

Wilson  0.  Bridges,  M.D.,  Omaha 1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln 1898-99 

Robert  McConaughy,  M.D.,  York 1899-00 

H.  M.  McClanahan,  M.D.,  Omaha 1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth 1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City 1902-03 

B.  F.  Crummer,  M.D.,  Omaha 1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha 1905-06 

F.  A.  Long,  M.D.,  Madison 1906-07 

Harold  Gifford,  M.D.,  Omaha 1907-08 

L.  M.  Shaw,  M.D.,  Osceola 1908-09 

P.  H.  Salter,  M.D.,  Norfolk 1909-10 

J.  P.  Lord,  M.D.,  Omaha 1910-11 

A.  I).  Nesbit,  M.D.,  Tekamah 1911-12 

I.  N.  Pickett,  M.D.,  Odell 1912-13 

D.  C.  Bryant,  M.D.,  Omaha 1913-14 

J.  P.  Gilligan,  M.D.,  O’Neill 1914-15 

E.  W.  Rowe,  M.D.,  Lincoln 1915-16 

W.  F.  Milroy,  M.D.,  Omaha 1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow 1918- 

J.  M.  Bannister,  M.D.,  Omaha 1919 


Past  Presidents 

Nebraska  Medical  Association 


H.  W.  Orr,  M.D.,  Lincoln 1920  - 

M.  S.  Moore,  M.D.,  Gothenburg 1921 

B.  B.  Davis,  M.D.,  Omaha  1922 

B.  F.  Bailey,  M.D.,  Lincoln 1923  - 

Morris  Nielsen,  M.D.,  Blair 1924  - 

Palmer  Findley,  M.D.,  Omaha 1925  - 

H.  J.  Lehnhoff,  M.D.,  Lincoln 1926  - 

H.  E.  Potter,  M.D.,  Fairbury 1927  - 

B.  R.  McGrath,  M.D.,  Grand  Island 1928-29 

(to  5-14-29) 

F.  S.  Owen,  M.D.,  Omaha  1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 1930-31 

Lucien  Stark,  M.D.,  Norfolk 1931-32 

A.  E.  Cook,  M.D.,  Randolph 1932-33 

Adolph  Sachs,  M.D.,  Omaha  1933-34 

Joseph  Bixby,  M.D.,  Geneva  1934-35 

Claude  A.  Selby,  M.D.,  North  Platte 1935-36 

George  W.  Covey,  M.D.,  Lincoln 1936-37 

R.  W.  Fonts,  M.D.,  Omaha  1937-38 

Homer  Davis,  M.D.,  Genoa 1938-39 

A.  L.  Miller,  M.D.,  Kimball 1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln 1940-41 

W.  P.  Wheriy,  M.D.,  Omaha 1941-42 

Dexter  D.  King,  M.D.,  York 1942-43 

A.  L.  Cooper,  M.D.,  Scottsbluff 1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln 1944-45 

Charles  McMartin,  M.D.,  Omaha  1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island 1946-47 

G.  E.  Charlton,  M.D.,  Norfolk 1947-48 

J.  E.  M.  Thompson,  M.D.,  Lincoln 1948-49 

J.  D.  McCarthy,  M.D.,  Omaha 1949-50 

C.  H.  Sheets,  M.D.,  Cozad 1950-51 

D.  B.  Steenburg,  M.D.,  Aurora 1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln 1952-53 

James  F.  Kelly,  M.D.,  Omaha 1953-54 

Earl  F.  Leininger,  M.D.,  McCook 1954-55 

Wm.  E.  Wright,  M.D.,  Creighton 1955-56 

J.  M.  Woodward,  M.D.,  Lincoln 1956-57 

R.  Russell  Best,  M.D.,  Omaha 1957-58 

Fay  Smith,  M.D.,  Imperial 1958-59 

E.  E.  Koebbe,  M.D.,  Columbus 1959-60 

Fritz  Teal,  M.D.,  Lincoln 1960-61 

A.  J.  Offerman,  M.D.,  Omaha 1961-62 

O.  A.  Kostal,  M.D.,  Hastings 1962-63 

R.  F.  Sievers,  M.D.,  Blair 1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln 1964-65 

Willis  D.  Wright,  M.D.,  Omaha 1965-66 

Dan  A.  Nye,  M.D.,  Kearney 1966-67 

Robert  J.  Morgan,  M.D.,  Alliance 1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln 1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha 1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice 1970-71 

Roger  D.  Mason,  M.D.,  McCook 1971-72 
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48th  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  MEDICAL  ASSOCIATION 

A CORDIAL  INVITATION  IS  EXTENDED  TO 
EACH  PHYSICIAN’S  WIFE  IN  NEBRASKA.  WE 
URGE  YOU  TO  REGISTER  AND  ATTEND  THE 
ENTIRE  PROGRAM  AS  OUTLINED  ON  THE 
FOLLOWING  PAGES. 

Registration — 

Monday,  April  30th  — 8:30  to  3:00  p.ni., 
Lobby,  Holiday  Inn 

Tuesday,  May  1st  — 8:30  to  12:00  Noon, 
Lobby,  Holiday  Inn 

Wednesday,  May  2nd  - — • 8:30  to  10:00  a.m.. 
Lobby,  Holiday  Inn 


CONVENTION  COMMITTEES 

General  Chairman — 

Mrs.  Joel  T.  Johnson 

Registration  Chairman — 

Mrs.  Wallace  J.  Vnuk 

Publicity  Chairman — 

Mrs.  Robert  D.  Sidner 


Hospitality  Chairman — 
Mrs.  Wallace  J.  Vnuk 


MRS.  WENDELL  F. 
ROLLER 

Monmouth.  Illinois 


North  Central  Regional 
Vice  President 
Woman’s  Auxiliary 
to  the 

American  Medical 
Association 


Social  Chairmen — 

Mrs.  David  L.  Bacon 
Mrs.  H.  R.  Walker 

Transportation  Chairman — 

Mrs.  B.  M.  Stevenson 

Decorations  Chairman — 

Mrs.  Ron  D.  Scott 

Hostess  Auxiliary — 

Buffalo  County  Medical  Auxiliary 
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SUNDAY,  APRIL  29,  1973 

3:00  Golf 

Kearney  Counti’y  Club 
West  Highway  30 

6:00  No-Host  Dinner 

Kearney  Country  Club 
West  Highway  30 


MONDAY,  APRIL  30,  1973 

8:30- 

3:00  Registration,  Lobby,  Holiday  Inn 

8:30  Rolls  and  Coffee,  Room  5 

9:00  Pre-Convention  Executive  Board  Meeting, 
Room  5 

9:30  Board  Meeting,  Room  5 

1:30  Tour:  Youth  Development  Center  — State 
Institution  for  Delinquent  Boys 

(Meet  at  Holiday  Inn) 


4:00  Films  For  Those  Interested,  Room  5 

“It  Could  Happen  to  You” 

(Self  Defense) 

“Save  That  Life” 

( Resuscitation) 


7:00  M.D.  Wives  No-Host  Dinner 

Cattlemen’s  Mining  Company 
46th  and  2nd  Avenue 

(Meet  at  Holiday  Inn  if  transportation  is 
needed) 


TUESDAY,  MAY  1,  1973 

8:30- 

12:00  Registration,  Lobby,  Holiday  Inn 
Golf  and  Tennis 

Kearney  Country  Club  Course  will  be  open 
for  anyone  who  would  like  to  play 

City  Tennis  Courts  will  be  available  from 
9:00  a.  m.  to  11:00  a.m.  for  anyone  who 
would  like  to  play 

(More  information  at  Registration  Desk) 

12:00- 

1:00  Social  Hour 

Grandpa’s  Steak  House 

South  of  Holiday  Inn,  One  Half  Mile 

1 :00  Luncheon 

Grandpa’s  Steak  House 

South  of  Holiday  Inn,  One  Half  Mile 

Guest  Speaker:  Mrs.  Wendell  F.  Roller, 
North  Central  Regional  Vice  President, 
Woman’s  Auxiliary  to  the  American 
Medical  Association 

Entertainment:  Music  and  Drama  Depart- 
ment, Kearney  State  College,  will  pre- 
sent excerpts  from  musical:  Celebration 

Installation  of  New  Officers 

Presentation  of  Special  Awards 

6:00  President’s  Reception  for  Members  and  Wives 
Kearney  Holiday  Inn 

7:00  Fun  Night  — Keamey  Holiday  Inn 

The  Mai'io  Singers  from  Denver,  Colorado 

WEDNESDAY,  MAY  2,  1973 

8:30- 

10:00  Registration,  Lobby,  Holiday  Inn 

8:30  Rolls  and  Coffee,  Room  5 

9:00  Board  Meeting,  Room  5 

12:30  Luncheon  with  the  Nebraska  Medical  As- 
sociation — Rooms  lA  and  IB 

Presidential  Address 

Installation  of  NMA  Officers 

Presentation  of  Fifty-Year  Service  Pins 

“Politics  Is  A Laughing  Matter” 

— Mr.  Mark  Russell,  Political  Satirist, 
The  Shoreham  Hotel,  Washington,  D.C. 
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Technical  Exhibitors 

105th  ANNUAL  SESSION 

AMERICAN  CANCER  SOCIETY,  NEBRASKA 
DIVISION,  INC.,  Omaha,  Nebraska  — Display  of 
Professional  Education  materials  dealing  primarily 
with  the  Society’s  Uterine  Cancer  Control  Program. 
Professional  Education  cartridge  films  will  be 
shown  on  a Mai’k  IV  Cartridge  Projector. 

BIRTH  DEFECTS  PREVENTION  PROGRAM, 
NEBRASKA  DEPARTMENT  OF  HEALTH,  Lin- 
coln, Nebraska  — The  Nebi-aska  Department  of 
Health  will  present  an  informational  display  on  the 
new  Birth  Defects  Prevention  Progi-am.  The  De- 
partment of  Health  and  the  Human  Genetics  De- 
partment of  the  University  of  Nebraska  Medical 
Center  provide  genetic  research,  clinical  counseling, 
prenatal  detection,  public  and  professional  education, 
and  a birth  defects  registry.  Information  on  other 
Health  Department  resources  and  programs  will  also 
be  available. 

BLUE  SHIELD  OF  NEBRASKA,  Omaha,  Ne- 
braska — Representatives  will  be  available  to  answer 
questions  and  discuss  topics  concerning  Blue  Shield 
positions,  policies,  and  procedures. 

BRISTOL  LABORATORIES,  Syracuse,  New  York 
— You  are  cordially  invited  to  visit  our  exhibit  x'e- 
flecting  Bristol’s  leadership  and  enduring  commit- 
ment to  the  manufacturer  of  lifesaving  antibiotics. 
For  your  consideration,  the  following  Bristol  prod- 
ucts are  featured:  Versapen©  (Hetacillin),  Kantrex® 
(Kanamycin  sulfate),  Tetrex®  (Tetracycline  Phos- 
phate Complex),  Prostaphlin®  (Sodium  Oxacillin), 
Salutensin®  (Hydroflumethiazide  and  Resperine), 
Bristamycin®  (Ei'ythromycin  Stearate),  Naldecon® 
(Antihistamine  Decongestant).,  and  Polycillin®  (Am- 
picillin  Trihydrate).  Our  representatives  welcome 
the  opportunity  to  answer  your  inquiries. 

COOPER  LABORATORIES,  INC.,  Bedford  Hills, 
New  York  — Cooper  Laboratories  cordially  invites 
members  of  the  Association  to  visit  our  booth  where 
Quinaglute  (quinidine  gluconate),  Elixophyllin 
(theophylline),  Kay  Ciel  (potassium  chloride)  and 
Kondremul,  a geriatric  laxative.  Our  representa- 
tives will  be  on  hand  to  provide  information  and 
samples  when  requested. 

DAIRY  COUNCIL  OF  CENTRAL  STATES,  INC., 
Omaha,  Nebraska  — Enjoy  a cold  glass  of  milk  and 
talk  with  Mrs.  Janet  Vickstrom,  R.D.,  regarding 
printed  nutrition  information  for  your  use  in  con- 
sultations with  patients. 


DORSEY  LABORATORIES,  Lincoln,  Nebraska  — 
Dorsey  representatives  will  be  available  to  present 
information  on  Neo-Calglucon,  Bellergal  and  the 
Triaminic  family  of  cough  and  cold  products.  Medi- 
cal educational  material  will  be  available  on  otitis 
media  as  well  as  smoking  control.  We  would  welcome 
and  look  forward  to  your  visit. 


FINANCIAL  CONSULTANTS  INC.,  Omaha,  Ne- 
braska — Financial  Consultants,  Inc.  — offering  a 
continuous,  comprehensive  and  vital  service  ...  to 
the  Professional  and  to  the  Businessman.  A bal- 
anced financial  plan  by  coordinating  the  real  estate 
holdings,  insurance,  investments,  and  estate  plan 
of  the  clients.  Financial  Consultants  Inc.  is  avail- 
able to  coordinate  the  activities  of  your  advisors 
to  utilize  your  assets  to  achieve  one  result  for  you: 
A Balanced  Financial  Plan,  at  your  earliest  conveni- 
ence at  your  office  or  in  your  home. 


FIRST  HOME  INVESTMENT,  Ralston,  Nebraska 
— First  Home  Investment  is  a publicly  held  mort- 
gage banking  firm.  Its  By-Laws  are  limited  to  han- 
dling investments  which  are  insured  by  the  Gov- 
ernment or  an  agency  of  the  Federal  Government. 


MUTUAL  OF  OMAHA,  Omaha,  Nebraska  . — • Rep- 
resentatives will  be  on  hand  to  answer  questions 
regarding  Parts  A and  B of  the  Medicare  Pro- 
gram. Information  will  also  be  available  regard- 
ing the  1972  Amendments  to  the  Medicare  Regula- 
tions. 


NATIONAL  FOUNDATION  — MARCH  OF 
DIMES,  Lincoln,  Nebraska  — Children’s  Memorial 
Hospital,  Omaha,  Nebraska,  Birth  Defects  Center 
Exhibit. 


NEBRASKA  HEART  ASSOCIATION,  Omaha, 
Nebraska  — The  Nebraska  Heart  Association  will 
present  a teaching  exhibit  on  the  practical  aspects 
of  auscultation.  The  booth  will  feature  a Heart 
Sound  Simulator  which  produces  over  thirty  cardiac 
auscultation  abnormalities,  and  has  listening  units 
for  up  to  three  pei’sons.  A specialist  in  ausculta- 
tion will  he  px’esent  to  assist  those  wishing  to  avail 
themselves  of  the  Simulator.  The  exhibit  is  pre- 
sented in  cooperation  with  the  Cardiac  Center,  St. 
Joseph’s  Hospital,  Omaha. 
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Technical  Exhibitors 

105th  ANNUAL  SESSION 

NEBRASKA  SOCIETY  FOR  THE  PREVENTION 
OP  BLINDNESS,  INC.,  Lincoln,  Nebraska  — We 
have  a folding  sci’een  indicating  causes  of  blindness 
which  will  set  on  a table.  On  the  table  will  be 
pamphlets  on  pre-school  vision  screening,  causes 
of  blindness,  preventing  needless  blindness  and  eye 
health  and  safety.  A cassette  projector  will  be  run- 
ning showing  the  films  Glaucoma  and  Before  We 
Are  Six. 


PITNEY  BOWES,  INC.,  Omaha,  Nebraska  — 
Doctor’s  Billing  System  — Automatic  Copier  feeds 
in  ledger  cards  — Copies  come  out  and  drop  into  a 
folder-inserter.  Envelopes  are  then  sealed,  and 
metered. 


ST.  PAUL  FIRE  AND  MARINE  INSURANCE 
COMPANY,  St.  Paul,  Minnesota  — There  will  be 
representatives  from  our  Company  in  the  booth  to 
answer  any  questions  concerning  coverage,  rating, 
or  claims  pertaining  to  Doctors  Malpractice  Insur- 
ance as  endorsed  for  the  ST.  PAUL  FIRE  AND 
MARINE  INSURANCE  COMPANY  by  the  Ne- 
braska Medical  Association. 


SANDOZ  PHARMACEUTICALS,  Hanover,  New 
Jersey  — Sandoz  Pharmaceuticals  cordially  invites 
you  to  visit  our  display  at  booth  #6,  where  we  are 
featuring  MELLARIL,  HYDERGINE  and  FIO- 
GESIC.  Any  of  our  representatives  in  attendance 
will  gladly  answer  questions  about  these  and  other 
Sandoz  products. 


SCHERING  LABORATORIES,  Kenilworth,  New 
Jersey  — The  SCHERING  LABORATORIES’  ex- 
hibit is  featuring  GARAMYCIN®  Injectable,  ETRA- 
FON0,  and  DRIXORAL®.  Stop  by  our  booth  and 
say  hello! 


STAT  MEDICAL,  INC.,  Grand  Island,  Nebraska  — 
Our  exhibit  will  show  the  physicians  and  surgeons 
how  and  where  they  can  purchase  quality  merchan- 
dise at  competitive  prices  and  with  outstanding 
service  and  delivery.  Sui-gical  instruments,  gloves, 
needles  and  syringes,  and  other  related  items  will 
be  on  display  at  the  convention. 


STUART  PHARMACEUTICALS,  Pasadena,  Cali- 
fornia — “The  Stuart  Pharmaceuticals  booth  con- 
sists of  graphic  panels,  product  samples  and  litera- 
ture describing  some  or  all  of  the  following  prod- 
ucts: MYLANTA,  CHEWABLE  SORBITRATE, 

SORBITRATE  Sublingual  and  Oral,  KINESED, 
STUARTNATAL  1-|-1,  and  others.’’ 


HAROLD  J.  WESTIN  AND  ASSOCIATES,  INC., 
St.  Paul,  Minnesota  — An  owner  needs  assured  cost 
limits  before  he  is  too  committed  to  change  his  plans. 
He  cannot  gamble  on  one  budget  during  preliminary 
design  and  then  have  to  accept  a higher  figure  after 
the  bids  are  in.  HAROLD  J.  WESTIN  & ASSO- 
CIATES guarantee  this  preliminary  budget,  guaian- 
tees  the  quality  of  the  building,  and  provides  pro- 
fessional construction  management  — passing  the 
savings  on  to  the  owners. 


Ascending  Aorta-to-Right  Pulmonary  Ar- 
tery Shunts:  Experience  With  100  Pa- 
tients — D.  J.  Waters  ton  et  al  (Hosp  for 
Sick  Children,  London).  Surgery  72:897- 
904  (Dec)  1972. 

Of  100  patients  who  underwent  ascending 
aorta-to-pulmonary  artery  shunt,  96  were 
reviewed  for  this  study.  Forty-nine  percent 
were  less  than  1 year  of  age  and  the  hospital 
mortality  for  this  group  was  43%.  In  pa- 
tients over  the  age  of  1 year,  the  mortality 
was  reduced  to  12%.  Sixty-one  patients 
were  diagnosed  as  having  tetralogy  of  Fallot, 
27  had  severe  right  heart  valve  malforma- 
tions, and  8 had  transposition  of  the  great 
arteries  with  inadequate  pulmonary  blood 
flow. 

Six-Year  Follow-up  Study  in  Use  of  Gas 
Endarterectomy  — P.  N.  Sawyer  et  al 
(Downstate  Medical  Center,  Brooklyn,  NY 
11203).  Surgery  72:837-848  (Dec)  1972. 

Gas  endarterectomy  was  applied  in  periph- 
eral vessels  in  315  patients.  Of  the  carotid 
artery  reconstructions  in  128  patients,  98% 
have  remained  patent.  Over  138  femoropop- 
liteal  reconstructions  have  been  carried  out 
with  an  overall  85%  initial  patency  rate  and 
with  95%  patency  in  patients  recently  oper- 
ated upon. 
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Physicians'  Classified 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska 
68926. 

BRYAN  MEMORIAL  HOSPITAL  in  Lincoln 
is  seeking  a third  full-time  emergency  room 
physician.  Starting  date  on  or  before  June 
1,  1973.  Contact:  Mr.  E.  G.  Edwards,  Presi- 
dent, Bryan  Memorial  Hospital,  4848  Sumner, 
Lincoln,  Nebraska  68506.  Phone:  (402)  473- 
3111. 

9,000  POPULATION  COMMUNITY  in  the 
center  of  the  Great  Lakes  of  Nebraska,  with 
new  hospital  under  construction,  offers  solo 
or  group  practice  opportunities  to  General 
Practitioners.  Present  hospital  staff  includes 
eight  general  practitioners,  one  general  sur- 
geon, two  orthopedic  surgeons,  two  patholo- 
gists, one  radiologist,  one  urologist  and  one 
cardiologist.  Contact:  Medical  Recruitment 
Council,  Box  337,  McCook,  Nebraska  69001. 
308/345-3200. 


FOR  SALE  — Pediatric  Table  $35.00; 
Cambridge  E.K.G.  $100.00;  Cameras;  Medical 
Books;  Utility  Tables  $10.00  and  Supplies. 
Phone  (308)  235-2680. 

IMMEDIATE  OPENING  — For  physicians 
to  practice  full-time  Emergency  Department 
Medicine  in  Omaha-Lincoln  area  hospitals.  At- 
tractive hours,  fringe  benefits,  with  income 
negotiable.  For  further  information,  contact: 
Dr.  Robert  M.  Stryker,  411  South  96th  Street, 
Omaha,  Nebraska  68114. 

IMMEDIATE  OPENING  for  Ob-Gyn,  In- 
ternal Medicine,  and  Orthopedic  specialties  to 
establish  successful  practice  with  14-man  multi- 
specialty group.  Excellent  group  benefits; 
pension  plan;  modern  clinic  facilities;  progres- 
sive community  with  excellent  educational  sys- 
tem including  two  colleges;  city  population 
35,000;  good  recreational  facilities;  each  spe- 
cialty must  be  board  eligible  or  certified.  Con- 
tact: Business  Manager,  The  Manitowoc  Clinic, 
601  Reed  Avenue,  Manitowoc,  Wisconsin  54220. 
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Before  deciding  to  make  Valium 
diazepam)  pait  of  your  treatment 
dan,  check  on  whether  or  not  the 
)atient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
)een.  Along  with  the  medical  and 
ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
ir  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 

; should  !)e  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
/hen  you  decide  it  has  accom- 
ilished  its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
re  followed.  Valium  is  well 
)lerated  (see  Dosage).  For  con- 
enience  it  is  a\  ailable  in  2-mg,  5-mg 
nd  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
ave  been  the  most  commonly  re- 
orted  side  effects. 

Until  response  is  determined, 
jtatients  receiving  Valium  should 
e cautioned  against  engaging  in 
azardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J,  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  patholtigy,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  reejuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  freijuency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  fretpiency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elaerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paratioxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  fiottles  of  100  and  500.  All  strengths  also  availalne  in 
T'd-Ii-Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Medidnews  . . . 

Veterans  benefits 

By  a vote  of  86-2  the  Senate  passed  S.  59, 
the  Veterans  Health  Care  Expansion  Act  of 
1973,  The  bill  makes  VA  care  available  to 
wives  and  children  of  veterans  having  total 
and  peiinanent  service  - connected  disabili- 
ties, as  well  as  to  the  widows  and  children 
of  veterans  who  died  from  service-connected 
disabilities.  It  expands  benefits  to  include 
home  health  services,  inhospital  treatment, 
when  needed  for  any  illnesses  or  disabilities, 
whether  or  not  service-connected,  arising 
while  in  a VA  hospital.  The  bill  further  au- 
thorizes direct  admission  to  VA  nursing 
homes  and  to  VA  supported  community 
nursing  homes.  Similar  legislation  was 
vetoed  in  the  last  Congress.  By  a vote  of  87 
to  2 the  Senate  also  passed  S.  284,  the 
Veterans  Drug  and  Acohol  Treatment  and 
Rehabilitation  Act  of  1973.  The  bill  ex- 
pands hospital  and  medical  care  eligibility 
for  service-connected  disabilities  to  include 
alcoholism  and  drug  dependence  regardless 
of  the  nature  of  the  veteran’s  discharge. 


PHS  act  extension 

Senator  Kennedy  (D.,  Mass.)  has  intro- 
duced S.  1136,  the  Public  Health  Service 
Assistance  Extension  Act  of  1973.  The  bill 
authorizes  a one  year  extension  of  all  the 
expiring  programs  of  the  Public  Health 
Service  Act  as  well  as  the  Community  Men- 
tal Health  Centers  Act.  By  unanimous  con- 
sent of  the  Senate,  the  bill  will  be  placed 
on  the  Senate  calendar  for  a vote  without 
hearings  in  committee. 


Dyspnea  and  eyesight 

People  who  become  more  short  of  breath 
as  they  grow  older  also  lose  more  of  their 
peripheral  vision.  Veterans  Administration 
research  shows. 

Of  99  healthy  male  volunteers  for  a study 
of  normal  aging  at  the  VA  Outpatient  Clinic 
at  Boston,  Mass.,  those  who  had  more  loss 
of  pulmonary  function  than  others  of  their 
age  over  a five-year  period  also  had  greater 
shrinkage  of  their  visual  fields. 


A NEW  CAREER  - PSYCHIATRY 

Many  outstanding  Family  Practitioners  find  during 
a successful  career  their  needs  and  interests  change 
and  their  family's  needs  change  — so  consider 
a second  career  in  psychiatry.  Our  residency  train- 
ing program  is  a small,  truly  eclectic,  university  based 
program  in  Omaha  connected  with  University  of 
Nebraska  College  of  Medicine.  We  balance  a care- 
fully planned  core  curriculum  with  flexible  electives 
in  the  best  tradition  of  modern  psychiatric  education. 
Our  faculty  is  particularly  interested  in  Family  Prac- 
titioners. Those  who  have  entered  our  program  in 
the  past  have  made  excellent  residents  and  gone  on 
to  a successful  career  in  psychiatry.  In  many  cases. 
Doctor,  the  needs  of  psychiatry  can  best  be  met 
by  a return  to  the  same  region  where  you  practiced 
— in  a new  career.  A generous  salary  schedule 
is  available  that  will  provide  for  you  and  your 
family  during  three  years  of  training.  A few  posi- 
tions are  still  available  at  the  Nebraska  Psychiatric 
Institute  for  1973.  Contact  us  for  an  interview 
with  one  of  our  Family  Practitioners  who  are  now 
in  training.  Write  Merrill  T.  Eaton,  M.D.,  Director, 
Nebraska  Psychiatric  Institute,  or  call  (402)  541-4600 
for  further  information. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8i/t  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 
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What’s  (Ml  your 
patimt’s  face... 

may  be  more  imi>ortant  than 
his  chief  complaint 


Patient  ET*  seen  on 
3/ 29/ 67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cr>'osurgical  and 
clectrosurgical 
procedures. 


Patient  ET*  seen  on 
6/ 12/ 67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  e.xcept  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Lie.,  Nutley,  N.J 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 

Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing  Michigan  48823 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Dr.,  Suite  2700,  Chicago,  111.  60601 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P. 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Mr.  John  Alexander  McMahoir,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Medical  Association 

Finest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button.  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N,Y.  10036 

International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  IMultiple  Sclerosis  Society 

Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South 
New  Yoik,  New  York  ICOIO 

Radiological  Society  of  North  America 

Hillier  L.  Baker,  Jr.,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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WHAT’S  GOOD  FOR  ARTHRITIS 
IS  BETTER  THIS  WAY: 


UNIQUE 


1Q-GftAIN 


- IN  LAY-TABS 
ASWiiN' 


BOR  R]-rEUMATOl0iAl?ttrtRI%^ 


The  unique  ethicaMO-grain  but- ^ ' Doesn't  look  like*’any  other  Each  tabi«.contains  aspirin  (io  grains), 
fered  aspirin  Made  specifically  aspirin. 

for  rheumatoid  arthrifics  or  ortho-  , Costs  no  more  per  dose . thari  gei,  159  "" 


pedic  patients  when  pain  is  a many  5-grain  buffered  aspkin 


factor.  ■ tablets.  ^ 

You  may  design  the  optimai  pro-  See  if  arthritis'  ciassical  therapy  , , 
gram  for  each  patient's  needs.'  Isn't  sizably  better.now.  Ask  your 
Scored  Cama  Inlay-Tabs  let  you  Dorsey  representative  for  a gen- 
adjust  dosage  in  5-or-10-grain  in-  erous  CAMA  trial  supply  today  or  * « 

crements.  write  Director^of  Professional,  ?■. 

Gives  patients  the  help  they'll  Relations.  * ’ LABORATORIES^ 

know  is  individualized  for  them.  , ^ Lincoln,  Nebraska  68501 


Usual  dosage: 
1 tablet  q.i.d. 


crements.  write  Din 

Gives  patients  the  help  they'll  Relations, 
know  is  individualized  for  them. 


“All  those  in  favor  of  women  having  natural 
childbirth  in  this  hospital,  scream.” 


accent' 

service  company,  inc. 

"YEARS  OF 
DEPENDABLE 
SERVICE" 

- COLLECTIONS  - 
Retail  Professional 
Claims 

Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


( nuncilor  Districts  and  Counties 
First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties: 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties: 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  ; 
Gage.  Johnson.  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert n.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar.  Dixon,  Dakota. 
Antelope.  Pierce,  Thurston,  Madi- 
son. Stanton.  Cuming,  Wayne. 
Fifth  District:  Councilor:  Robert 

M.  Sorenson,  Fremont.  Counties: 
Burt.  Washington,  Dodge,  Platte. 
Colfax.  Boone,  Nance.  Merrick. 
Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties: 
Saunders.  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties:  Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  Robert 

W.  Waters,  O’Neill.  Counties: 
Cherry.  Keyapaha,  Brown.  Rock, 
Holt.  Sheridan.  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Wtalker,  Kearney.  Counties : 
Hall,  Custer.  Valley,  Greeley, 
Sherman.  Howard.  Dawsrn,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine.  Wheeler,  Loup.  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties:  Gos- 
per, Phelps,  Adams,  Furnas. 
Harlan.  Webster.  Kearney.  Red 
Willow,  Chase.  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Coimcilnr:  Bruce 
F.  Claussen.  North  Platle.  Coun- 
ties: Lincoln.  Perkins.  Keith.  Mc- 
Pherson, Garden,  Arthur.  Logan. 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman.  C hadron.  Counties: 
B’uff  Banner  Bnx  Butte. 
Morrill,  Kimball.  Cheyenne.  Sinux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  L.  Welch,  Hastings Leo  F.  Weiler.  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview D.  F.  Johnson.  Jr.,  Osmond 

Boone Roy  J.  Smith.  Albion Wm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo David  L.  Bacon,*  Kearney R.  D.  Scott,  Kearney 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel John  B.  Byrd,  Kimball C.  W.  Outright,  Sidney 

Cuming- E.  L.  Sucha,  West  Point L.  J.  Chadek.  West  Point 

Custer M.  L.  Chaloupka,  Callaway Loren  H.  Jacobsen,  Broken  Bow 

Dawson John  H.  Worthman,  Cozad Rodney  A.  Sitorius,  Cozad 

Dodge Thomas  G.  Erickson.  Fremont W.  B.  Eaton.  Fremont 

Five  County Heniy  J.  Billerbeck.  Randolph-_.Charles  G.  Muffley.  Pender 

Four  County Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage John  W.  Porter.  Beatrice Klemens  E.  Gustafson.  Beatrice 

Garden-Keith-Perkin  ^ 

Hail Robert  C.  Chase.  Grand  Island. _ Gordon  D.  Francis.  Gr.  Island 

Hamilton P.  J.  Madden,  Aurora P.  J.  Madden.  Aurora 

Holt  & Noithwest Willi-am  F.  Becker,  Lynch Donald  D.  Bailey.  O'Neill 

Howard R.  G.  Hanisch.  St.  Paul E.  C.  Hanisch.  St.  Paul 

Jefferson Gordon  O.  Johnson.  Fairbury Frank  Falloon,  Fairbury 

Knox R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster T>.  Dwight  Cherry,  Lincoln Dwight  L.  Snyder.  Lincoln 

Lincoln George  D.  Cooper.  North  Platte- Miles  E.  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

N.W.  Nebraska R.  H.  Penor.  Chadron A.  J.  Alderman,  Chadron 

Omaha  Medical S.  M.  TruhNen.  Omaha Donald  J.  Pavelka,  Omaha 

Otoe G.  E.  Burbridge.  Nebraska  City.C.  J.  Formanack,  Syracuse 

Phelps Walter  M.  Reiner.  Holdrege Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley Herbert  D.  Kuper,  Columbus A.  H.  Liebentritt.  Columbus 

Saline V.  Franklin  Colon.  Friend Maniuis  W.  Hineman.  Crete 

Saunders E.  J.  Hinrichs.  Wahoo John  E.  Hansen.  Jr..  Wahoo 

Scotts  Bluff Kenneth  J.  Johnson.  Scottsbluff. Clark  D.  Wieland.  Scottsbluff 

Seward Paul  E.  Plessman,  Seward__ Van  E.  Vahle,  Seward 

South  Central  Nebra*=ka L.  G.  Bunting.  Hebron Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska R.  E.  Jackson,  Pawnee  City--B.  G.  Farmer,  Falls  City 

S.W.  Nebraska G.  A,  Harris.  Cambridge John  L.  Hatty.  McCook 

Washington-Burt L.  E.  Sauer.  Tekamah Isaiah  Lukens,  Tekamah 

York-Polk James  D.  Bell.  York B.  N.  Greenberg.  York 
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Quote: 

The  AMA  doesn’t  represent  me. 
Unquote. 


Maybe  that's  the  way  you  feel.  Thinking  we  do 
little  to  protect  your  way  of  life.  Or  that  we  don't 
share  your  views. 

If  it  be  true  . . . 

Who  did  successfully  testify  against  a headlong 
rush  into  a large-scale  HMO  program? 

Who  did  propose  a program  of  vo/unfary  national 
health  insurance  and  succeeded  in  enlisting 
more  Congressional  co-sponsors  for  it  than  any 


other  national  health  insurance  bill? 

Who  did  propose  the  development  of  nation- 
wide community  emergency  medicaf  services? 
Who  did  promote  maternal  and  child  care 
programs?  Federal  aid  to  medical  schools? 
Stronger  occupational  health  and  safety  laws? 

The  AMA.  The  fact  is,  the  AMA  works  hard  — and 
effectively  — to  represent  your  interests. 

Obviously,  we  can't  represent  the  views  of  all 
physicians  all  of  the  time.  But  the  goals  we  do 
share  far  outweigh  any  differences  that  may 
separate  us. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 


Medicinews  . . . 

Dr.  and  Mrs. 

The  first  Long  Weekend,  a new  concept 
in  continuing  medical  education,  with  pro- 
grams designed  for  both  the  physician  and 
his  wife,  will  be  presented  May  18  and,  19. 
The  meeting  will  be  held  at  the  new  Crown 
Center  Hotel  in  Kansas  City,  Missouri,  and 
is  sponsored  by  the  University  of  Missouri- 
Kansas  City  School  of  Medicine  and  the 
Division  for  Continuing  Education ; Mis- 
souri Regional  Medical  Program ; Kansas 
City  Southwest  Clinical  Society;  and  the 
Academy  of  Health  Professions. 

The  medical  program  will  provide  the 
practitioner  with  solid  clinical  knowledge 
useful  in  the  practice  of  medicine.  The 
format  will  stress  involvement  and  partici- 
pation with  an  emphasis  on  case  presenta- 
tions and  workshops  as  well  as  in-depth 
discussions  and  practical  demonstrations. 
The  May  18  and  19  sessions  will  cover  the 
subjects  of  diabetes  mellitus  and  thyroid 
disease. 

The  wife’s  program  will  provide  oppor- 
tunties  for  small  group  discussions  with 
University  faculty  on  the  subjects  of  The 
Contemporary  Woman,  Poetry  and  Painting, 
and  the  new  University  of  Missouri-Kansas 
City  Medical  School. 

Registration  will  be  limited.  For  com- 
plete program  and  registration  information, 
contact:  The  Long  Weekend,  University  of 
Missouri-Kansas  City  School  of  Medicine, 
2220  Holmes  Street,  Kansas  City,  Missouri 
64108,  or  phone  816/471-3876. 


Hand  surgeons  elect 

At  the  January,  1973  meeting  of  the  Amer- 
ican Society  for  Surgery  of  the  Hand,  held 
in  Las  Vegas,  Nevada,  the  following  officers 
were  elected : 

President  — Martin  Entin 
President-Elect  — Lee  Milford 
Vice  President  — Adrian  Flatt 
Secretary  ■ — John  Boswick 
Historian  — Ralph  McFarlanee 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Sdailey 


MEDICAL 


SUPPLY  CDMPMY 

2425  "O"  St.,  Lincoln,  Nebraska  .68510 

AUTHORIZED  CONTRACT  AGENT 


oooooooooooooooooooooooooooooooooooo 

Ireprints 

G 

§ OF  YOUR 

I Technical  Articles 

o 

O Are  a direct  presentation  of  research 

o 

O and  a valuable  supplement 

8 to  any  doctor's  library. 


O 

O 

o 

G 

G 

G 

G 

G 

G 

G 


G 

G 

G 

G 

G 

G 

G 

G 

G 

G 

G 

G 

G 

G 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

EWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
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ORGANIZATIONS.  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  G8131 
Division  of  Rehabilitation  Services 

Garry  D.  Cartwright,  Assistant  Commissioner-Dir. 
Dept,  of  Education,  233  So.  10th  St.,  Lincoln  68508 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
IMuscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 

8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 

Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 

Nebraska  Academy  of  Otolaryngology 
Ray  0.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  lleavey.  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

Ameiican  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “0”  St.,  Lincoln  68510 
James  I.  Wax,  M.D.,  Sec’y-Treas. 

12135  Pacific  St.,  Omaha  68154 

Nebraska  Chapter 

American  College  of  Physicians 

John  Hartigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Chapter,  American  College  of  Radiology 
James  F.  Johnson,  M.D.,  Secretary-Treasurer 
1808  No.  100th  St.,  Omaha  68114 

Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 

Nebiaska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc.  — 

Omaha  Chapter 

Mrs.  Bessie  M.  White 

921  Dorcas,  Room  221,  Omaha  68108 

Nebraska  Dietetic  Association 

Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 

Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 

Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 

Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 


Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Street,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “0”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
Maryland  Plaza,  Suite  107,  1325  So.  72nd, 

Omaha  68124 

Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  for  Medical  Technology 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Heni-y  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “0”  St.,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 
Nebraska  State  Orthopedic  Society 
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THE  CHART 

I know  a doctor  who  checked  into  a hos- 
pital for  a checkup  and  a check  the  other 
day.  A nice  young  aide  came  in  and  covered 
his  wrist  with  her  hand.  What  are  you 
doing,  he  asked,  and  she  said  she  was 
counting  his  pulse,  and  it  was  102,  she 
announced  brightly.  He  said  no,  it  isn’t, 
and  she  said  yes  it  is.  So  he  accurately  placed 
the  tips  of  two  fingers  over  one  of  his 
radial  arteries  and  got  72,  and  told  her. 
She  tried  again  and  got  92;  he  got  72. 
She  came  up  with  84,  then  she  counted  over 
and  got  80,  and  he  settled  for  that. 

So  she  erased  the  102  and  the  92  and 
the  84,  and  wrote  80. 

But  suppose  the  102  had  indicated  to  the 
doctor’s  doctor  that  a drug  should  be  start- 
ed, or  that  it  should  be  stopped,  or  that 
surgery  was  necessary;  that  is,  if  people 
were  reading  the  chart. 

If  counting  the  pulse  is  important,  it 
should  be  done  right.  And  I begin  to  won- 
der about  temperatures,  intake  and  output 
recordings,  blood  pressures,  and  everything 
else  that  goes  on  a chart. 

Most  patients  are  not  doctors,  and  do 
not  go  through  all  this  head-shaking  and 
correcting. 

How  accurate  are  charts? 

F.C. 


A MEETING  WITH  THE  LUNG 
PEOPLE 

I think  the  National  Tuberculosis  and 
Respiratory  Disease  Association  is  about 
to  change  its  name  to  the  American  Lung 
Association.  That’s  better,  I agree;  it 
takes  too  long  to  say  everything  in  NTRDA, 
and  wasn’t  it  once  a Trudeau  Society? 
Tempus  fidgets. 

Anyway,  there  is  a heart  association,  and 
there  may  be  one  for  the  kidney,  so  there 
is  good  precedent.  But  is  there  a brain 
society,  or  a liver  or  a spleen  organization? 


There  is  a cancer  group,  so  we  may  have 
some  squabbling  over  cases.  Cancer  of  the 
heart  is  rare,  but  not  of  the  lung. 

I attended  a meeting  of  the  Nebraska 
Tuberculosis  and  Respiratory  Disease  Asso- 
ciation recently,  and  I was  impressed. 
There  were  excellent  reports  of  current  re- 
search supported  by  this  group,  and  the 
reports  were  given  by  the  scientists  them- 
selves. I learned  that  40  million  Americans 
have  some  form  of  chronic  lung  disease ; 
that’s  one  fifth  of  our  population. 

One  and  a half  million  people  in  this 
country  have  disease  of  the  lungs  severe 
enough  so  that  their  life  styles  are  altered. 
And  we  train  only  216  chest  specialists  each 
year  in  the  U.S. 

There  were  no  smokers  at  the  meeting, 
no  ash  trays,  and  nobody  coughed.  1 was 
afraid  to  cough. 

F.C. 


THE  OPHTHALMOLOGIST 

The  eye  doctor  used  to  take  care  of  ears 
and  tonsils,  too,  but  he  has  forgotten  how. 
In  fact,  he  does  not  always  treat  the  whole 
eye ; some  work  only  on  the  retina  and  leave 
the  front  part  of  the  oculus  for  other  eye 
men. 

The  eye  is  as  important  an  organ  as 
you  can  have ; it  comes  right  after  the  heart, 
lungs,  and  brain.  Einstein  and  his  accom- 
plices believed  that  light  is  one  of  the  deter- 
mining factors  in  the  universe,  I don’t  know 
why ; and  that  no  thing  can  travel  faster 
than  light.  I have  heard  the  eye  described 
as  a wonderful  camera  and  as  a poor  one. 
Anyway,  vision  is  important,  and  it  is  not 
enough  that  an  eye  is  free  from  disease ; 
it  must  see  well,  and  this  may  be  the  best 
of  our  senses. 

So  we  need  him  when  we  are  young,  for 
strabismus  and  tear  ducts ; later  for  eye- 
glasses and  for  such  things  as  visual  fields 
and  diplopia;  and  finally  he  is  the  one  who 
tells  us  when  we  are  no  longer  young.  This 
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he  does  with  bifocals,  near  points,  and 
intraocular  pressures.  Before  bifocals  there 
are  contact  lenses,  and  after  them,  trifocals 
and  heaven  knows  what  else. 

I write  as  something  of  an  expert.  I fi- 
nally learned  how  to  hold  an  ophthalmo- 
scope, how  to  evert  a lid,  how  to  presci'ibe 
lenses,  and  how  to  tell  glaucoma  from  tra- 
choma. But  then  I once  knew  someone  who 
selected  her  own  lenses  at  the  five  and  ten 
cent  store,  and  she  did  all  right. 

Whether  you  would  prefer  to  do  without 
vision  or  hearing  is  like  choosing  between 
arms  and  legs ; I should  take  one  of  each. 
But  I like  the  eye  doctor;  only  it’s  hard  to 
spell  his  title ; and  to  define  ophthalmologist, 
oculist,  optometrist,  and  optician. 


^^’hen  you  look  at  a fellow  human  being, 
all  you  see  is  skin  and  eyes.  All  this  spe- 
cialist sees  is  eyes;  all  day  long,  just  eyes, 
eyes,  eyes.  There’s  one  thing  about  the 
eye,  though,  it’s  right  out  there  where  you 
you  see  it  and  get  at  it;  beats  stomachs  and 
brains  and  one  or  two  other  things. 


And  the  eye  man  had  the  first  specialty 
board. 


F.C. 


HOW  TO  AVOID  THE  FLU 

When  you  get  a cold,  you  cough  and 
sneeze,  your  head  aches,  and  you  feel  gen- 
erally unwell.  When  you  have  the  flu,  you 
cough  and  sneeze  and  have  a headache,  and 
you  feel  sick. 

What  the  common  cold  is,  is  a deep  mys- 
tery. It  is  probably  more  than  just  one 
thing.  And  what  the  flu  is,  is  an  even 
deeper  mystery.  It  used  to  kill  you,  back 
in  1918.  Now  you  call  in  and  say  you’ll 
be  back  tomorrow,  you  just  have  the  flu. 
And  in  the  meantime,  there’s  Hong  Kong 
flu,  London  flu,  and  virus  X,  and  Asian  flu, 
and  Norwalk  flu. 

It  is  easy  enough  to  tell  if  you  have  a 
bad  cold  or  if  it  is  the  flu ; their  viruses  are 
different,  or  you  can  use  the  handy  out- 
line in  the  first  paragraph.  You  can  go  by 
the  symptoms,  or  better  still,  by  the  treat- 
ment; you  feed  a cold  and  starve  a fever. 


I think  we  should  know  why  the  flu  was 
deadly  a half  century  ago,  and  it  isn’t  now, 
and  why  we  diagnose  flu  when  it  is  not  vast- 
ly different  from  a bad  cold.  We  can’t 
take  an  electron  microscope  along  for  every 
case,  but  where  is  clinical  judgment?  It 
is  easier  to  tell  a patient  who  has  come  all 
the  way  to  your  office  or  to  the  emergency 
room  that  he  has  the  flu,  than  that  it  is 
only  a cold. 

If  you  have  a cold,  which  we  cannot  cure, 
you  have  only  to  stand  in  a cold  rain  and 
get  pneumonia,  which  we  do  know  how  to 
treat.  And  if  you  are  coughing  and  sneez- 
ing and  do  not  want  to  have  the  flu,  just 
call  it  a cold. 


F.C. 


PREMARITAL  TESTS 

Went  to  a wedding  and  the  minister  said 
I Mary  take  thee  John,  and  the  girl  re- 
peated these  five  words,  and  then  other 
five  and  six  word  groups.  I remember  mak- 
ing rounds  when  I was  a medical  student, 
and  the  chief  asked  the  patient  to  recite  the 
Lord’s  Prayer  or  the  Gettysburg  Address, 
and  I knew  why.  He  wanted  to  see  how 
often  the  patient  had  to  stop  for  breath. 

The  girl,  and  the  boy,  too,  were  being 
similarly  subjected  to  a test  of  heart  and 
lung  function,  which  is  probably  good.  But 
there  was  another  test,  a test  of  the  ability 
to  remember  five  or  more  consecutive  words. 

Bride  and  groom,  and  you  notice  the  bride 
comes  first  here,  but  I think  it  was  the  other 
way  around  in  the  church,  undergo  tests  of 
dyspnea  and  recall,  so  that  each  takes  a 
sort  of  mental  and  physical  examination 
before  being  married.  It  strikes  me,  that’s 
a good  thing.  Gives  you  a last  chance  to 
see  what  you’re  getting. 

F.C. 


I DON’T  WANT  TO  GET  WELL 

The  song  used  to  go  something  like  I 
don’t  want  to  get  well,  I’m  in  love  with  my 
nurse.  Now,  people  who  once  said  I can’t 
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afford  to  get  sick  may  say  I don’t  want 
to  get  well,  I can’t  afford  it. 

Inflation  has  contributed  to  the  increase 
in  hospital  costs. 

Labor  has  also  contributed  to  the  rising 
of  hospital  expense. 

And  a third  factor  should  be  analyzed 
openly  and  honestly.  Heart-lung  apparatus 
and  supervoltage  are  more  expensive  than 
the  nothingness  that  preceded  them. 

Medicine  is  more  successful  now,  but  its 
machinery  has  become  more  sophisticated 
and  costs  more.  The  value  of  a human  life 
is  unfortunately  not  infinite,  and  the  con- 
sumer feels  somehow  cheated  when  he  learns 
the  truth.  The  device  that  will  save  the  life 
has  been  invented,  but  it  is  expensive,  and 
that  is  nobody’s  fault. 

But  no  one  is  listening. 

F.C. 


A TURN  FOR  THE  WORSE 

It  was  a little  after  midnight,  and  a girl- 
ish voice  said  this  is  Livingston  Memorial 
Hospital.  Who  are  you,  we  asked,  and  she 
said,  I just  told  you,  this  is  Livingston  Me- 
morial Hospital.  Can  you  come  right  over, 
your  mother’s  taken  a turn  for  the  worse. 
So  we  dressed  and  drove  to  the  hospital, 
and  the  patient  was  worse,  all  right.  She 
was  dead. 

But  she  had  been  pronounced  dead  before 
the  telephone  call,  so  I asked  a nurse  (we 
never  found  the  owner  of  the  voice  on  the 
phone)  if  they  always  said  there  has  been 
a turn  for  the  worse  when  the  patient  has 
just  expired.  And  the  nurse  said  yes, 
that  was  what  they  were  told  to  do. 

I suppose  this  is  meant  to  be  a blow- 
softener,  but  it  makes  for  resentment  rather 
than  gentleness,  I think.  For  you  expect 
to  see  your  mother  alive,  and  you  find  her 
dead.  And  you  think,  if  I had  come  sooner. 


I might  have  found  her  alive,  which  is  some- 
think  like  I might  have  kept  her  alive.  It 
is  no  less  brutal  or  sudden  to  greet  you 
with  the  news  when  you  get  there  than  to 
tell  you  over  the  telephone. 

But  it  is  dishonest,  and  that  is  my  thesis. 
It  says  that  your  mother  is  alive,  when  she 
is  dead. 

And  the  voice  on  the  telephone  should 
say  this  is  Miss  Flamingo  at  the  Peabody 
General  Hospital. 

Jargon  like  her  condition  has  changed 
from  cntical  to  serious  is  bad  enough,  but 
to  speak  of  a turn  for  the  worse  when  you 
are  talking  about  someone  who  is  already 
dead  is  a poor  sort  of  communication.  We 
talk  of  informed  consent,  but  there  is  a kind 
of  informed  communication  to  the  patient 
and  to  relatives,  and  it  is  just  as  important. 

F.C. 

FIGURES  AND  FOOTNOTES 

When  I read  an  article,  my  eye  is  easily 
caught  first  by  pictures,  then  it  struggles 
slowly  and  unwillingly  to  the  first  word  of 
the  text.  Illustrations  are  quaintly  called 
eyecatchers,  and  the  disease  of  looking  at 
pictures  first  is  pandemic. 

But  when  I see  an  asterisk  at  the  bottom 
of  the  page,  I want  to  know  just  where  in 
the  text  there  is  another  asterisk.  And 
when  I find  myself  staring  at  a table  or  a 
picture,  I want  to  find  that  part  of  the 
article  that  tells  you  to  look  at  the  table 
or  the  picture.  I hunt  for  these  before  I 
read  the  essay,  but  there  is  no  need  for  hunt- 
ing, and  there  is  an  easy  solution. 

If  line  3 advises  you  to  see  table  2,  then 
table  2 ought  to  tell  you  to  see  line  3.  I 
believe  that  all  pictures,  diagrams,  tables, 
and  figures  should  carry  these  labels,  di- 
recting the  reader  back  to  the  part  of  the 
text  to  which  the  illustration  applies. 

F.C. 
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Proptosis  and  Cranial  Nerve  Palsy 
In  a Diabetic  Patient 


A 44  year  old  white  man,  with  17 
years  of  insulin  dependent  dia- 
betes niellitus,  was  referred  to 
the  hospital  by  his  ophthalmologist  because 
of  poor  regulation  of  his  diabetes.  The 
patient  suffered  multiple  complications  of 
diabetes  including  impaired  vision  and  renal 
failure,  and  he  had  had  a right  below  knee 
amputation  following  osteomyelitis  and  gan- 
grene. He  appeared  generally  debilitated, 
slightly  confused,  and  mildly  dehydrated. 
After  admission,  his  confusion  increased. 
The  following  laboratory  studies  were  ob- 
tained: Hemoglobin  7.3  gm% , RBC  2.46 

million/mm®,  and  WBC  18,600  mm^  with 
a left  shift.  The  BUN  was  133  mg%,  cre- 
atinine 6.1  mg^/r.  The  blood  sugar  was  985 
mg9f.  The  urine  gave  a 4-f-  reaction  for 
sugar.  The  urine  acetone  test  was  strongly 
reactive,  blood  on  a Acetest®  tablet  reacted 
at  a 1 :5  dilution. 

^Management  included  a total  of  340  units 
of  insulin  in  the  fii’st  24  hours.  The  patient 
appeared  to  respond  well  to  therapy.  The 
blood  sugar  fell  to  near  normal  levels  and 
acidosis  abated.  On  the  fourth  hospital 
day  the  patient  complained  of  right  fa- 
cial numbness.  On  the  fifth  day  ery- 
thema and  edema  of  the  right  side  of  his 
face  appeared,  and  the  right  eye  was  prop- 
totic.  Right  sided  extraocular  muscle  palsy 
with  ptosis  was  also  present.  A bloody  black 
discharge  was  noted  on  his  nasal  turbinates. 

With  these  findings,  the  major'  diagnostic 
consideration  n'oukl  he  which  of  the  follow- 
ing? 

1.  Venous  sinus  thrombosis 

2.  Bleeding  diathesis 

3.  Sinusitis 

4.  Phycomycosis 

X-rays  of  paranasal  sinuses  demonstrated 
right  maxillary  and  ethnoid  sinus  clouding. 
The  neurologic  deficit  progressed  to  involve 
the  12th  cranial  nerve.  A biopsy  of  the 
nasal  lesion  was  performed.  The  following 
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day  the  pathologist  reported  the  biopsy  to 
show  nonseptate  branching  hyphae  with  the 
appearance  of  mucor  species.  A presump- 
tive diagnosis  of  I'hinocerebral  phycomycosis 
was  made  and  therapy  with  Amphotericin  B 
was  begun.  Fungal  infection  was  confirmed 
by  the  culture. 

Discussion 

The  responsible  organisms,  various  mem- 
bers of  mucor  species,  are  usually  consid- 
ered saprophytes.  They  are  the  common 
mold  of  bi'ead,  are  found  in  decaying  veget- 
able matter,  and  are  frequently  cultured 
from  human  orifices.  When  producing  hu- 
man infection,  these  organisms  are  unique 
among  fungi  because  of  their  rapid  spread 
in  and  along  blood  vessels  with  resultant 
thrombosis  and  necrosis  of  tissues.  Thus 
when  nasal  infection  occurs,  there  is  rapid 
spread  to  involve  brain. 

Infection  in  man  has  occurred  only  in  as- 
sociation with  debilitating  diseases  such  as 
cancer,  cirrhosis,  severe  burns,  and  especial- 
ly diabetic  ketoacidosis.  In  alloxan  diabetic 
rabbits,  the  development  of  this  infection 
has  been  shown  to  be  correlated  with  the 
presence  of  ketosis. 

A clinical  diagnosis  is  ustmlly  based  on  the 
triad  of: 

1.  Diabetes  niellitus,  usually  with  keto- 
acidosis. 

2.  Development  of  eye  changes  such  as 
conjunctivitis,  proptosis,  and  extra 
ocular  muscle  palsies. 

3.  Black  and  crusting  lesions  of  the 
nasopharynx. 


154 


Nebraska  M.  J. 


Approximately  50%  of  these  patients  can 
recover  if  there  is  early  recognition  of  the 
infection  and  prompt  institution  of  therapy 
with  Amphotericin  B.  Therefore,  treatment 
should  be  given  following  identification  of 
the  characteristic  fungal  elements  by  micro- 


scopic examination,  not  awaiting  fungal  cul- 
tures. 
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ORIGINAL  ARTICLES 


Treatment  of  Tuberculosis 
Today  in  Nebraska 


PART  II 

Extrapuhnonary  disease  is  treated  as  in- 
tensively as  cavitary  disease  except  that 
corticosteroids  are  sometimes  used  in  the 
treatment  of  tuberculous  meningitis  or  in 
the  extremely  toxic  patient.  The  corticos- 
teroids should  be  continued  in  the  treatment 
of  tuberculous  meningitis  until  the  protein 
content  of  the  spinal  fluid  returns  to  normal. 

During  treatment  a sputum  should  be  col- 
lected every  two  weeks  for  concentrated 
smear  and  culture  for  AFB  until  three  con- 
secutive sputum-negative  cultures  have  been 
recorded.  Then  the  sputum  can  be  collected 
monthly  during  the  remainder  of  the  treat- 
ment. The  urine  should  be  studied  in  urin- 
ary tract  tuberculosis  as  frequently  as  the 
sputum  is  examined  in  pulmonary  disease. 

d.  Treatment  of  disease  caused  by  atypical 
mycobacteria. 

Initial  treatment  of  Group  I atypicals 
should  consist  of  INH  8-16  mg/kg/day  in 
divided  doses;  50  mg  of  pyridoxine  admin- 
istered with  each  dose  of  INH ; RM*  600  mg 
a day  at  8 a.m.,  and  SM  20  mg/kg/day.  The 
dosage  of  INH  and  SM  should  be  increased 
when  we  are  treating  M.  kansasU  (Group  I 
atypical  mycobacteria)  because  this  organ- 
ism is  relatively  resistant  to  INH  and  SM 
and  higher  serum  levels  must  be  achieved 
with  these  agents. 

If  the  patient  infected  with  M.  kansasii 
does  not  become  culture-negative  then  he 
can  be  treated  with  a combination  of  ETA 
1 gm  a day  (250  mg,  8 a.m.,  10  a.m.,  12  noon 
and  2 p.m.) ; EMBf  20  mg/kg/day  admin- 
istered at  8 a.m.  and  VM  1 gm  five  days  a 
week  Monday  through  Friday  for  90  days 
until  the  sputum  becomes  culture-negative. 

Group  II  scotochromogen  mycobacteria 
are  generally  resistant  in  vitro  to  all  drugs. 
The  best  choice  is  INH,  PAS  and  surgery. 
If  at  all  possible,  operative  lymph  node  re- 

*Ethambutol  20  mg/kg/day  can  be  used  instead  of  RM. 

tUse  EM  if  EMB  were  previously  used. 
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section  should  be  performed  following  an 
interval  of  two  to  three  months  of  drug 
therapy. 

Group  HI  (M.  intracelhdare ) appears  to 
be  resistant  to  all  antimyobacterial  drugs, 
however,  one-third  of  the  strains  appear  to 
be  susceptible  to  RM.  FischeF®  at  National 
Jewish  Hospital  has  been  able  to  convert 
70%  of  the  patients  he  treats  with  M.  intra- 
cellulare  infections  with  a multiple  drug 
regimen  never  consisting  of  less  than  five 
simultaneously  administered  antituberculous 
drugs. 

e.  Retreatment  of  typical  and  atypical  my- 
cobacterial disease. 

Although  almost  100%  of  the  patients 
with  typical  mycobacterial  disease  should 
become  sputum-culture-negative  during  ini- 
tial therapy  assuming,  of  course,  that  they 
take  their  drugs  as  prescribed,  we  do  from 
time  to  time  encounter  treatment  failures. 
One  should  change,  without  delay,  to  an 
equally  effective  triad  (two  orals  and  one 
parenteral)  of  drugs  to  which  the  patients 
organisms  are  known  to  be  susceptible, 
whenever  the  following  situations  are  en- 
countered : 

1.  If  multiple  drug  toxicities  occur 
which  make  continued  administration 
difficult  or  impossible. 

2.  If  the  patient  does  not  become  culture- 
negative within  120  days. 

"•'Louis  W.  Burg-her,  M.D.,  Resident  in  Medicine,  University 
of  Nebraska  College  of  Medicine.  Presented  in  part  at  a 
Resident  Seminar  on  May  4,  1972,  at  Bishop  Clai'kson  Memorial 
Hospital,  Omaha,  Nebraska. 

■rlrving  Kass.  M.D.,  Professor  of  Medicine.  Head,  Division 
of  Pulmonary  Disease.  Department  of  Medicine,  University  of 
Nebraska  College  of  Medicine ; Member,  National  Advisory 
Council,  Tuberculosis  Branch.  Center  for  Disease  Control, 
Atlanta,  Georgia. 
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3.  If  resistance  to  one  or  more  drugs 
emerges. 

Single  drug  addition  to  a given  regimen 
should  occur  only  when  a patient  cannot 
tolerate  a drug  and  the  mycobacteria  are 
known  to  be  susceptible  in  vitro  to  the  drugs 
continued  in  use.  Before  starting  chemo- 
therapy careful  drug  susceptibility  studies 
to  all  available  drugs  should  be  routinely 
performed.  The  retreatment  patient  should 
remain  in  the  hospital  for  a period  of  at 
least  six  months. 

The  recalcitrant  patient  (who  is  usually 
an  initial  treatment  failure)  should  first  be 
treated  in  the  hospital  for  a period  of  at 
least  four  months.*  If  following  discharge 
he  refuses  to  accept  the  prescribed  regimen 
we  would  recommend  the  following  for  a 
period  of  at  least  24  months.  Isoniazid  15 
mg/kg  twice  a week;  SM  25  mg/kg  twice 
a week;  and  pyridoxine  50  mg  with  each 
dose  of  INH.i^ 

e.  Precautions 

Since  the  chemotherapy  continues  for  a 
period  of  18-24  months,  there  are  many 
reasons  why  one  can  develop  a toxic  drug 
reaction (s)  i.e.,  length  of  therapy,  inability 
to  metabolize  or  excrete  a drug(s),  syner- 
gistic reaction  between  drugs.  Thus  before 
using  antituberculous  drugs  one  should  have 
a background  concerning  their  toxicities. 

In  using  INH,  pyridoxine  is  necessary 
only  if  the  dose  of  INH  exceeds  300  mg/day 
(Table  2).f  About  1%  of  the  cases  receiv- 
ing INH  exhibit  an  hepatic  dysfunction 
similar  to  serum  hepatitis.  The  serum  glu- 
tamic-oxalacetic  transaminase  (SCOT)  is 
helpful  in  such  situations  but  the  venous 
specimen  must  be  collected  before  the  INH 
is  administered  because  the  metabolites  of 
INH  interfere  with  the  results  of  the  test. 
Thus  all  patients  receiving  INH  should  be 
seen  monthly  and  questioned  about  their 
hepatic  status.  Isoniazid  interferes  with 
Dilantin®  metabolism  and  thus  toxicity  asso- 
ciated with  the  latter  agent  must  be  watched 

*A  period  of  hospitalization  of  four  months  has  been  rec- 
ommended because  in  a series  by  one  of  us  (IK)  (10)  60  of 
the  82  retreatment  patients  had  their  first  negative  sputum 
culture  by  the  sixtieth  day  of  chemotherapy. 

fA  summary  of  our  observations  and  those  presented  by  John- 
ston and  Hopewell. 15 


for.  Even  though  epileptics  are  sensitive  to 
INH  and  can  develop  status  epilepticus  fol- 
lowing its  use,  one  should  not  withhold  Dilan- 
tin® therapy  simply  because  the  patient  is 
receiving  INH.  Generally  pyridoxine  has 
been  effective  in  controlling  the  onset  of 
epileptic  seizures.  Central  nervous  system 
toxicity  usually  observed  during  INH  ther- 
apy is  not  dose-related  but  rather  an  idio- 
syncratic reaction. 

Ethambutol  is  a relatively  nontoxic  drug. 
It  primarily  affects  the  optic  nerve.  The 
visual  changes  are  decreased  visual  acuity, 
central  and  peripheral  scotomata  and  an 
inability  to  distinguish  red  and  green. 
These  symptoms  are  usually  reversible  once 
the  drug  is  discontinued. 

Rifampin  is  known  to  cause  transient 
leukopenia  and  thrombocytopenia;  and  is 
not  recommended  in  combination  with  oral 
contraceptives.  The  starting  dosage  in  pa- 
tients with  pre-existing  liver  disease  should 
be  reduced  and  if  the  drug  is  well  tolerated 
then  the  dosage  of  RM  can  be  increased. 
The  drug  has  a tendency  to  turn  body  secre- 
tions orange  and  increase  the  metabolic  re- 
quirement for  Coumadin  in  patients  receiv- 
ing this  drug.  At  present  because  of  its 
expense,  it  should  be  reserved  for  retreat- 
ment cases  and  treatment  of  those  with 
atypical  mycobacterial  infections. 

Ethionamide  is  an  effective  agent  but  has 
been  ignored  because  of  the  multiple  toxi- 
cities associated  with  its  administration.  It 
causes  gastrointestinal  intolerance  in  almost 
everyone.  However,  the  intolerance  lasts 
for  a period  of  two  to  three  weeks  and 
then  the  patient  is  usually  able  to  tolerate 
the  drug.  Since  ETA  is  structurally  related 
to  INH,  it  can  cause  a peripheral  neuritis; 
when  this  occurs,  pyridoxine  should  be  added 
to  the  therapy.  Many  of  the  toxic  effects 
associated  with  its  use  have  been  listed  in 
Table  II  and  will  not  be  discussed  here. 

Pyrazinamide  is  an  effective  agent.  It 
is  hepatotoxic  and  generally  should  be  dis- 
continued or  used  with  caution  once  the 
level  of  SCOT  rises  above  100  units.  The 
drug  also  causes  a rise  in  uric  acid  which 
does  not  apear  to  be  clinically  important. 
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This  antituberculosis  agent  appears  to  be 
most  effective  when  the  dosage  is  3 gm/day 
given  in  divided  doses:  II/2  gm  at  8 a.m., 
1/2  gm  at  10  a.m.,  II/2  gm  at  12  noon;  1/0 
gm  at  2 p.m.  It  causes  a darkening  of  the 
skin  and  there  is  some  tendency  to  interfere 
with  the  effectiveness  of  insulin  therapy  in 
the  diabetic. 

Cycloserine  is  a poorly  tolerated  drug.  It 
should  not  be  given  to  patients  with  an  emo- 
tional lability.  It  should  not  be  given  to 
known  epileptics.  Some  of  the  toxic  effects 
associated  with  its  use  can  be  lessened  if 
meprobamate  400  mg  and  pyridoxine  100 
mg  are  administered  three  times  a day.  The 
compound  (CS)  should  be  reserved  for  urin- 
ary tract  tuberculosis  because  a concentra- 
tion of  CS  in  the  urine  can  reach  a high 
level  without  becoming  toxic  to  the  indi- 
vidual. 

Para-aminosalicylic  acid  is  a somewhat 
effective  agent.  The  dosage  used  is  12  gm 
a day.*  It  is  of  no  benefit  when  the  dosage 
is  less  than  8 gm  a day.  Unfortunately,  the 
drug  causes  gastrointestinal  disturbances  in 
approximately  90%  of  patients.  The  form 
PAS-C  developed  by  Hellwig  is  a PAS  prep- 
aration which  has  been  purified  in  the  pres- 
ence of  ascorbic  acid.  This  compound  is 
more  slowly  absorbed  and,  therefore,  one 
achieves  a higher  blood  level  following  its 
administration.  The  dosage  for  the  PAS-C 
form  is  six  gm/day  (3  gm  at  8 a.m.  and  3 
gm  at  2 p.m.),  one-half  that  for  the  regular 
form.  Sodium-PAS  should  not  be  admin- 
istered to  patients  in  congestive  heart  failure. 

Streptomycin  should  be  given  for  a period 
of  90  days  or  until  the  sputum  becomes  cul- 
ture-negative. It  primarily  affects  the 
vestibular  portion  of  the  eighth  nerve.  It 
is  perhaps  the  most  effective  parenteral 
agent  available  today. 

Kanamycinf  is  approximately  as  effective 
as  SM  but  it  is  more  damaging  to  the  audi- 
tory portion  of  the  eighth  nerve.  It  causes 
considerable  pain  when  administered.  The 
dosage  should  never  be  more  than  15  mg/ 
kg/day.  It  probably  should  not  be  given  to 
patients  over  55  years  of  age  because  of  the 

*The  dosage  of  sodium-PAS  is  16  gm/day. 

tAlthough  used  it  has  nev-sr  been  formally  approved  for 
antituberculous  therapy  by  the  Food  and  Drug  Administration. 


tendency  to  affect  the  auditory  portion  of 
the  eighth  nerve. 

Capreomycin  (just  released)  is  a paren- 
teral agent  which  ranges  in  its  effectiveness 
against  M.  tuberculosis,  somewhere  between 
VM  and  SM.  It  causes  eighth  nerve  dam- 
age primarily  involving  the  auditory  portion. 

Renal  involvement  has  been  associated 
with  this  agent  as  it  has  with  all  the  paren- 
terally  administered  agents.  Usually  one  ob- 
serves a rise  in  the  blood  urea  nitrogen 
(BUN),  and  casts  in  the  urine.  The  changes 
in  the  urine  are  not  permanent  and  disap- 
pear once  the  drug  has  been  discontinued. 
A reciprocal  cross-resistance  between  CM 
and  VM  has  been  observed.  This  has  not 
been  observed  with  the  other  parenteral 
agents. 

Viomycin  is  nephrotoxic.  In  our  experi- 
ence the  effectiveness  of  this  agent  was  en- 
hanced when  the  dosage  was  increased  from 
2 gm  a week  to  5 gm  a week  (1  gm  daily 
Monday  through  Friday).  Viomycin  has 
little  effect  upon  either  the  vestibular  or 
auditory  portions  of  the  eighth  neiwe. 

VI.  Toxic  Drug  Reactions 

Whenever  a toxic  drug  reaction  occurs, 
the  best  thing  to  do  is  to  stop  all  the  medi- 
cations. Reinstitute  one  antituberculous 
drug  at  a time,  preferably  restarting  the 
most  important  drug  in  the  regimen  first. 
If  the  patient  tolerates  this  drug  without 
any  adverse  reaction  for  a period  of  three 
days  the  second  drug  should  be  added  (the 
same  time  interval  observed)  and  then  the 
third.  One  can  hyposensitize  an  individual 
to  SM  by  administering  small  doses  of  this 
agent  i.e.,  0.1  gm  the  first  day,  0.2  gm  the 
second  day,  etc.  until  one  gram  dosage  is 
given  at  one  time.  If  an  adverse  reaction 
occurs  to  PAS  one  should  not  take  the  trou- 
ble to  hyposensitize  a patient  to  it  but  rather 
he  should  substitute  another  agent  for  it. 

VII.  Surgery 

We  have  considered  the  following  as  indi- 
cations for  surgery: 

1.  Sudden  bacteriologic  remission  not  at- 
tributable to  chemotherapy.  Usually 
this  occurs  with  bronchocavitary 
blockade. 
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2.  Ethnic  predisposition  to  progressive 
tuberculosis. 

3.  Sociologic  factors  precluding  ade- 
quate chemotherapy  or  follow-up  e.g., 
alcoholism,  psychopathic  personality, 
etc. 

We  do  not  believe  that  surgery  is  indicated 
in  those  primary  treatment  cases  who  have 
been  effectively  treated  and  who  do  not  fall 
into  the  category  described  above.  We  are 
inclined  to  perform  surgery  on  retreatment 
patients  and  those  whose  infections  are 
caused  by  atypical  mycobacteria. 

VIII.  Follow-Up 

Following  their  discharge  from  the  hos- 
pital, patients  should  be  seen  at  least 
monthly.  A chest  roentgenogram  should  be 
taken  and  a sputum  examined  for  AFB 
smear  and  culture.  After  the  chemotherapy 
has  been  discontinued  (usually  two  years), 
they  can  be  seen  on  a quarterly  basis  for  the 
next  year ; and  then  eveiy  six  months  for  the 
next  two  years.  Appropriate  x-ray  and 
sputum  studies  should  be  obtained  during 
each  visit.  If  all  goes  well  three  years  after 
stopping  chemotherapy  these  patients  can 
be  treated  as  if  they  never  had  tuberculosis. 
A check-up  for  their  tuberculosis  can  be  part 
of  their  yearly  program  of  medical  follow- 
up. 

IX.  Principles  of  General 
Hospital  Care 

The  mode  of  transmission  of  tuberculosis 
is  via  the  droplet  nuclei  formed  when  the 
patient  coughs  and  not  dust  particles,  thus 
one  should  be  most  concerned  with  the 
heavily-sputum-positive  patient  who  coughs 
frequently. 

Until  the  patient  has  been  on  chemother- 
apy for  a period  of  at  least  10  days  to 
two  weeks,  they  should  be  treated  in  rooms 
in  which  the  air  is  vented  to  the  outside. 

This  program  requires  access  to  com- 
petent laboratory  service,  the  necessary 
radiologic  services,  an  interested  and  un- 
derstanding nursing  staff,  an  education  pro- 
gram to  provide  training  and  experience  for 
all  personnel  both  professional  and  para-pro- 
fessional, and  available  outpatient  services 
for  follow-up  purposes. 1 


At  the  time  of  employment,  all  persons  in 
the  hospital  where  tuberculous  patients  are 
admitted  should  be  given  an  intradermal  tu- 
berculin test  using  5 TU,  and  a baseline 
chest  roentgenogram.  Tuberculin  negative 
employees  should  be  re-assessed  periodically. 
Personnel  with  a documented  history  of  tu- 
berculosis need  not  be  given  the  tuberculin 
test;  14  X 17  inch  chest  films  have  certain 
advantages  over  microfilm  both  in  detect- 
ing existing  lesions  and  in  serving  as  base- 
line for  comparison  with  previous  and  sub- 
sequent roentgenographic  examination. 

In  conclusion  the  “separate  and  apart” 
concept  of  tuberculosis  treatment  is  fading 
and  is  being  replaced  by  an  approach  that 
represents  tuberculosis  as  a disease  with 
very  few  special  arrangements  and  one 
which  can  be  handled  within  the  mainstream 
of  medicine. 
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Surgical  Teaching  and  Practice  — 
The  Winds  of  Change* 


PART  II 

It  is  my  prediction  that  many  university 
hospitals  will  become  increasingly  special- 
ized institutions  which  will  care  for  the  very 
highly  complex  medical  and  surgical  prob- 
lems requiring  special  talents,  special  equip- 
ment and  all  the  varied  facilities  of  an  ultra 
modern  medical  complex. 

The  young  surgeon  who  today  completes 
his  training,  finishes  his  military  service, 
and  enters  practice,  joins  his  profession  and 
a society  in  the  midst  of  tremendous  change. 
A recent  ballot  of  some  15,000  surgeons  in 
the  American  College  of  Surgeons  indicated 
that  one  third  felt  there  were  too  many 
surgeons  in  their  community  at  the  present 
time,  while  54%  felt  that  there  were  just 
about  enough.  It  is  a fact  of  life  that  there 
are  relatively  few  areas  today  clamoring  for 
a young  surgeon’s  services. 

The  young  surgeon  beginning  practice 
alone  is  confronted  with  the  problem  of  fan- 
tastically high  liability  insurance,  may  have 
the  problem  of  obtaining  a suitable  hospital 
appointment  in  a reputable  hospital,  and 
will  immediately  be  brought  face  to  face 
with  the  necessity  of  surviving  financially. 
It  is  a combination  of  these  factors  that  has 
made  group  practice  increasingly  popular 
in  the  civilian  segment  and  more  and  more 
young  surgeons  will  look  to  such  a situation 
for  survival. 


c.  w.  McLaughlin,  jr.,  m.d.,  f.a.c.s. 

Omaha,  Nebraska 


The  delivery  of  surgical  care  to  the  Amer- 
ican people  in  the  future  decades  has  been  a 
very  real  subject  of  interest  to  all  thinking 
surgeons.  The  American  College  of  Sur- 
geons together  with  the  American  Surgical 
Association  undertook  some  eighteen  months 
ago,  a very  major  study  in  depth  of  this  prob- 
lem and  a number  of  veiy  capable  commit- 
tees are  diligently  working  on  facets  of  this 
overall  problem.  Hopefully,  they  will  give 
answers  which  are  both  meaningful  and  use- 
ful to  us  all  within  the  next  year  or  two  and 
I would  commend  to  you  a careful  study  of 
the  Interim  Report  by  Francis  Moore  pub- 
lished in  the  March  Bulletin  of  the  Ameri- 
can College  of  Surgeons.^ 

President  Nixon  in  his  State  of  the  Union 
Address,  again  reiterated  his  strong  support 
for  Health  Maintenance  Organizations  as  an 
essential  tool  for  helping  doctors  deliver  care 
more  effectively  and  more  efficiently  with 
greater  emphasis  on  prevention  and  early 
treatment.  Time  alone  will  demonstrate  their 
effectiveness  and  deficiencies.  He  also 

*Read  before  the  Society  of  Air  Force  Clinical  Surgeons, 
Biloxi,  Mississippi,  April  18,  1972. 

fFrom  the  University  of  Nebraska  Medical  Center,  Omaha, 
Nebraska. 
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stressed  a point,  on  which  almost  all  agree, 
that  present  health  insurance  plans  fail  to 
protect  adequately  against  catastrophic  costs 
and  to  provide  sufficient  assistance  for  the 
poor. 

This  past  month,  Representative  Wilbur 
Mills  outlined  three  essential  elements  he 
feels  must  be  in  any  National  Health  Insur- 
ance Bill  to  be  adopted  by  the  House  of  Rep- 
resentatives. One  — a new  Medicaid  Pro- 
gram expanding  benefits  for  the  poor.  Two 
— improved  insurance  protection  that  will 
be  particularly  beneficial  to  middle-income 
Americans  and  three,  a plan  to  provide  pro- 
tection against  catastrophic  illness.  Secre- 
tary Elliott  Richardson  commented  favorably 
on  Mills’  suggestions  noting  that  his  pro- 
posals, like  the  President’s,  seek  to  rein- 
force and  improve  existing  systems  for  the 
delivery  of  health  care  services. 

Merlin  DuVal  in  a very  thoughtful  ad- 
dress to  the  Southern  Surgical  Congress 
suggested  that  the  rate  at  which  social 
change  has  been  occurring  in  the  United 
States,  is  such  that  even  our  institutions  and 
our  professions,  which  have  been  the  back- 
bone of  stable  societies,  have  not  been  capable 
of  adapting  and  because  of  this,  now  appear 
to  be  in  shock.  John  Gardner  states  it  an- 
other way,  “We  know  what  our  problems 
are  but  are  incapable  of  summarizing  our 
will  and  our  resources  to  act.’’  He  suggests 
that  Americans  in  all  levels  are  seized  by 
a kind  of  paralysis  of  the  will.® 

This  then,  is  perhaps  the  situation  in 
which  contemporary  medicine  finds  itself 
today.  How  do  we  continue  to  deliver  the 
finest  medical  care  in  the  world,  do  it  more 
effectively  and  reach  more  people  and  yet 
not  destroy  the  entire  system.  Joel  Baker 
recently  said  it  well  in  his  Presidential  Ad- 
dress to  the  Pacific  Surgical,  “We  can  no 
longer  delay  in  convincing  the  consumer  that 
we  are  as  concerned  by  the  inadequacies  as 
we  are  proud  of  the  accomplishments  of  our 
country’s  health  care  and  that  we  are  open- 
minded  and  deteiTiiined  in  a search  for  still 
better  methods  for  making  available  our  tre- 
mendous know-how  at  the  bedside  of  all 
Americans.’’®  He  suggests  that  before  the 
system  be  completely  overhauled,  we  con- 
sider three  essentials:  (1)  A method  of  de- 


livery of  medical  care  adequate  to  meet  the 
needs  and  commensurate  with  the  attainable 
medical  and  allied  medical  manpower,  (2) 
A coordination  of  hospital  facilities  against 
the  expensive  and  inefficient  duplication  of 
services,  and  (3)  Reform  our  insurance 
plans  to  cover  ambulatory  care  and  catas- 
trophic illness. 

DuVal  notes  that  it  is  a singular  fact  that 
our  society  has  so  far  placed  very  few  con- 
straints upon  us  in  the  medical  world  as  we 
administer  and  conduct  our  professional  af- 
fairs and  it  is  precisely  this  absence  of  con- 
straints that  makes  it  possible  for  each  of 
us  to  act  as  a free  agent  to  the  benefit  of 
each  individual  that  we  are  privileged  to 
serve.  It  is  also  this  self-determination  of 
the  profession  and  the  rights  granted  to 
each  of  us  as  practitioners  that  has  permit- 
ted the  development  of  some  of  our  greatest 
problems.  Excepting  surgeons  in  military 
or  government  service  most  of  us  are  indi- 
viduals in  civilian  practice,  free  to  choose 
our  own  city,  our  own  associates,  the  type 
of  practice  we  wish  to  do  and  even  select 
much  of  our  own  patient  clientele.  We  are 
able  to  utilize  all  of  the  tremendous  modern 
scientific  advances  that  make  our  practice 
both  more  accurate  and  more  effective  but  if 
this  set  of  circumstances  is  the  source  of 
our  success,  it  is  also  the  root  of  our  prob- 
lem.'^ 

In  the  last  analysis,  it  is  society  that  has 
made  available  to  us  the  resources  that  made 
possible  our  extraordinary  advance.  Now 
it  is  the  same  society  that  is  telling  us  that 
it  will  no  longer  remain  silent  in  the  pres- 
ence of  an  increasing  gap  between  scientific 
capability  and  the  stated  needs  of  our  peo- 
ple. Basically,  the  issue  is  now  joined.  Our 
generation  must  reply  to  this  question.  If 
our  response  is  one  of  self-interest  insulated 
from  the  circumstances  that  surround  us, 
then  the  public  interest  will  prevail.  Per- 
haps in  coming  face  to  face  with  the  prob- 
lems of  distribution  of  medical  care,  it  is 
later  than  we  think. 

If  there  exists  real  soul  searching  in  the 
problems  of  distribution  of  medical  care,  we 
as  surgeons  can  take  great  pride  in  the  ad- 
vances we  have  voluntarily  taken  over  the 
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past  40  years  in  Peer  Review.  In  this,  we 
are  almost  a unique  specialty. 

By  definition,  Peer  Review  is  just  another 
name  for  the  multiple  self-disciplinary  ac- 
tivities adopted  by  all  surgeons  over  the 
years.  The  government  and  the  insurance 
carriers  have  subtly  added  the  fiscal  as- 
pects — and  this  is  now  their  major  con- 
cern rather  than  quality  care. 

The  American  College  of  Surgeons,  rep- 
resenting the  largest  group  of  surgeons  on 
the  continent  of  North  America,  has  long 
been  a major  advocate  of  the  Peer  Review 
concept  as  a force  in  insuring  good  patient 
care.  The  ACS  firmly  believes  that  the 
activities  of  physicians  must  be  reviewed  by 
members  of  the  profession  and  strongly 
urges  Fellows  of  the  College  to  participate 
at  every  level  of  review. 

The  ACS  also  stresses  its  belief  that  edu- 
cation is  the  keystone  of  professional  review 
and  self-assessment  and  to  this  end,  continu- 
ously strives  to  upgrade  its  educational  pro- 
grams. The  Board  of  Regents  of  the  Col- 
lege has  recommended  that  all  of  its  Fellows 
as  well  as  all  other  surgeons,  take  the  Surg- 
ical Education  and  Self  Assessment  Pro- 
gram, known  as  SESAP,  and  today,  more 
than  12,000  surgeons  have  already  done  so, 
which  is  encouraging. 

While  we  have  been  discussing  principal- 
ly the  problems  which  involve  surgical 
training  and  practice  in  the  civilian  environ- 
ment, everybody  in  this  audience  is  keenly 
aware  of  the  high  level  discussion  regard- 
ing the  composition  and  deployment  of  the 
Medical  Corps  of  our  Armed  Forces  now 
under  serious  discussion.  Richard  Wilbur, 
Assistant  Secretary  of  Defense  for  Health 
and  Environment,  has  made  it  clear  that  he 
wants  to  undertake  some  major  changes  in 
the  medical  departments  of  the  various 
services  but  it  is  his  stated  intention  in  so 
doing,  to  make  it  infinitely  more  attractive 
for  those  who  may  be  ultimately  part  of  an 
all  voluntary  medical  service. 

The  major  problem  confronting  Doctor 
Wilbur’s  office  is  the  recruitment  and  re- 
tention of  sufficient  medical  officers  for 
the  Armed  Forces.  The  Selective  Service 


Act  will  expire  on  July  1,  1973  and  except 
for  Barry  Plan  obligees  and  those  on  man- 
datory payback  time  because  of  military 
residency  training,  all  medical  officers  must 
become  volunteers  unless  some  new  draft 
law  be  passed. 

Recruitment  problems  will  perhaps  be 
greatly  reduced  if  HR-2  becomes  law.  An 
amended  version  of  this  Bill  passed  the 
House  Armed  Services  Committee  31-0  and 
subsequently,  the  entire  House;  Senate  pass- 
age is  anticipated. 

This  bill  provides  three  definite  things: 
One,  a Uniformed  Services  University  of 
the  Health  Services  to  include  a medical 
school  near  Washington,  D.C.  If  approved, 
it  would  cost  approximately  100  million  dol- 
lars, construction  to  begin  by  1975  and  be 
scheduled  to  graduate  100  physicians  no 
later  than  1981.  Such  a concept  is  not  new, 
for  a military  medical  school  flourished  in 
Edinburgh  for  many  years  at  the  time  of 
the  Napoleonic  Wars.  Two,  a scholarship 
program  for  up  to  1500  medical  students  and 
500  dental  students  within  a period  of  five 
years.  In  the  first  year,  the  ratio  would 
be  400  to  100.  These  scholarships  would  be 
over  and  above  the  690  now  provided  by  the 
Army,  Navy  and  Air  Force.  The  new  pro- 
gram provides  all  medical  school  expense  in- 
cluding pay  and  allowances.  It  pennits  the 
government  to  subsidize  medical  schools  for 
their  cost  over  and  above  tuition  costs  for 
each  participant.  The  length  of  indentured 
active  service  is  at  the  discretion  of  the 
Secretary  of  Defense,  but  cannot  be  less 
than  year  for  year  after  completion  of  all 
intern  and  residency  training.  Three,  the 
elimination  of  the  ratio  of  medical  officers 
with  General  and  Flag  Rank  to  the  number 
of  the  “line”  services,  thereby  allowing  a 
significant  increase  in  the  number  of  Gen- 
eral and  Admiral  Medical  Officers. 

The  DOD  and  the  Armed  Services,  in- 
cluding the  Surgeons  General  are  said  to  be 
anxious  for  the  legislation  to  provide  the 
scholarship  program  and  the  increased  Gen- 
eral and  Flag  Ranks.  By  no  means  have  all 
favored  the  medical  school  concept,  includ- 
ing the  AMA,  the  AAMC,  and  a number  of 
influential  people  in  Congress.  Perhaps  by 
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putting  all  in  one  bill,  some  of  the  opposition 
may  be  reduced  or  muted. 

In  addition  to  these  features  encompassed 
in  HR-2,  Secretary  Wilbur  has  indicated 
his  desire  to;  One,  get  the  pay  of  medical 
officers  in  the  Services  roughly  compatible 
with  that  in  civilian  practice.  In  recent 
testimony,  figures  approaching  $42,000  per 
annum  were  mentioned  for  those  medical 
officers  with  15  years’  service.  Two,  make 
every  effort  to  arrange  tours  of  duty  for 
periods  approximating  four  years  with  a 
sabbatical  period  of  from  three  to  twelve 
weeks  for  post  graduate  study  prior  to  each 
new  assignment.  Three,  spare  no  effort  to 
improve  the  image  of  the  military  surgeon.® 
It  follows  that  medical  officers  would  in- 
creasingly represent  the  military  services 
with  scientific  papers  in  our  national  medi- 
cal meetings,  and  be  brought  more  and  more 
into  the  mainstream  of  the  profession  as  a 
whole. 

There  is,  as  many  of  you  know,  a study 
in  depth  now  being  conducted  by  direction 
of  Secretary  Wilbur  to  determine  what  por- 
tion of  the  medical  responsibility  of  vari- 
ous military  bases  might  be  shifted  to  ad- 
jacent civilian  medical  personnel.  This 
might  be  practical  in  some  areas  and  totally 
impossible  in  others,  but  the  concept  of  the 
study  merits  further  consideration. 

None  of  these  things  can  be  accomplished 
overnight,  but  that  they  are  being  ap- 
proached in  a realistic  manner  is  commend- 
able. There  is  no  question  that  the  Amied 
Forces  will  pursue  many  avenues  to  reduce 
its  needs  for  military  physicians  and  an 
implementation  of  many  of  the  changes  un- 
der discussion  would  greatly  increase  the 
attractiveness  of  a military  career  in  an 


all-voluntary  service.  Attaining  the  changes 
in  our  present  political  environment,  will  be 
difficult  and  that  is  why  it  is  of  such  con- 
cern to  so  very  many. 

I would  like  to  leave  with  you  a statement 
made  by  Henry  Kissinger,  an  acknowledged 
professional  in  the  fine  art  of  diplomacy. 
He  said  recently,  “Partly  because  so  much 
has  been  achieved  here  in  America,  we  have 
tended  to  suppose  that  every  problem  must 
have  a solution  and  that  good  intentions 
should  somehow  guarantee  good  results. 
Utopia  was  seen  not  as  a dream,  but  as  our 
logical  destination  if  we  only  traveled  the 
right  road.  Our  generation  is  the  first  to 
find  that  the  road  is  endless,  that  in  travel- 
ing it,  we  will  not  find  utopia  but  our- 
selves. The  realization  of  our  essential 
loneliness  accounts  for  so  much  of  the  frus- 
tration and  rage  of  our  time.” 

Perhaps  this  explains  in  part  the  feeling 
of  so  many  of  us  in  our  profession  today. 
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Screening  Program  for  Tay-Sachs  Disease 


TAY- SACHS  Disease,  or 

gangliosidosis,  is  a biochemical 
abnormality  that  becomes  clin- 
ically evident  usually  by  5 to  6 months  of 
age.  Psychomotor  retardation,  exaggerated 
extension  response  to  sound,  visual  difficul- 
ties, hypotonia,  and  general  apathy  are  the 
most  common  initial  signs.  Dementia,  mo- 
tor loss,  and  blindness  associated  with  a 
cherry-red  spot  in  the  retina,  develop  pro- 
gressively t h r o u g h several  well-defined 
stages  until  death  occurs  by  the  age  of  3 to 
4 years. 

Tay-Sachs  is  a type  of  “storage”  disease 
in  which  there  is  an  absence  of  hexosamini- 
dase-A  within  the  affected  body.  This  en- 
zyme deficiency  prevents  the  breakdown  of 
a sphingolipid,  ganglioside  G'',  (N-acetyl- 
galactosaminyl  - (N-acetylneuraminyl)  - ga- 
lactosyl - N - acylsphingosine).  Excessive  ac- 
cumulation of  the  ganglioside  is  accompanied 
by  myelin  degeneration.  The  brain  cells 
are  chiefly  involved,  eventually  resulting  in 
the  loss  of  coordination,  seizures,  blindness, 
and  death. 

An  autosomal  recessive  genetic  disorder, 
Tay-Sachs  Disease  is  manifested  clinically 
only  in  children  who  have  the  gene  in  the 
“double  dose”  and  who  are,  therefore,  homo- 
zygous. Parents  of  a child  who  have  the 
disease  can  be  considered  to  be  heterozy- 
gotes. This  condition,  often  termed  the 
“carrier”  state,  can  be  detected  through  rela- 
tively simple  biochemical  tests  on  blood, 
urine,  or  more  recently,  tears.  An  indi- 
vidual who  is  heterozygous  has  a level  of 
hexosaminidase-A  activity  that  is  signifi- 
cantly lower  than  the  average  individual  in 
the  general  population.  The  carrier  state 
in  Ashkenazi  Jews  (those  of  central  or 
eastern  European  origin)  is  estimated  to  be 
about  1 ;40,  or  91/2  times  that  of  non- Ash- 
kenazi Jews  and  all  others  in  the  United 
States  (1:380). 

In  “high-risk  couples”  (where  both  par- 
ents are  heterozygous)  there  is  a 25%  risk 
with  each  pregnancy  of  having  a child  with 
Tay-Sachs  Disease.  Intrauterine  diagnosis 
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can  help  these  couples  plan  for  the  birth 
of  only  unaffected  children.  Fetal  cells 
from  the  amniotic  fluid,  obtained  through 
amniocentesis,  can  be  grown  in  the  labora- 
tory and  tested  for  hexosaminidase-A.  The 
absence  of  the  enzyme  in  these  cells  indicates 
that  the  unborn  fetus  will  be  a child  affected 
with  Tay-Sachs  Disease. 

A cure  for  TSD  has  not  yet  been  found, 
and  the  care  of  an  affected  child  is  very 
expensive.  Prevention  of  the  disease  will 
cost  far  less  than  the  cost  of  care  for 
children  with  this  fatal  disorder.  One  means 
of  prevention  is  through  the  detection  of 
heterozygous  or  carrier  individuals,  who 
will  then  be  in  position  to  make  informed 
decisions  regarding  family  planning.  With 
this  in  mind,  a Tay-Sachs  carrier  screening 
program  is  planned  for  the  Omaha-Lincoln 
and  surrounding  areas.  Because  the  Jewish 
population  is  significantly  more  at  risk 
than  the  iion-Jewish  population,  the  screen- 
ing program  at  this  time  is  designed  to  in- 
clude the  Jewish  population  only.  Discovery 
of  the  heterozygous  individuals  and  preven- 
tion of  affected  births  can  eliminate  the  un- 
expected tragedy  of  Tay-Sachs  Disease,  and 
will  eliminate  the  needless  suffering  of  chil- 
dren afflicted  with  this  disease. 

Planning  of  the  screening  program  is  be- 
ing done  on  a cooperative  basis  between 
the  Birth  Defects  Prevention  Program  of 
the  State  Health  Department,  the  University 
of  Nebraska  Medical  Center,  the  Omaha- 
Douglas  County  Health  Department,  and  the 
B’nai  B’rith  Women’s  Organization. 

The  screening  will  take  place  in  Omaha  on 

“^Professor,  Department  of  Pediatrics  : Director,  Genetic  and 
Birth  Defects  Prevention  Programs.  University  of  Nebraska 
Medical  Center. 

fProject  Coordinator.  Genetic  and  Birth  Defects  Prevention 
Programs,  University  of  Nebraska  Medical  Center, 
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June  3 and  10,  1973.  For  further  informa- 
tion, call  the  Birth  Defects  Prevention  Pro- 
gram office  at  the  University  of  Nebraska 
Medical  Center,  (402)  541-4570. 
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Human  experimentation 

The  Senate  Health  Subcommittee  con- 
tinued its  hearings  regarding  human  experi- 
mentation. William  R.  Barclay,  M.D.,  As- 
sistant Executive  VP  of  the  AMA,  presented 
the  Association’s  views  on  research  and  out- 
lined the  AMA  guidelines  for  clinical  in- 
vestigation. Doctor  Barclay  emphasized  the 
Association’s  long  history  of  concern  for 
achieving  the  potential  of  science  without 
violating  human  ethical  and  moral  values. 
Doctor  Barclay  cautioned,  however,  that  “if 
we  are  to  continue  to  improve  our  high 
standards  of  patient  care,  we  must  maintain 
our  initiatives  in  biomedical  research.  The 
accomplishments  of  modern  medical  prac- 
tice testify  to  the  merits  of  continued  re- 
search. Such  advances  are  hard  won,  but 
the  benefits  are  beyond  question !’’  He  also 
discussed  the  physician’s  discretion  in  pre- 
scribing drugs  and  whether  the  departure 
from  the  usage  listed  on  the  package  insert 
constituted  a medical  experiment.  In  not- 
ing the  wide  variation  among  patients  in 
their  need  for  and  response  to  a given  drug, 
he  said  that  if  physicians  are  forced  to  pre- 
scribe only  within  the  dosage  range  pub- 
lished in  the  insert,  some  patients  would  be 
seriously  harmed.  “The  prescribing  physi- 
cian,’’ Doctor  Barclay  said,  “is  the  best 
person  to  judge  what  is  needed  for  his 
patient.’’ 

Emergency  medical  services 

Recently,  Roy  M.  Baker,  M.D.,  a mem- 
ber of  the  AMA  Committee  on  Community 
Emergency  Services,  appeared  before  the 
House  Subcommittee  on  Public  Health  and 
Environment.  Doctor  Baker  described  the 
provisions  of  H.R.  4952,  the  AMA  developed 
Emergency  Medical  Services  Systems  Act 
and  asked  for  favorable  consideration  of 
the  bill.  The  bill,  introduced  in  the  House 
by  Representative  Hastings  (R.,  N.Y.),  pro- 
vides for  the  creation  of  a comprehensive 
emergency  medical  system  throughout  the 
Country.  Noting  that  several  emergency 
medical  service  proposals  are  pending.  Doc- 


tor Baker  commended  the  sponsors  for  their 
“responsiveness  to  what  is  so  clearly  a 
critical  public  need.’’  In  reviewing  the  role 
of  organized  medicine  in  the  provision  of 
emergency  care,  he  stated  that  there  are  cur- 
rently 7 two-year  emergency  residency  pro- 
grams in  operation,  with  an  additional  7 
scheduled  to  begin  by  July. 

Appearing  on  behalf  of  the  Administra- 
tion was  John  S.  Zapp,  D.D.S.,  Deputy  As- 
sistant Secretary  for  Legislation  (Health). 
Doctor  Zapp  opposed  the  enactment  of 
EMS  legislation  stating  that  “it  is  inappro- 
priate for  the  federal  government  to  create 
yet  another  categorical  legislative  program 
involving  potentially  large  scale  federal  sup- 
port for  the  development  of  emergency  medi- 
cal service  systems.’’  He  indicated  that  ex- 
isting authority  was  sufficient  to  support 
federal  demonstration  programs  in  the  EMS 
field. 


Medicare  Part  B premium 

The  supplementary  medical  insurance  de- 
ductible required  under  Part  B of  Medicare 
would  be  reduced  and  eventually  eliminated 
under  the  terms  of  legislation  introduced  by 
Senator  Humphrey  (D.,  Minn.).  S.  1143, 
the  Social  Security  and  Medicare  Reform 
Act  of  1973,  which  would  eliminate  the  pre- 
mium over  a five  year  period,  would  also 
modify  the  Medicare  financing  system  so 
that  the  program  would  be  funded  from 
general  revenues  rather  than  payroll  taxes. 


Medicine  and  religion 

A meeting  was  held  recently  at  the  Omaha 
Medical  Society  offices  as  a joint  effort  of 
the  Omaha  Medical  Society  and  the  Omaha 
Institutional  Chaplains  Association.  As  a 
result  of  this  meeting  a Committee  on  Medi- 
cine and  Religion,  consisting  of  members 
of  the  two  organizations,  was  formed. 

The  Committee  hopes  to  develop  an  on- 
going program  to  develop  better  patient 
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care  in  hospitals  and  in  the  general  health 
care  field. 

This  will  be  accomplished  by  an  increased 
interchange  of  ideas  and  knowledge  of  the 
representatives  of  medicine  and  religion 
which  is  aimed  at  improving  total  patient 
care  by  developing  closer  relationships  be- 
tween area  physicians  and  ministers. 


PHS  act  extension,  again 

Reversing  an  earlier  parliamentary  move, 
the  Senate  this  week  referred  S.  1136  to  the 
Committee  on  Labor  and  Public  Welfare  for 
hearings.  The  bill,  an  omnibus  one-year  ex- 
tension of  expiring  authorities  in  the  Public 
Health  Service  Act  and  Community  Mental 
Health  Centers  Act,  had  originally  been 
scheduled  for  floor  action  without  hearings. 
Secretary  of  HEW,  Caspar  W.  Weinberger, 
is  expected  to  present  the  Administration’s 
position  on  the  legislation  which  is  to  be 
reported  back  to  the  Senate  within  two 
weeks. 

Child  abuse 

Senator  Mondale  (D.,  Minn.)  has  intro- 
duced S.  1191  to  establish  a National  Center 
on  Child  Abuse  and  Neglect  and  to  provide 
financial  assistance  for  a demonstration  pro- 
gram for  the  prevention,  identification,  and 
treatment  of  child  abuse  and  neglect.  A 
National  Center  would  be  created  to  monitor 
research,  to  maintain  a clearinghouse  on 
child  abuse  programs  and  to  compile  and 
publish  training  material  for  persons  work- 
ing in  the  field.  Demonstration  grants 
would  also  be  used  for  the  training  of  per- 
sonnel to  serve  areas  presently  lacking  pro- 
grams on  child  abuse.  The  measure  would 
further  create  a National  Commission  on 
Child  Abuse  and  Neglect. 


Alcoholism  prevention 

Senator  Hughes  (D.,  la.)  and  20  cospon- 
sors have  introduced  S.  1125,  the  Compre- 
hensive Alcohol  Abuse  and  Alcoholism  Pre- 
vention, Treatment,  and  Rehabilitation  Act 
Amendments  of  1973,  calling  for  a three 
year  extension  of  existing  project  and  for- 


mula grant  authorities.  In  addition,  the 
bill  would  authorize  funds  to  states  to  im- 
plement the  Uniform  Alcoholism  and  Intoxi- 
cation Treatment  Act  which  has  been  recom- 
mended by  the  Commissioners  on  Uniform 
State  Laws.  Senator  Hughes  commented 
that  several  states  are  in  the  process  of 
adopting  the  uniform  act  but  the  expense 
of  required  treatment  facilities  is  causing 
delays  in  the  implementation  of  such  pro- 
grams. Grant  funds  for  the  develo])ment 
of  these  facilities  would  be  provided  under 
the  pending  bill. 


Aneurysms  of  Extracranial  Carotid  Artery — 
H.  A.  Kaupp  et  al  (J.  J.  Bergan,  303  E 
Chicago  Ave,  Chicago  60611).  Surgery 
72:946-952  (Dec)  1972. 

In  surgical  treatment  of  13  aneurysms  of 
the  cervical  carotid  artery  found  in  eight  pa- 
tients, two  types  of  aneurysms  were  en- 
countered. Fusiform,  bilateral  bifurcation 
aneurysms  were  distinctly  different  morpho- 
logically from  saccular,  unilateral  lesions  af- 
fecting the  internal  carotid  or  the  common 
carotid  trunk.  Ideal  treatment  of  such  le- 
sions involves  resection  of  the  aneurysm  with 
end-to-end  anastomosis  of  the  remaining  ves- 
sels. The  only  neurological  deficit  produced 
by  surgery  in  this  group  of  patients  was 
caused'by  inability  to  reconstruct  the  internal 
carotid  artery. 

Celiac  Artery  Compression  Syndrome:  Does 
It  Exist?  D.  E.  Szilagyi  et  al  (Henry  Ford 
Hosp,  Detroit  48202).  Surgery  72:849-863 
(Dec)  1972. 

Of  157  celiac  arteriograms  performed  both 
in  search  of  cause  for  vague  abdominal  symp- 
toms and  in  the  study  of  suspected  abdominal 
diseases,  49.7%  of  the  patients  showed  some 
degree  of  stenosis  of  the  celiac  axis,  with  con- 
siderable range  of  variations  in  anatomical 
detail.  No  correlation  could  be  found  be- 
tween the  existence  of  celiac  arterial  narrow- 
ing, degree  of  narrowing,  and  presence  of 
collaterals,  on  the  one  hand,  and  such  symp- 
toms and  signs  as  abdominal  pain  and  weight 
loss  on  the  other. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

During  the  year  of  his  being  President  of 
the  Nebraska  Medical  Association,  Dr.  Roger 
Mason  was  able  to  accomplish  many  things 
for  the  good  of  the  membership. 

Included  was  a dialogue  and  a good  work- 
ing relationship  with  the  St.  Paul  Insurance 
Company. 

At  this  point  the  members  of  the  Ne- 
braska Medical  Association  were  urged  to 
let  the  St.  Paul  Company  carry  their  mal- 
practice insurance. 

Unfortunately  my  experience  with  the  St. 
Paul  Company  had  not  been  a happy  one. 
Sometime  before,  my  associates  and  I had 
been  refused  renewal  of  our  coverage  after 
several  years  with  the  St.  Paul  Company. 
At  the  time  of  the  incident  the  reasons  for 
non-renewal  were  not  explained. 

When  I became  President  of  the  Ne- 
braska Medical  Association  in  May  of  1972 
I felt  that  explanations  were  in  order  be- 
fore I could  in  good  faith,  urge  the  mem- 
bers of  the  Nebraska  Medical  Association  to 
go  with  the  St.  Paul  Company.  After  pre- 
liminary talks  and  finally  with  one  or  two 
meetings  with  officials  of  the  St.  Paul  Com- 
pany the  mystery  was  solved.  Responsible 
officials  of  the  company  admitted  that  the 
cause  for  non-renewal  was  rather  arbitrary 
and  capricious.  Apparently  personalities 
were  involved.  I remarked  that  in  my 
opinion  this  was  no  time  to  run  a personality 
contest. 

Because  of  St.  Paul’s  refusal  to  renew  our 
coverage  for  Professional  Liability  we  were 
forced  to  go  with  another  company.  When 
it  came  time  to  renew  our  umbrella  cover- 
age it  was  discovered  that  our  basic  cover- 
age with  the  new  company  was  not  adequate. 
This  in  spite  of  the  fact  that  we  repeatedly 
told  the  agent  for  the  new  company  we 
wanted  the  same  coverage  previously  offered 
by  the  St.  Paul  Company.  We  were  led  to 
believe  that  we  had  the  same  coverage,  even 
though  it  was  a lesser  premium. 

Due  to  this  chain  of  unhappy  events  I 


assured  the  St.  Paul  officials  that  if  this 
was  the  way  they  intended  to  handle  our 
Malpractice  Claims  that  I,  for  one,  could 
not  support  them.  As  President  of  the 
NMA,  I would  be  doing  a disservice  to  my 
colleagues  in  urging  them  to  participate  with 
St.  Paul. 

At  this  juncture  the  St.  Paul  Company 
came  through  with  colors  flying.  Not  only 
sincere  apologies  for  what  had  transpired  — 
admitting  they  were  in  error,  but  willing 
to  make  monetary  adjustments  to  cover  our 
lack  of  adequate  coverage  during  two  years 
with  the  other  company. 

It  is  a year  later,  but  I can,  in  all  good 
faith  urge  all  the  members  of  the  NMA, 
to  go  with  the  St.  Paul  Insurance  Company. 
In  having  more  of  the  members  of  the  Ne- 
braska Medical  Association  enrolled  with  the 
St.  Paul  Group  they  can  help  us  in  holding 
the  line  on  rate  increases.  Your  Insurance 
Committee  can  testify  to  this  fact.  With 
the  communication  bari'ier  removed  by  your 
previous  President,  the  St.  Paul  officials 
feel  free  to  discuss  problem  areas  - — seek 
advice  in  certain  cases  — and  overall  try 
to  do  their  best  for  us.  Even  at  this  writ- 
ing, the  St.  Paul  people,  after  consultation 
with  your  Insurance  Committee,  accepted  a 
doctor  for  coverage  who  still  had  a malprac- 
tice suit  ])ending  against  him.  True,  the  mal- 
practice claim  is  still  the  responsibility  of 
the  previous  carrier.  But  the  physician  be- 
ing a member  in  good  standing  of  the  Ne- 
braska Medical  Association,  and  known  by 
the  Association  to  be  capable  and  trust- 
worthy, the  Insurance  Committee  felt,  they 
could  go  on  the  line  for  the  Doctor  and 
urged  St.  Paul  to  accept  him  for  coverage, 
in  spite  of  the  pending  malpractice  suit. 

So,  our  former  President  did  select  a good 
company  in  the  St.  Paul  Company.  They 
will  admit  mistakes  — they  want  to  talk  — 
they  welcome  constructive  criticism  — they 
want  to  be  reasonable.  For  the  sake  of  es- 
tablishing a more  unifying  force  in  the  Ne- 
braska Medical  Association  join  up  with 
them  and  with  us  when  you  can. 

FRANK  P.  STONE,  M.D. 


170 


Nebraska  M.  J. 


Between  Cases 


The  Physical. 

“His  blood  pressure  was  102/105.” 

Words  We  Can  Do  Without. 

Ambivalent,  categorically,  clout. 

On  Sobriety. 

“All  the  great  villainies  of  history  have 
been  perpetrated  by  sober  men.” 

Mencken 

On  Surgery. 

“Surgeons  must  be  very  careful  when  they 
take  the  knife!” 

Emily  Dickinson 

You  Belong  To  Me. 

“If  I keep  a cow,  that  cow  milks  me.” 

Emerson 

On  Dieting. 

“He  who  indulges,  bulges.” 

Rydberg 

Costs, 

“A  hospital  should  also  have  a recovery 
room  adjoining  the  cashier’s  office.” 

O’Walsh 

The  Simplest  Intelligence  Test  I Know. 

Most  coughs  are  unnecessary;  smart  peo- 
ple don’t  cough.  You  can  divide  the 
world  into  2 groups,  those  who  cough 
and  the  ones  who  don’t. 

Multiply  the  number  of  coughs  per  hour 
by  5,  subtract  that  from  100,  and  you 
have  the  IQ. 

Maybe  it’s  nice  people  who  don’t  cough, 
and  the  formula  is  for  the  nice  Q in- 
stead of  the  IQ.  But  then,  ice  cubes 
are  nice  cubes. 

The  Panel. 

“This  is  a very  important  question.  We 
do  not  yet  have  the  answer.” 


Department  Of  Calculations. 

1.  The  human  body  contains  50  trillion 
cells. 

2.  23  out  of  every  1,000  women  develop 
cervical  cancer. 

3.  The  number  of  bacteria  in  the  U.S. 
has  been  found  to  be  lO^^;  that’s  ten 
million  billion  billion,  give  or  take  one 
or  two  that  didn’t  get  counted.  It’s 
just  an  estimate,  of  course,  but  there 
are  more  of  them  than  there  are  of 
us,  and  the  estimate  is  old. 

Our  Psychology  Course. 

a.  If  you  ask  a waitress  what  kind  of 
soup  they  have,  she  will  never  know. 

b.  If  you  ask  for  coffee  and  specify  with 
cream,  it  will  always  come  without 
cream. 

On  Writing  As  A Fine  Art. 

“One  dollar  and  eighty  - seven  cents.” 
That’s  how  The  Gift  Of  The  Magi  be- 
gins. “And  sixty  cents  of  it  was  in 
pennies.”  Well,  you  can’t  do  it,  but  then 
Scott  Fitzgerald  couldn’t  spell. 

0 To  Be  In  Russia. 

The  USSR  has  no  generalists;  all  doctors 
are  specialists. 

Life  Span  Of  Some  Vertebrates. 

“A  dog  lives  as  long  as  its  teeth.” 

Anon 

On  The  Bladder. 

“False  modesty  has  ruined  more  kidneys 
than  drink.” 

Anon 

On  Pathology. 

“Sickness  tells  us  what  we  are.” 

Proverb 

The  Pathologist. 

“.  . . tissues  in  slices  — a pathological 
salami.” 

Plath 
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The  Recording  Record. 

I have  known  as  many  dead  people  as  live 
ones,  and  I think  I have  talked  to  as 
many  recordings  as  people,  although 
there  really  isn’t  much  difference  be- 
tween an  electronically  produced  simula- 
tion of  a voice  and  an  electronically  made 
recording.  Neither  is  live;  the  person 
whose  words  you  heai’  in  a telephone 
conversation  spoke  some  time  before 
you  hear  him,  and  you  are  really  listen- 
ing to  a reproduction  of  his  voice;  and 
in  a sense,  everything  you  hear  is  a 
recording. 

I am  a great  misdialler  and  a caller  after 
hours,  and  I always  get  a recording.  I 
have  accumulated  the  world’s  greatest 
collection  of  recordings,  and  1 am  be- 
ginning to  talk  back. 

Now  You  Know. 

The  official  name  of  Medicaid  is  Medical 
Assistance. 

How  It  Got  Its  Name. 

Xanthine,  from  xanthos,  meaning  yellow, 
is  white. 

The  Physical. 

“The  pulse  in  the  left  leg  was  4-|-  radial.” 

Acronyms  I Didn’t  Make  Up. 

HOW:  Happiness  of  women.  AWARE: 
American  women  are  richly  endowed. 
ERA : Equal  rights  amendment.  AIA : 
Athletes  in  action.  NOW:  Negotiable 
order  of  withdrawal.  TOOTS:  Teaching 
of  orthopedic  tots.” 

On  Statistics. 

“For  example”  is  not  proof. 

Proverb. 

Eye  And  Ear. 

At  a medical  meeting  that  demanded  my 
presence  recently,  I noticed  that  every- 
body, 80%,  that  is,  wore  eyeglasses.  I 
wonder  how  much  ear  trouble  is  caused 
by  wearing  glasses. 

There’s  pince-nez,  of  course,  but  there 
goes  your  nose. 


The  Time  I Broke  The  Four-Minute  Mile. 

When  the  little  Coles  were  little  enough 
to  be  conned,  we  were  going  by  the  foot- 
ball stadium,  and  I stopped  and  we  all 
went  in.  I carefully  measured  off  what 
easily  resembled  a sixty-fourth  of  a 
mile,  and  then  I ran  it  in  a sixty-fourth 
of  four  minutes.  Whereupon,  having 
demonstrated  that  I was  a four-minute 
mile  runner,  I stopped,  and  we  all  got 
back  in  the  car,  which,  in  those  days, 
could  do  a mile  in  four  minutes  in  sec- 
ond gear. 

Now  that  everybody  is  running  the  mile 
in  four  minutes,  and  I cannot  think 
what  took  them  so  long  to  do  it,  I think 
it  is  time  to  show  that  it  was  I who 
first  broke  the  four  - minute  barrier, 
and  this  will  prove  it. 

F.C. 


Reconstruction  of  Aortic  Valve:  Correcting 
Valve  Incompetence  Due  to  Aortic  Dissect- 
ing Aneurysm — J.  J.  Collins,  Jr.  (Peter  Bent 
Brigham  Hosp,  Boston  02115)  and  L.  H. 
Cohn.  Arch  Surg  106:35-37  (Jan)  1973. 

Reconstruction  of  the  aortic  base  in  three 
patients  with  dissecting  aneurysms  involving 
the  ascending  aorta  with  concomitant  aortic 
insufficiency  is  reported.  A new  technique 
for  buttressing  the  aortic  base  by  inter- 
position of  cloth  between  the  intima  and  ad- 
ventitia has  provided  a means  for  preserva- 
tion of  the  native  aortic  valve  leaflets  while 
reinforcing  the  aortic  base  to  prevent  late 
dilatation. 


Atrial  Myxoma : Cause  of  Embolic  Stroke  — 

G.  A.  Schwarz  et  al  (133  S 36th  St,  Phila- 
delphia 19104).  Neurology  22:1112-1121 
(Nov)  1972. 

Three  cases  of  atrial  myxoma  are  de- 
scribed. Cerebral  and  systemic  emboli  in 
the  first  patient  occurred  following  cardiac 
massage  for  cardiac  arrest.  In  the  other  two, 
the  tumor  was  diagnosed  early  and  surgical 
removal  was  successful. 
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Down  Memory  Lane 


1.  Among  the  most  important  public 
health  problems  confronting  the  medical 
profession  today  is  that  of  cancer  control. 

2.  While  stationed  at  one  of  our  army 
camps  where  routine  cardio-vascular  exam- 
inations were  being  conducted  by  medical 
officers  of  considerable  diagnostic  experi- 
ence I was  surprised  to  find  such  a marked 
difference  of  opinion  in  regard  to  the  inter- 
pretation of  a systolic  murmur. 

3.  Although  mechanical  devices  are  in- 
dispensable in  the  accurate  determination  of 
certain  types  of  arrhythmia,  many  of  the 
common  clinical  disorders  of  the  heart  beat 
can  be  recognized  by  careful  physical  ex- 
amination alone. 

4.  We  know  that  the  heart  muscle  is  sub- 
ject to  the  same  diseases  as  any  other  or- 
gan. 

5.  In  London  postgraduate  teaching  is 
rapidly  becoming  a definite  fact. 

6.  The  patient  was  completely  paralyzed 
below  the  level  of  the  second  dorsal  seg- 


The Letter  Box 

To  the  Editor: 

Doctor  Kaufman’s  experience  in  treating 
drug  abusers  in  our  area  is  well  known  and 
his  remarks  regarding  our  article  on  “Street 
Drug  Abuse”  further  clarifies  the  informa- 
tion provided.  More  specifically,  regarding 
the  use  of  naloxone  hydrochloride  (Narcan) 
in  the  treatment  of  acute  overdosage  with 
opiates,  I agree  that  it  has  recently  become 
the  one  of  choice.  However,  nalorphine,  de- 
spite its  agonistic,  morphine  like  effects,  is 
still  well  represented  in  our  therapeutic 
armamentarium  and  it  has  been  time  test- 
ed. Undoubtedly,  substitution  of  an  allyl, 
propyl,  etc.  group  for  the  N-methyl  group  in 
many  opiates,  would  make  available  numer- 
ous narcotic  antagonists  in  the  everyday 


ment  and  two  weeks  after  the  operation 
walked  from  the  hospital  with  practically  no 
evidence  of  motor  impairment. 

7.  About  one  year  ago  Drs.  Banting  and 
Best,  working  in  the  laboratories  of  the  Uni- 
versity of  Toronto,  succeeded  in  isolating 
from  the  pancreas  of  a five  month  calf  fetus 
a product  capable  of  reducing  the  percentage 
of  blood  sugar  in  diabetic  animals. 

8.  The  W.C.T.U.  of  Kearney,  for  several 
years  interested  in  the  hospital  problem,  has 
purchased  a modern  22-room  residence  and 
will  occupy  it  for  hospital  purposes. 

9.  In  Edinburgh  one  is  at  once  struck 
with  the  great  number  of  cases  of  tubercular 
peritonitis. 

10.  Every  year  we  see  one  or  more  chil- 
dren with  glioma  whose  parents  have  been 
told  that  it  had  cataract  and  that  there  was 
no  danger  in  waiting. 

Nebraska  State  Medical  Journal 
May,  1923 


practice  in  the  future.  The  latter  would  be 
particularly  true  when  our  knowledge  about 
specific  site  of  action  and  counteraction  of 
these  drugs  is  further  expanded  and  com- 
pleted. For  the  time  being  only  time 
would  prove  the  effectiveness  of  narcotic  an- 
tagonists in  their  competitive  action  for  the 
appropriate  receptors  in  the  central  nerv- 
ous system. 

Very  truly  yours, 

G.  A.  Maragos,  M.D. 

x4ssistant  Clinical  Professor  of 
Pediatrics  Creighton  Uni- 
versity School  of  Medicine; 

Chairman,  Drug  Abuse  Commit- 
tee American  Association 
Poison  Control  Center  5 
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U of  N College  of  Medicine, 
M^A-SAMA  Chapter 

began  the  1972-73  academic  year 
acutely  aware  that  women  today  are  look- 
ing for  meaningful  involvement.  As  our 
varied  interests  covered  a wide  spectrum  we 
looked  for  our  organization  to  provide  stimu- 
lus — avenues,  not  stifling  conformity  as 
is  now  so  frequently  construed. 

To  meet  the  challenge  presented  by  en- 
thusiastic members,  our  program  focus  in- 
cluded the  three-year  curriculum,  a panel 
discussion  by  an  internist,  a psychiatrist, 
and  a dietician  entitled,  “How  to  Help  Your 
Husband  Live  Longer,”  an  informal  pot- 
luck  goodie  and  recipe  exchange,  a presen- 
tation of  the  Lamaze  method,  the  national 
WA-SAMA  slide  show  stressing  our  WA- 
SAMA  and  our  SAMA  and  WA-AMA  affilia- 
tions, a policewoman  outlining  self-defense 
and  common  sense,  and  enlightenment  on 
women’s  liberation. 

Beyond  our  “formal  meeting  format,” 
areas  of  emphasis  included  I)ecoming  more 


personally  acquainted  with  WA-AMA  and 
national  WA-SAMA,  intensifying  our  ef- 
forts to  welcome  potential  members  and  their 
husbands  as  they  arrived  in  July,  sponsoring 
the  Mexican  Market  Place,  a holiday  bazaar 
featuring,  exclusively,  handmade  items  net- 
ting close  to  $500  shared  by  Hattie  B.  Mun- 
roe  and  N.P.I.’s  adolescent  unit,  and  in  re- 
investment in  next  year’s  effort,  hostessing 
our  regional  WA-SAMA  convention,  and 
planning  for  a final  fling  with  a May 
brunch. 

We  feel  we  continue  to  accomplish  our 
goals  of  meeting  and  enjoying  the  com- 
pany of  other  wives  as  we  begin  to  and 
continue  to  realize  that  our  husband’s  time 
is  limited,  while  we  attempt  to  broaden  our 
own  horizons,  developing  new  interests  and 
self-awareness,  becoming  significantly  in- 
volved in  social  issues  related  to  medicine, 
in  seeking  to  be  of  service  to  our  medical 
center,  and  in  coming  to  share  more  sensi- 
tively and  understandingly  in  our  husband’s 
needs,  concerns,  frustrations,  and  in  his 
essential  career  direction  decisions. 

We  continually  look  to  ourselves  and  our 
environments  for  direction  and  find  the  pos- 
sibilities . . . UNLIMITED! 

Mrs.  Christopher  J.  Wrenn 


Wash  ingtoNotes 


Another  diet  book 

The  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association  has  labeled 
the  dietary  recommendations  of  the  current 
best-seller  book,  “Dr.  Atkins’  Diet  Revolu- 
tion,” as  unscientific  and  potentially  dan- 
gerous to  health. 

The  book  recommends  a sharply  restricted 
intake  of  carbohydrates  to  lose  weight.  The 
author  is  Robert  C.  Atkins,  M.D.,  of  New 
York  City. 

“The  ‘diet  revolution’  is  neither  new  nor 
revolutionary,”  the  AMA  Council  declared  in 
a formal  statement  analyzing  the  book’s  rec- 


ommendations. “It  is  a variant  of  the  ‘fa- 
miliar’ low  carbohydrate  diet  that  has  been 
promulgated  for  years.  The  rationale  ad- 
vanced to  justify  the  diet  is,  for  the  most 
part,  without  scientific  merit.” 

Even  more  serious:  “The  Council  is  deep- 
ly concerned  about  any  diet  that  advocates 
an  ‘unlimited’  intake  of  saturated  fats  and 
cholesterol-rich  foods.” 

The  book  states  that  the  diet  promotes 
production  of  a “fat  mobilizing  hormone” 
(FMH)  . . . “and  the  production  of  FMH 
is  the  whole  purpose  of  this  diet  — and  the 
reason  it  works  when  all  other  diets  fail.” 
According  to  Dr.  Atkins,  “FMH  releases 
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energy  into  your  bloodstream  by  causing  the 
stored  fat  to  convert  to  carbohydrate.” 

No  such  hormone  as  a “fat  mobilizing  hor- 
mone,” has  been  established  in  man,  said 
the  AMA  Council.  In  addition,  no  appre- 
ciable conversion  of  fat  to  carbohydrate  oc- 
curs in  the  human  body. 

Fees  and  phase  3 

The  Administration  has  notified  the 
American  Medical  Association  it  is  “pre- 
pared to  review  thoroughly  the  regulations 
governing  the  medical  profession”  in  the 
Phase  3 controls  that  continue  the  limits 
on  physicians’  fee  increases. 

“As  you  know,”  wrote  John  Dunlop,  Di- 
rector of  the  Cost  of  Living  Council,  to 
John  R.  Kernodle,  M.D.,  Chairman  of  the 
AMA  Board  of  Trustees,  “the  health  field 
has  been  persistently  among  the  most  in- 
flationary areas  in  our  economy,  and  I am 
sure  it  is  our  goal  to  alter  that  trend.” 

The  AMA  had  told  the  President  that 
physicians’  fees  rose  only  1.7  per  cent  dur- 
ing the  first  12  months  of  Phase  2.  “.  . . we 
have  surpassed  the  original  expectations,” 
said  Dr.  Kei'nodle  in  the  AMA  letter  to  the 
President.  “In  view  of  our  demonstrated 
success  during  the  past  year,  you  can 
imagine  our  dismay  . . . that  the  medical 
profession  has  once  again  been  singled  out 
under  special  controls.” 


Human  subjects  and  research 

The  use  of  human  subjects  in  medical  re- 
search is  essential  for  the  benefit  of  so- 
ciety, the  AMA  told  Congress. 

The  AMA  comments  were  made  to  Sen- 
ator Kennedy’s  Senate  health  subcommittee 
in  hearings  on  the  subject  of  human  experi- 
mentation and  if  a need  exists  for  federal 
legislation  to  forestall  abuses. 

William  R.  Barclay,  M.D.,  Assistant  Vice 
President  of  the  AMA,  told  the  senators  that, 
“The  practice  of  medicine  is  both  an  art 
and  a science,  and  we  are  constantly  seek- 
ing new  means  to  improve  the  quality  and 
length  of  life.  But  if  we  are  to  continue  to 


improve  our  high  standards  of  patient  care, 
we  must  maintain  our  initiatives  in  biomed- 
ical research.” 

“A  medical  experiment  with  human  sub- 
jects is  sometimes  referred  to  as  a clinical 
trial.  A well  designed  clinical  trial  has  ele- 
ments in  its  design  which  assure  that  it 
will  be  a useful  and  a justifiable  undertak- 
ing. 

“.  . . Through  the  process  of  clinical  in- 
vestigation, which  we  have  described  here, 
drugs  and  procedures  become  available  for 
widespread  usage  in  patient  care.” 


Emergency  care 

It  appears  likely  that  Congress  this  year 
will  pass  legislation  to  improve  emergency 
medical  services  throughout  the  nation. 
Both  the  Senate  and  the  House  have  opened 
hearings  on  several  bills  that  would  provide 
federal  funds  to  assist  local  governments  in 
improving  ambulance  and  emergency  room 
services. 

Among  the  major  bills  addressing  itself 
to  emergency  medical  care  is  one  developed 
by  the  AMA.  Sponsored  by  Senator  J.  Glenn 
Beall  (R.,  Md.)  and  by  Representative 
James  Hastings  (R.,  N.Y.),  the  AMA  bills 
(S.  654  and  H.R.  4952)  provide  for  the  es- 
tablishment of  a comprehensive  emergency 
medical  system  across  the  nation.  Direc- 
tion and  financial  assistance  would  be  at 
the  federal  level,  but  the  programs  would 
be  developed  at  the  community  level. 

There  are  currently  seven  two-year  emer- 
gency residency  programs  in  operation.  Be- 
ginning on  July  1,  1973,  there  will  be  an 
additional  seven  residency  programs  opera- 
tional. In  addition,  there  are  three  institu- 
tions conducting  short-course  training  pro- 
grams in  the  field  of  emei'gency  medicine. 

Drugs 

While  the  abuses  of  alcohol,  heroin,  and 
other  drugs  show  no  signs  of  disappearing 
soon  and  may  even  increase,  drugs  do  not 
threaten  to  destroy  society,  the  National 
Commission  on  Marijuana  and  Drug  Abuse 
has  told  Congress  and  President  Nixon. 
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Making-  more  than  100  recommendations 
to  deemphasize  government  involvement  in 
the  drug  field,  which  the  panel  sharply  criti- 
cized, and  reemphasized  family,  church,  and 
community  involvement,  the  481-page  report 
concluded : 

— “The  Commission  sees  little  evidence  of 
any  decline  in  the  rate  of  experimental  use, 
particularly  of  marijuana  and  hallucinogenic 
drugs,  by  young  people  . . . Youthful  ex- 
perimentation will  remain  one  of  the  most 
difficult  aspects  of  the  drug  problem.” 

— “The  Commission  does  not  anticipate 
a quick  end  to  the  heroin  problem.  A large 
segment  of  the  current  heroin-dependent 
population  resists  any  form  of  treatment 
while  new  users  continue  to  be  recruited.” 

— “The  Commission  does  not  anticipate 
the  imminent  discovery  of  a cure  or  vaccine 
for  drug  dependence.  Compulsive  drug  use 
does  not  seem  to  be  the  kind  of  phenomenon 
for  which  science  will  discover  a ‘magic 
bullet’.” 

— “The  Commission  foresees  a possible 
continuing  increase  in  the  already  extensive 
phenomenon  of  circumstantial  use,  slowed 
only  by  reduced  availability  of  specific  sub- 
stances within  legitimate  medical  channels. 
Only  an  effective  long-term  policy  can  fore- 
stall or  diminish  this  development.” 

- — “The  drug  problem,  as  perplexing  and 
extensive  as  it  is,  is  not  going  to  bring 
about  the  collapse  of  our  society.  We  will 
make  some  progress  in  dealing  with  it, 


but  we  should  not  harbor  unrealistic  hopes 
for  the  future.” 


Health  insurance 

Senator  Thomas  McIntyre  (D.,  N.H.)  and 
Representative  Omar  Burleson  (D.,  Texas) 
introduced  the  National  Health  Care  Act  of 
1973,  the  plan  developed  by  the  private 
health  insurance  companies. 

The  1973  proposal  provides  catastrophic 
health  insurance  for  every  individual  up  to 
$2.50,000.  Any  person  who  incurs  $5,000 
or  more  in  medical  expenses  during  a 12- 
month  period  would  be  eligible  for  up  to 
$250,000  in  benefits,  even  if  some  or  all 
of  his  expense  is  reimbursed  by  insurance. 
McIntyre  and  Burleson  said  this  new  provi- 
sion answers  a major  health  fear  of  millions 
of  Americans  — fear  of  catastrophic  illness 
or  injury. 

Cost  to  the  government  in  new  revenues 
would  be  $8.1  billion.  The  bill  provides  tax 
disincentives  for  employers  whose  group 
plans  don’t  meet  standards  and  tax  incen- 
tives for  individuals  not  belonging  to  groups 
to  encourage  purchase  of  insurance.  State 
pool  plans  are  provided  for  the  poor  and 
near  poor. 

The  health  insurance  industry  bill  now 
brings  the  count  of  major  national  health 
insurance  proposals  to  three  . . . AMA’s 
Medicredit  plan  and  the  sweeping  proposal 
of  organized  labor  were  introduced  earlier. 
Still  to  be  seen  is  this  year’s  proposal  of  the 
Nixon  Administration. 


Welcome  New 


Jack  R.  Anderson,  M.D. 
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Lincoln,  Nebraska  68.528 
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Richard  B.  Koefoot,  M.D. 
6001  Oak  Hills  Drive 
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Terrence  J.  Kolbeck,  M.D. 
6520  Redick  Avenue 
Omaha,  Nebraska  68152 

Joseph  A.  Longo,  Sr. 

9015  Arbor  Street 
Omaha,  Nebraska  68124 

John  L.  McFee,  M.D. 
Albion,  Nebraska  68620 

Stanley  R.  Neil,  M.D. 
Norfolk  Regional  Center 
Norfolk,  Nebraska  68701 

Kenneth  Pierson,  M.D. 

Box  22 
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It^s  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Protective  paneling 

A new  line  of  decorator  protective  panel- 
ing, especially  designed  to  provide  radio- 
logical protection  for  personnel  operating 
x-ray  equipment,  has  been  introduced  by  the 
General  Electric  Company. 

The  modular  paneling  features  a patented 
locking  system  which  permits  fast  and  sim- 
ple installation  of  control  booths,  walls, 
room  dividers,  and  other  structures.  If  a 
different  arrangement  is  desired,  existing 
installations  can  be  quickly  dismantled  and 
reerected. 

All  panel  units  are  seven  feet  high  and 
2%  inches  thick.  Panels  are  constructed  of 


Raymond  E.  Records,  M.D. 

Uni.  of  Nebi'.  Medical  Center 
Omaha,  Nebraska  68105 

James  V.  Reiss,  M.D. 

1107  East  Bismark 

Grand  Island,  Nebraska  68801 

E.  Ropp,  M.D. 

3912  Avenue  B 
Scottsbluff,  Nebraska  69361 

Robert  D.  Sparks,  M.D. 

Uni.  of  Nel)r.  Medical  Center 
Omaha,  Nebraska  68105 

Ronald  L.  Wax,  M.D. 

8300  Dodge  Street,  #427 
Omaha,  Nebraska  68114 


GE’s  Decorator  Protective  Paneling 


heavy  gage  steel  and  lined  with  1/ 16-inch 
lead  sheets  providing  shielding  equivalent 
to  1.5  mm  lead.  A wide  selection  of  panel 
widths,  up  to  48  inches,  with  or  without 
lead  glass  windows  (six  sizes),  may  be  spe- 
cified. Corner  couplings  of  30,  45,  60  and 
90  degrees  are  available  to  closely  match 
installation  requirements.  Colors  available 
include  oyster  gray  and  GE’s  Textolite® 
Coachwood  texture. 
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W'rite  General  Electric  Company,  Medical 
Systems  Division,  4855  Electric  Avenue, 
Milwaukee,  WI  52301.  In  Canada,  General 
Electric  Medical  Systems  Limited,  3311  Bay- 
view  Ave.,  Toronto,  Ont. 

Tube  dryer 

Fast  drying  of  tubing  used  in  respiratory 
care  and  anesthesiology  departments  is  an 
advantage  claimed  by  3M  Company  for  a 
new  tube  dryer. 

The  Steri-Vac  brand  tube  dryer  is  ae- 
signed  to  complement  3M  gas  sterilizers  and 
aeration  cabinets.  It  can  dry  30  large  cor- 
rugated tubes  or  many  more  small  tubes 
at  one  time. 

Forced  warm  air  reduces  drying  time  from 
hours  to  a few  minutes.  Elimination  of 
water  droplets  in  the  tubing  also  removes 
a possible  reservoir  for  bacteria. 

The  tubes  are  held  in  place  by  split  discs 
which  permit  easy  insertion  and  removal. 

The  unit  is  available  with  an  enclosure 
cabinet  which  includes  a wire  basket  for 
holding  other  breathing-circuit  apparatus. 

Further  information  is  available  from 
Medical  Products  division.  Department 
Me3-14,  P.O.  Box  33600,  3M  Company,  3M 
Center,  St.  Paul,  Minnesota  55133. 


Forced  warm  air  reduces  drying  time  of 
tubing  used  in  respiratory  care  and  anes- 
thesiology to  minutes  in  the  new  Steri-Vac 
brand  tube  dryer  by  .3M  Company.  Tubing 
of  all  sizes  is  held  in  place  by  split  discs. 
Other  miscellaneous  breathing-circuit  ap- 
paratus is  dryed  in  an  attachable  wire 
basket. 

— 3M  Company  photo  (73-251) 


Coming  Meetings 


CPJPPLED  CHILDREN’S  CLINICS  — 

May  5 — Norfolk,  Elks  Lodge 
May  12  — North  Platte,  Elks  Lodge 
June  2 — Hastings 
June  30  — Ogallala,  Elks  Lodge 

FIRST  BIENNIAL  PLAINS  STATES  RA- 
BIES CONFERENCE  — The  first  bien- 
nial plains  states  rabies  conference  spon- 
sored by  the  Nebraska  State  Department 
of  Health  in  cooperation  with  the  Univer- 
sity of  Nebraska  Center  for  Continuing 
Education  will  be  held  at  the  Center  for 
Continuing  Education,  33rd  and  Holdrege 


Streets,  University  of  Nebraska,  Lincoln 
on  May  31  and  June  1,  1973.  The  registra- 
tration  fee  will  be  $18.  Further  informa- 
tion may  be  obtained  from  Lester  Reid, 
Nebraska  Center  for  Continuing  Educa- 
tion, 33rd  and  Holdrege,  Lincoln,  Nebras- 
ka 68503. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  23-28,  1973,  Ameri- 
cana Hotel,  New  York,  New  York. 

OCCUPATIONAL  HEALTH  — 33rd  An- 
nual Congress,  AM  A,  at  the  Benjamin 
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Franklin  Hotel  in  Philadelphia,  Septem- 
ber 17-18,  1973. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to ; Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 


NATIONAL  CONFERENCE  ON  VIROL- 
OGY AND  IMMUNOLOGY  IN  HUMAN 
CANCER  — November  29,  1973  - Decem- 
ber 1,  1973,  Waldorf-Astoria  Hotel,  New 
York,  New  York;  sponsored  by  American 
Cancer  Society,  National  Cancer  Institute. 
Write  to:  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Virology  and  Immunology 
in  Human  Cancer,  Amei'ican  Cancer  So- 
ciety, Inc.,  219  East  42nd  Street,  New 
York,  New  York  10017. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  xA.naheim,  California. 


Our  Medical  Schools 


New  psychiatric  residency 

Dr.  Joseph  Holthaus,  Dean  of  the  Creigh- 
ton University  School  of  Medicine,  has  an- 
nounced the  establishment  of  a new  resi- 
dency program  in  the  school’s  psychiatry 
department  under  the  auspices  of  Creighton 
University  and  its  affiliated  hospitals.  The 
program  will  consist  of  a three-year  resi- 
dency beginning  July  1 of  this  year.  De- 
signed to  accept  three  new  residents  each 
year,  the  program  will  give  those  chosen 
an  opportunity  to  work  with  physicians  at 
two  hospitals  and  the  Creighton  Clinic, 
exposing  them  to  a broad  spectrum  of  clin- 
ical experiences. 


Metabolic  regulation 

The  fourth  annual  symposium  on  metab- 
olic regulation  will  be  held  at  the  University 
of  Nebraska  Medical  Center  June  11  and  12. 
This  year’s  topic  will  be  “Control  Processes 
in  Neoplasia.’’ 

Chairmen  are  Dr.  Myron  Mehlman,  on  sab- 
batical leave  from  the  department  of  bio- 
chemistry at  the  University  of  Nebraska 
Medical  Center,  and  Dr.  Richard  W.  Hanson 
of  the  Fels  Research  Institute  at  Temple 
University  School  of  Medicine. 

Other  speakers  from  the  Fels  Research 


Institute  are  Dr.  Emmanuel  Farber,  Dr. 
Thaddeus  Borun  and  Dr.  Sidney  Weinhouse. 

Other  guest  speakers:  Dr.  Ernest  Borek, 
and  Dr.  Sylvia  Kerr,  University  of  Colo- 
rado Medical  Center;  Dr.  Richard  Carch- 
man.  National  Cancer  Institute;  Dr.  Saul 
Kit,  Baylor  Lhiiversity  College  of  Medicine; 
Dr.  Gordon  Tomkins,  University  of  Cali- 
fornia at  San  Francisco;  Dr.  Francis  Ken- 
ney, Oak  Ridge  National  Laboratory ; Dr. 
Robert  Schimke,  Stanford  LMiversity  Medi- 
cal Chnter;  and  Dr.  Eugene  Knox,  Harvard 
Medical  School. 

Registration  fee  of  $25  includes  several 
coffee  breaks. 

The  symposium  is  supported  by  grants 
from  Hoffman-LaRoche,  Inc.;  Bly  Founda- 
tion ; Charles  Pfizer  and  Company,  Inc. ; 
Merck  Sharp  and  Dohme ; Eli  Lilly  Research 
Laboratories;  Upjohn  Company;  Schering 
Corporation;  Smith  Kline  and  French  Lab- 
oratories ; Sandoz  Pharmaceuticals ; G.  D. 
Searle  and  Company ; and  Mead  Johnson  Re- 
search Center. 

News  from  Creighton 

The  new  edition  of  Family  Practice,  a 
textbook  edited  by  Drs.  Conn,  Rakel  and 
Johnson,  contains  a chapter  written  by  Dr. 
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Henry  Lynch.  The  chapter  is  entitled 
“Genetic  Factors  and  Transmission  of  Dis- 
ease.” 

Dr.  Henry  Lynch  has  been  informed  that 
an  exhibit  entitled  “Mobile  Multiphasic  Can- 
cer Screening  Unit:  Implications  for  Can- 
cer Control”  has  been  accepted  for  presenta- 
tion at  the  forthcoming  meeting  of  the  AMA 
Annual  Convention  in  New  York  City  in 
June. 

Creighton  was  well  represented  at  the 
recent  American  Academy  of  Allei’gy  meet- 
ing. Papers  presented  included: 

— “Biochemical  Study  on  S p u t u m in 
Asthma  and  Emphysema,”  Hoda  A. 
Guirgis,  Ph.D.  and  Robert  G.  Townley, 

M.D. 

— “Duration  and  Specificity  of  Sodium 
Cromolyn  on  Allergen  Inhalation  Chal- 
lenges in  Asthmatic  Patients,”  B.  M. 
Kolotkin,  M.D.;  C.  K.  Lee,  Ph.D.;  R. 
G.  Townley,  M.D. 

— “The  Effect  of  Adrenergic  Drugs  and 
Atropine  on  the  Electrically  Stimulated 
Human  and  Guinea  Pig  Isolated  Tra- 
cheas,”  J.  Sippel,  B.S.C.;  R.  G.  Town- 
ley,  M.D.;  H.  H.  Gale,  Ph.D.;  H.  M. 
Guirgis,  Ph.D. 

— “The  Effect  of  Adrenergic  Drugs  on 
Mast  Cells,”  H.  M.  Guirgis,  Ph.D. ; C. 
Quinn;  R.  G.  Townley,  M.D. 

— “Effects  of  Disodium  Cromoglycate  on 
the  Intravenous  Infusion  of  Histamine 
in  Asthmatics,”  R.  G.  Townley,  M.D. ; 
B.  Kang,  M.D. ; Chong  - Kwan  Lee, 
M.D.,  Ph.D.;  B.  Kolotkin,  M.D. 


Handicapped  children 

A bill  to  provide  expanded  services  to 
Nebraska’s  handicapped  children  has  stimu- 
lated a pledge  from  Dr.  Paul  Pearson,  di- 
rector of  the  C.  Louis  Meyer  Children’s 
Rehabilitation  Institute  at  the  University 
of  Nebraska  Medical  Center. 

Gov.  J.  J.  Exon  signed  LB  102  with  the 
emergency  clause  a week  ago.  Dr.  Pearson 
said  he  and  his  staff  will  work  to  convert 


the  legislation  into  “one  of  the  finest  pro- 
grams of  its  kind  in  the  nation.” 

Said  Dr.  Pearson:  “For  the  first  time 

it  will  make  it  possible  for  us  to  provide 
not  only  an  assessment  of  the  child’s  needs 
and  the  development  of  a plan  to  meet  those 
needs,  but  most  importantly  the  staff  to 
follow  through  with  the  family  to  insure 
that  these  needs  are  met.” 

LB  102  and  its  companion  funding  bill 
for  $161,222  provide  the  legal  base  and 
the  money  for  the  State  Board  of  Education 
to  make  provisions  for  the  care  and  educa- 
tion of  multiply  handicapped  children  from 
birth  until  the  completion  of  a suitable  edu- 
cation up  to  age  21. 

The  law  also  provides  that  the  Medical 
Center  will  administer  the  program  in  co- 
operation with  the  institutions  of  higher 
education,  elementary  and  secondary  schools 
and  the  State  Department  of  Education. 

The  law  provides  for: 

— Diagnosis  and  evaluation  of  the  child’s 
abilities  and  needs  — both  medically  and 
educationally. 

— The  development  of  a plan  for  the  med- 
ical treatment  and  management  necessary 
to  relieve  as  many  of  the  physical  and  men- 
tal problems  as  possible. 

— The  development  of  an  educational  plan. 

— The  coordination  of  supportive  services 
at  the  local  level. 

Dr.  Pearson  said  the  immediate  effect 
on  MCRI  will  be  the  requirement  for  a 
considerable  expansion  of  diagnostic  and 
evaluation  capabilities  “since  this  is  the 
essential  entry  point  into  the  program.” 

He  said  he  anticipates  that  in  the  first 
year,  the  institute  will  evaluate  approximate- 
ly 100  more  children  than  in  the  past  year. 

Additional  staff  will  be  necessary  to  pro- 
vide case  management  or  coordination  of 
supportive  seiwices  for  the  family  to  help 
meet  the  constant  changes  in  the  needs  of 
the  child  involved. 

Dr.  Pearson  said  the  law  provides  that 
the  state  shall  pay  the  expenses  of  the  edu- 
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cational  program  although  the  parents  or 
guardians  of  multiply  handicapped  children 
who  are  able,  wholly  or  in  part,  to  provide 
for  support  and  care  may  be  required  to 
make  payment  for  diagnosis  of  the  child’s 
disabilities  and  for  medical  treatment  re- 
ceived under  the  program. 

He  noted  that  no  child  will  be  denied 
services  because  of  an  inability  on  the  part 
of  the  parents  to  pay  for  the  medical  por- 
tion of  the  program. 

Dr.  Pearson  said  that  an  important  spin- 
off feature  of  the  program  will  be  that 
medical  students,  physicians  in  specialty 
training,  special  education  teachers,  psy- 
chologists, and  students  in  other  disciplines 
will  benefit  in  their  training  from  the  op- 
portunity to  Avork  at  MCRI. 

Grant  to  study  newborns 

A research  project  designed  to  identify 
“silent”  diseases  in  newborn  babies  is  un- 
derway at  Saint  Joseph  Hospital  and  Arch- 
bishop Bergan  Mercy  Hospital  in  Omaha. 
Dr.  Robert  Luby,  Professor  and  Chairman 
of  the  Department  of  Obstetrics  and  Gyne- 
cology at  Creighton  University,  said,  “Some 
babies  are  born  with  crippling  diseases  that 
show  no  symptoms  at  birth.  If  detected  and 
treated  promptly,  some  of  these  can  be  con- 
trolled before  extensive  permanent  damage 
is  done.” 

A $2,000  grant  from  the  Greater  Omaha 
Chapter,  March  of  Dimes  will  help  defray 
the  expense  of  doing  blood  tests  on  nearly 
2,000  babies  born  at  the  two  hospitals  in- 
volved. When  the  tests  indicate  that  a new- 
born is  infected  with  a disease  that  is  not 
immediately  apparent,  further  tests  will  be 
made  to  identify  the  disease.  All  informa- 
tion gathered  will  be  given  to  the  infant’s 
attending  physician  for  further  analysis 
and  treatment. 

Continuing^  education 

The  University  of  Nebraska  Medical  Cen- 
ter’s continuing  education  center  will  pre- 
sent courses  in  five  outstate  locations  in 
June. 

“Infections  in  the  Urinary  Tract”  will  be 


presented  in  Norfolk  at  the  Elks  Club  June 
27 ; in  Lexington  at  the  Westside  Care  Home 
June  28;  in  Ogallala  at  the  Holiday  Inn  June 
29;  and  in  Scottsbluff  at  the  West  Nebras- 
ka General  Hospital  June  30. 

The  postgraduate  symposium  will  be  con- 
ducted by  the  Medical  Center’s  department 
of  urology.  Dr.  Francis  F.  Bartone,  pro- 
fessor and  chairman  of  the  department,  is 
coordinator. 

Hosts  at  the  outstate  locations  are  Dr. 
James  G.  Carlson,  Norfolk;  Dr.  Wayne  K. 
Weston,  Lexington;  Dr.  Edward  Holyoke, 
Jr.,  Ogallala;  and  Dr.  Douglas  Campbell, 
Scottsbluff. 

“Current  Issues  in  Psychiatry”  will  be 
presented  at  the  Holiday  Inn  in  Kearney 
June  14  and  at  the  Medical  Center  in  Omaha 
June  15. 

The  program  will  be  conducted  by  the 
Medical  Center’s  department  of  psychiatry. 
Dr.  William  B.  Long,  assistant  professor 
of  psychiatry,  at  the  Medical  Center,  is 
course  coordinator. 

Registration  fee  for  both  courses  is  $25. 


Books 

Handliook  of  Pediatrics,  by  Henry  K.  Silver,  M.D.; 
C.  Henry  Kempe,  M.D.,  and  Henry  B.  Bruyn,  M.D.; 
limp  cover;  11  by  17.5  cm  (4t4  by  7 in.);  693  pages; 
10th  edition;  $6.50;  published  March  1973  by  Lange 
Medical  Publications,  Los  Altos,  California. 

Lange  Medical  Publications  came  out  with  a book 
called  Current  Pediatric  Diagnosis  & Treatment  in 
1972;  it  was  its  2nd  edition,  and  was  reviewed  in 
The  Nebraska  Medical  Journal  in  the  October, 
1972  issue,  on  page  426.  There  were  1008  pages, 
and  the  price  was  $12.00. 

The  Handbook  of  Pediatrics  seems  to  appear  in 
a new  edition  every  two  years,  beginning  in  1955. 
It  is  obviously  smaller,  and  it  will  fit  into  a pedi- 
atrics resident’s  white-coat  pocket;  it  will  also 
take  up  very  little  space  on  your  desk. 

There  are  32  chapters,  a 64-page  appendix,  and 
a good  index.  I could  take  my  vade  mecum  with 
me  more  easily  when  I was  inteming,  but  there 
was  little  enough  to  know  then.  It  is  a good  little 
book,  and  I ' am  glad  to  see  that  they  still  publish 
handbooks.  Big  books  are  fine,  but  little  books 
make  ■ you  read  more.  And  all  the  authors  are 
named  Henry. 

F.C. 
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Physicians'  Classified 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska 
68926. 


WANTED  TO  BUY  — Examining  tables, 
wall  and  base  medical  cabinets,  stools,  x-ray 
equipment,  wall  mounted  blood  pressure  and 
eye,  ear,  nose  and  throat  equipment,  not  over 
5 years  old.  Contact:  Family  Physicians, 

29i2  Hamilton  Blvd.,  Sioux  City,  Iowa  51104. 


BRYAN  MEMORIAL  HOSPITAL  in  Lincoln 
is  seeking  a third  full-time  emergency  room 
physician.  Starting  date  on  or  before  June 
1,  1973.  Contact:  Mr.  E.  G.  Edwards,  Presi- 
dent, Bryan  Memorial  Hospital,  4848  Sumner, 
Lincoln,  Nebraska  68506.  Phone:  (402)  473- 
3111. 


IMMEDIATE  OPENING  for  Ob-Gyn,  In- 
ternal Medicine,  and  Orthopedic  specialties  to 
establish  successful  practice  with  14-man  multi- 
specialty group.  Excellent  group  benefits; 
pension  plan;  modern  clinic  facilities;  progres- 
sive community  with  excellent  educational  sys- 
tem including  two  colleges;  city  population 
35,000;  good  recreational  facilities;  each  spe- 
cialty must  be  board  eligible  or  certified.  Con- 
tact: Business  Manager,  The  Manitowoc  Clinic, 
601  Reed  Avenue,  Manitowoc,  Wisconsin  54220. 


IMMEDIATE  OPENING  — For  physicians 
to  practice  full-time  Emergency  Department 
Medicine  in  Omaha-Lincoln  area  hospitals.  At- 
ti'active  hours,  fringe  benefits,  with  income 
negotiable.  For  further  information,  contact: 
Dr.  Robert  M.  Stryker,  411  South  96th  Street, 
Omaha,  Nebraska  68114. 

WANTED  — G.P.  for  a small  South  Dakota 
community.  New  hospital  and  a clinic  closed 
because  our  physician  was  forced  into  retire- 
ment because  of  illness.  Excellent  income 
potential  for  1 or  2 G.p.’s.  Located  50  miles 
west  of  Aberdeen.  Excellent  hunting  and 
fishing.  Contact:  Administrator,  Bowdle  Hos- 
pital, Bowdle,  South  Dakota  (605)  285-3501. 
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I Before  deeiding  to  make  Valium 
liazepam)  pait  of  your  treatment 
ilan,  cheek  on  whether  or  not  the 

■j  . . 

Utient  is  presently  taking  drugs 
i;id,  if  so,  what  his  response  has 
^een.  Along  with  the  medical  and 
)cial  history,  this  information  can 
elp  you  determine  initial  dosage, 
le  possibility  of  side  effects  and 
le  ultimate  prospects  of  success 
r failure. 

While  Valium  can  be  a most 
idpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
; excessive  psychic  tension  per- 
sts  and  should  be  discontinued 
hen  you  decide  it  has  accom- 
lished  its  therapeutic  task.  In 
pneral,  \\  hen  dosage  guidelines 
: -e  followed.  Valium  is  well 
ilerated  (see  Dosage).  For  con- 
mience  it  is  ax  ailable  in  2-mg,  5-mg 
iid  lo-mg  tablets. 

Drow  siness,  kitigue  and  ataxia 
: ive  been  the  most  commonly  re- 
med  side  effects. 

I I Until  response  is  determined, 
r itients  receiving  Valium  should 
|l!2  cautioned  against  engaging  in 
lizardoLis  occupations  recjuiring 
(i)mplete  mental  alertness,  such 

:l  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J,  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  rension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  hy  tension,  anxiety,  ajiprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  v\  ithdrawal;  adjunctivel)  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  hy  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  h\  persensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  u ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  freipiency  and/or  severity  of  grand 
mal  seizures  may  retpiire  increased  dosage  of  standard  anti- 
convulsant medication;  alirupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  bartiiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  hal)ituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  w ith  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  (j.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  (].i.d.  as  neeefed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied;  Valium®  (diazepam)  lablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  availalde  in 
Tel-L-Dosc®  packages  of  looo. 


Wium* 

(diazepam) 

To  help  you  manage  excessiv  e psychic  tension 
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Medidnews  . . . 

PHS  extension 

Representative  Rogers  (D.,  Fla.),  Chair- 
man of  the  House  Subcommittee  on  Public 
Health  and  Environment,  has  introduced 
H.R.  7274,  the  Public  Health  Act  of  1973. 
The  bill,  which  calls  for  the  restructuring 
of  the  entire  Public  Health  Service  Act, 
also  contains  proposals  for  medical  library 
assistance  and  health  services  research  and 
development.  The  medical  library  assistance 
program  would  be  extended  for  three  years, 
but  the  library  construction  and  moderniza- 
tion programs  would  be  abolished.  The  pro- 
visions relating  to  research  and  development 
would  establish  a National  Center  for  Health 
Services  Research  and  Development  and  a 
National  Center  for  Health  Statistics.  It 
would  detail  the  types  of  research  and  de- 
velopment activities  which  could  be  support- 
ed, and  it  would  limit  the  number  of  grants 
and  contracts  so  that  no  more  than  20  such 
grants  of  contracts  could  be  devoted  to  any 
single  experimental  health  care  delivery 
system. 


“I  always  throw  in  an  examination.  I worked 
my  way  throujyh  TV  repairman  school  by  be- 
ing a doctor.” 


ccccccccccccccccccaoaccaacccccccccco 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

MaYiuscripts  to  be  presented  for  publication  in  the 
JOURNATj  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (3M:  by  11  in.)  white  paper.  Wide  margins 
(at  least  1*4  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above^  and  must  carry  the  notation:  To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk.  Nebr.  68701. 
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ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

■American  Academy  of  Pediatrics 

Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing  Michigan  48823 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Dr.,  Suite  2700,  Chicago,  111.  60601 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P. 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 
American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Urological  Association,  Inc. 

Mr.  Richai'd  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button.  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Paik  Avenue  South 
New  Yoik,  New  York  10010 
National  Rehabilitation  Association 

1522  “K”  St.,  N.W.,  Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Hillier  L.  Baker,  Jr.,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 
Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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UTIENTS  CAN  BE 
i JCCESSFULLY 
I AINTAINED  ON  A 
ji^UG  CONTAINING 
HYROXINE  ALONE. 

t /roxine  (T4)  is,  as  you  know, 

1 1 major  circulating  hormone 
^ duced  by  the  thyroid  gland. 

I is  also  produced,  in  smaller 
i ounts,  and  is  active  at  the 
$ iuiar  level.  For  years  it  has  been 
i 'orking  hypothesis  among 
$ Jocrinologists  that  T4  is 
diverted  by  the  body  to  T3.  In 
j 0 this  process,  called 
f jiodination,”  was  demonstrated 
I Braverman,  Ingbar,  and  Sterling*, 
i does  convert  to  T3,  though  the 
I else  quantities  are  still  being 
Idled. 

I ('he  conversion  has  been 
fiiically  demonstrated  during  the 
Iministration  of  T4  to  athyrotic 
|iients.  Their  thyroid  status  is 
l.malized  on  SYNTHROID  alone, 
lithe  presence  of  T3  in  these 
|tients  has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID^ 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotio  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971, 


IE  FACTS  ARE 
f.EAR  AND  HERE 
: OUR  OFFER. 

CTS: 

ithetic  thyroid  drugs  are  an 
|!)rovement  over  animal  gland 
I' ducts.  Patients,  even  athyrotic 
I }s,  can  be  completely 
intained  on  SYNTHROID  (T4) 
ne.  Thyroid  function  tests  are 
ly  to  interpret  since  they  are 
dictably  elevated  when  the 
lent  adheres  to  SYNTHROID. 
all  synthetic  thyroid  drugs, 
'^THROID  is  the  most 
tnomical  to  the  patient. 


I OFFER: 

I Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
I SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
1 function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 

I 


Name 

Address 

City 

State 

Zip 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  'xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
vyeight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  Tnyocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBl  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove.  Illinois  60053 


ORGANIZATIONS.  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Division  of  Rehabilitation  Services  of  Visually 
Impaired 

Dean  McDermott,  Director 
1045  South  Street,  Lincoln  68502 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 
Nebraska  Academy  of  Otolaryngology 
Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Blue  Cross  - Blue  Shield 
Win.  11.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter 
American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  '‘0”  St.,  Lincoln  68510 
James  I.  Wax,  M.D.,  Sec’y-Treas. 

12135  Pacific  St.,  Omaha  68154 
Nebraska  Chapter 
American  College  of  Physicians 

John  Hartigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Chapter,  American  College  of  Radiology 
James  F.  Johnson,  M.D.,  Secretary-Treasurer 
1808  No.  100th  St.,  Omaha  68114 
Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  G8508 
Nebraska  Diabetes  Association,  Inc.  — 

Omaha  Chapter 

Mrs.  Bessie  M.  White 
921  Dorcas,  Room  221,  Omaha  68108 
Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 
Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 
Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 
Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 


Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Street,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “0”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rehabilitation  Service  Division 
Garry  Cartwright,  Assistant  Commissioner 
233  South  10th  St.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
Maryland  Plaza,  Suite  107,  1325  So.  72nd, 

Omaha  68124 

Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  for  Medical  Technology 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  for  the  Prevention  of 
Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the 
Prevention  of  Blindness,  Inc.,  120  South  42nd 
St.,  Lincoln  68510 

Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Henry  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “O”  St.,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 
Nebraska  State  Orthopedic  Society 
James  R.  Scott-Miller,  M.D.,  Secretary 
521  Doctors  Bldg.,  Omaha  68131 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  R.  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 
Hal  Mardis,  M.D.,  Sec’y-Treasurer 
8300  Dodge,  Omaha  68114 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th.  Omaha  68105 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 
Charles  F.  Lemer,  Executive  Director 
5002  Davenport,  Omaha  68132 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 
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Medidnews  . . 


Lead-based  paint 

The  Senate  Labor  and  Public  Welfare 
Committee  has  reported  S.  607,  a 4-year  ex- 
tension of  the  Lead-Based  Paint  Poisoning 
Prevention  Act.  The  bill  provides  a total 
of  $300  million  for  testing  and  screening 
programs,  hazard  elimination  programs,  and 
research  and  demonstration  projects. 
Grants  could  be  made  to  public  agencies  and 
to  private  nonprofit  organizations.  Previ- 
ously such  grants  could  be  made  only  to 
units  of  local  government.  The  bill  further 
increases  the  federal  share  of  community 
based  programs,  raising  the  maximum  fed- 
eral participation  from  75  5^  to  90%.  The 
Secretary  would  have  new  authority  to  make 
grants  to  state  agencies  to  establish  cen- 
tralized laboratory  facilities  to  analyze  bio- 
logical and  environmental  lead  specimens. 
The  bill  further  changes  the  definition  of 
“lead-based  paint”  to  provide  that,  prior  to 
December  31,  1973,  the  term  would  include 
any  paint  containing  more  than  .5  of  1% 
lead  by  weight.  After  December  31,  1973, 
the  definition  would  include  any  paint  con- 
taining more  than  .06  of  1%  lead  by 
weight,  unless  the  Secretary  determined  that 
another  level  of  lead  content  (not  exceeding 
.5  of  1%)  was  safe. 


“Don’t  be  so  dramatic.  You’re  only  going  to 
the  Doctor.” 


accent' 

service  company,  inc. 

“YEARS  OF 
DEPENDABLE 
SERVICE" 

- COLLECTIONS  - 
Retail  Professional 
Claims 

Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
“FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 
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Where  do  you  stand  on  this 
Legislation? 

Test  Yourself: 


Pro  Con 


□ 

□ 

Maternal  and  Child  Care  programs? 

□ 

□ 

Federal  funds  to  expand  medical 
schools? 

□ 

□ 

Federal  aid  to  medical  students? 

□ 

□ 

Expanded  nurse  training  programs? 

□ 

□ 

Expanded  physician's  assistant  pro- 
grams? 

□ 

□ 

Restricted  experimentation  of 
HMO's? 

□ 

□ 

More  effective  occupational  health 
and  safety  laws? 

□ 

□ 

Nation-wide  program  of  community 
emergency  medical  services? 

□ 

□ 

Voluntary  national  health  insurance? 

□ 

□ 

National  health  insurance  plan  fed- 
eralizing all  healthandmedicalcare? 

If  you’re  for  the  first  nine  but  against  the  tenth, 


you  stand  where  the  AMA  stands.  We  have 
vigorously  supported  virtually  all  recent  legis- 
lation to  provide  more  and  better  health  care 
for  the  public.  We  have  just  as  vigorously  op- 
posed any  plan  that  would  infringe  on  your  right 
to  practice  the  way  you  choose. 

On  such  vital  issues,  the  AMA  is  the  most  effec- 
tive and  influential  spokesman  that  we,  the 
profession,  have.  Together,  we  can  make  it  even 
more  effective  in  representing  ourselves,  and 
our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
‘senile”  keratoses . . . and 
they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  fiat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefiy  on  the  exposed  portions  of  the  skin. 


Patient  P.T*  seen  on  3129167  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fiuorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  on  6112167,  seven  weeks  after  discon- 
tinuation of  5%-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Lfsual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fiuorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxy  propyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fiuoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efudex 

(fiuorouracil) 

5%  cream /solution 
...a  Roche  exclusive 


Roche  Laboratories 

ROCHE  y Division  of  Hoffmann-La  Roche  InC. 
. / Nutley,  N.J.  07110 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


Councilor  Districts  and  Counties 
First  District:  Councilor:  Thomas 

J.  Gurnett.  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties: 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson.  Nemaha.  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar,  Dixon.  Dakota, 
Antelope.  Pierce,  Thurston,  Madi- 
son, Stanton.  Cuming,  Wayne. 
Fifth  District ; Councilor : Robert 

M.  Sorensen,  Fremont.  Counties  : 
Burt.  Washington,  Dodge,  Platte. 
Colfax,  Boone,  Nance.  Merrick. 
Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties: 
Saundei*s,  Butler,  Polk,  Seward. 
York,  Hamilton. 

Seventh  District:.  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties:  Sa- 
line, Clay,  Fillmore.  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg.  Bassett.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan.  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker,  Kearney.  Counties : 
Hall,  Custer.  Valley.  Greeley, 
Sherman,  Howard.  Dawson.  Buf- 
falo. Grant,  Hooker,  Thomas, 
Blaine.  Wheeler.  Loup.  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties:  Gos- 

per, Phelps,  Adams,  Furnas. 
Harlan.  Webster.  Kearney,  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln,  Perkins.  Keith.  Mc- 
Pherson, Garden.  Arthur,  Logan. 
Deuel. 

Twelfth  District:  Councilor:  A.  J, 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte. 
Morrill,  Kimball,  Cheyenne.  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  L.  Welch,  Hastings Leo  F.  Weiler,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Boone Roy  J.  Smith.  Albion Wm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo David  L.  Bacon.  Kearney R.  D.  Scott,  Kearney 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel John  B.  Byrd,  Kimball C.  W.  Outright.  Sidney 

Cuming E.  L.  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Custer M.  L.  Chaloupka,  Callaway Loren  H.  Jacobsen,  Broken  Bow 

Dawson John  H.  Worthman,  Cozad Rodney  A.  Sitorius,  Cozad 

Dodge Thomas  G.  Eidckson.  Fremont W.  B.  Eaton.  Fremont 

Five  County Heni-y  J.  Billerbeck,  Randolph.-.Charles  G.  Muffley,  Pender 

Four  County Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage John  W.  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins 

Hall Robert  C.  Chase.  Grand  Island Gordon  D,  Francis,  Gr.  Island 

Hamilton P.  J.  Madden,  Aurora P.  J.  Madden.  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch Donald  D.  Bailey,  O’Neill 

Howard R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson Gordon  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Knox JR.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster L.  Dwight  Cherry,  Lincoln Dwight  L.  Snyder,  Lincoln 

Lincoln George  D.  Cooper,  North  Platte.  Miles  E.  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin.  Norfolk 

N.W.  Nebraska R.  H.  Penor,  Chadron A.  J.  Alderman,  Chadron 

Omaha  Medical S.  M.  Truhlsen,  Omaha Donald  J.  Pavelka.  Omaha 

Otoe G.  E,  Burbridge,  Nebraska  City.C.  J.  Formanack,  Syracuse 

Phelps Walter  M.  Reiner,  Holdrege Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley Herbert  D.  Kuper,  Columbus A.  H.  Liebentritt,  Columbus 

Saline V.  Franklin  Colon,  Friend Marquis  W.  Hineman,  Crete 

Saunders E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff Kenneth  J,  Johnson,  Scottsbluff. Clark  D.  Wieland,  Scottsbluff 

Seward Paul  E.  Plessman.  Seward Van  E.  Vahle.  Seward 

South  Central  Nebraska L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska R.  E.  Jackson.  Pawnee  City B.  G.  Farmer,  Falls  City 

S.W.  Nebraska G.  A.  Harris.  Cambridge .John  L.  Batty.  McCook 

Washington-Burt L.  E.  Sauer.  Tekamah Isaiah  Lukens,  Tekamah 

York-Polk James  D.  Bell,  York B.  N.  Greenberg,  York 
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National  health  insurance 

In  a recent  speech,  Senator  Russell  B. 
Long  (D.,  La.)  announced  his  intention  to 
introduce  another  national  health  insurance 
plan.  Senator  Long,  Chairman  of  the  Sen- 
ate Finance  Committee,  has  already  intro- 
duced S.  1416,  a catastrophic  health  insur- 
ance plan.  The  new  program  would  include 
catastrophic  coverage  for  virtually  all  per- 
sons as  outlined  in  S.  1416.  The  second 
part  of  the  program  would  be  a new  basic 
health  benefits  program  for  low  income 
individuals  and  families.  The  Medicaid  sys- 
tem would  be  replaced  with  a program  ad- 
ministered by  the  Social  Security  Admin- 
istration, establishing  uniform  national  eligi- 
bility standards.  Coverage  would  be  avail- 
able to  individuals  with  an  income  at  $2400 
or  less,  to  a two  person  family  with  income 
at  $3600  or  less,  and  to  a family  of  four 
with  an  income  of  $4800  or  less.  For  each 
family  member  above  the  first  two,  the 
eligibility  limit  would  be  increased  by  $600. 
In  addition,  families  with  income  above  the 
eligibility  level  would  become  eligible  if  their 
medical  expenses  reduced  their  income  to 
or  below  the  eligibility  levels. 

The  plan  would  cover  60  days  of  hospital 
care  and  all  medically  necessary  physicians’ 
services,  laboratory,  and  x-ray  services, 
home  health  services,  and  care  in  skilled 
nursing  homes  and  intermediate  care  fa- 
cilities without  limitation.  Nominal  copay- 
ments would  be  required  on  patient-initiated 
elective  services,  such  as  the  first  one  or 
two  visits  to  a doctor’s  office. 

Senator  Long  estimated  that  the  cost  of 
the  program  for  the  low-income  individuals 
would  be  $5.3  billion  in  general  revenues 
above  present  federal-state  annual  expendi- 
tures for  medicaid  and  that  there  would  be 
an  additional  cost  of  $3.6  billion  for  the 
catastrophic  illness  plan,  which  would  be  fi- 
nanced from  Social  Security  payroll  taxes. 
Under  his  proposal,  the  states  would  make  a 
fixed  contribution  toward  the  cost  of  the 
low-income  plan  based  upon  the  expendi- 
tures made  by  the  state  under  medicaid. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


RO,  IMP.  & DX 

I don’t  insist  that  you  make  a diagnosis 
when  you  have  heard  the  patient’s  chief 
complaint,  although  this  can  sometimes  be 
done.  But  I do  take  issue  with  refuges 
that  are  meant  only  to  look  good  and  to 
impress  the  reader.  I mean  such  game 
words  as  Impression,  and  Rule  Out,  and 
Working  Diagnosis,  Interim  Diagnosis, 
Diagnostic  Possibilities,  and  Final  Diagnosis, 
to  say  nothing  of  Etiology  Unknown  and  Di- 
agnosis Nebulous  or  Uncertain.  We  are  all 
of  us  diagnosticians,  and  the  patient  or  a 
third  party  has  paid  us  to  find  out  what  is 
wrong. 

But  Impression  sounds  as  though  you 
were  putting  down  your  thoughts  on  paper 
before  you  had  finished  studying  the  pa- 
tient, and  of  course  before  the  laboratory 
and  x-ray  reports  were  in.  Rule  Out  means 
you  hope  it  is  one  of  these  things,  and  you 
hope  somebody  will  Rule  Out  all  of  them  but 
one  for  you.  What  we  need  is  to  Rule  some- 
thing In,  not  Out.  Final  Diagnosis  means 
that  this  is  what  is  wrong  with  him  now, 
but  it  may  not  be  what  was  troubling  him 
when  he  first  came  to  see  you. 

The  word  I can  easily  do  without,  and  I 
can  do  without  all  of  them  but  Diagnosis, 
is  Impression.  It  was  a good  honest  word 
at  first,  but  it  too  often  appears  now  at  the 
very  end  of  the  record,  where  it  does  not 
belong,  and  if  the  diagnostician  has  not 
guessed  right,  well,  it  was  just  an  Impres- 
sion. 

But  this  is  how  one  report  ended. 

Impression ; Pain. 

F.C. 

WHY  AREN’T  DENTISTS  DOCTORS’/ 

I have  never  understood  why  dentistry 
is  not  a medical  specialty.  We  specialize  in 
many  things,  and  most  of  them  are  defined 
by  anatomy.  Dental  students  study  much 
of  what  medical  students  study,  and  den- 
tists and  physicians  refer  patients  to  each 
other.  But  if  you  are  a physician  when 
you  specialize  in  eyes,  why  are  you  not  one 
if  you  specialize  in  teeth  ? 


It  has  nothing  to  do  with  logic ; it  is 
more  a matter  of  how  things  came  about, 
but  it  makes  little  sense.  If  you  are  a 
kidney  specialist,  you  will  call  yourself  a 
nephrologist  or  urologist,  and  you  will  be 
a physician,  but  if  you  are  a tooth  special- 
ist, you  will  not  be  a physician.  And  there 
are  more  teeth  than  kidneys.  I once 
brought  the  dental  intern  into  the  delivery 
room,  and  he  once  let  me  pull  a tooth. 

I think  the  distinction  between  dentist 
and  physician  could  easily  be  dropped;  it 
becomes  hazy  when  we  get  to  oral  surgery 
anyway.  They  could  teach  dentistry  in 
medical  school ; doctors  used  to  pull  teeth 
years  ago.  If  an  ear  specialist  is  a doctor, 
why  isn’t  a tooth  specialist  one?  I know 
dentists  are  doctors,  but  why  aren’t  they 
doctors  of  medicine? 

F.C. 

MIRRORS  AND  PEOPLE 

The  left  and  right  sides  of  our  bodies  look 
alike,  that  is,  they  are  mirror  reflections 
of  each  other.  But  when  someone  cuts  us 
up,  the  symmetry  stops.  The  heart  is  not 
exactly  in  the  middle,  nor  is  the  stomach, 
the  lungs  are  different,  the  small  and  large 
intestine  are  not  symmetrical,  and  the  liver 
is  not  divided  into  halves.  The  spleen  is  not 
in  the  center,  nor  is  the  pancreas,  and  the 
kidneys  are  not  quite  in  the  same  places; 
even  the  testes  are  not  mirror  images  of 
each  other.  Fingerprints  and  palmprints 
are  not  symmetrical,  nor  are  such  things 
as  hair  whorls. 

There  are  a few  other  things  that  have  to 
do  with  mirrors  and  symmetry  that  interest 
me.  People  are  right  or  left  handed,  foot- 
ed, eyed,  eared,  and  even  jawed.  Monkeys 
and  apes  are  ambidextrous.  Siamese  twins 
are  enantiomorphs,  or  mirror  images ; one 
will  be  like  most  of  us,  and  the  other  will 
have  his  heart  on  the  right  side  and  every- 
thing else  that  goes  with  situs  inversus. 

And  when  you  look  in  a min'or,  your  left 
and  right  halves  ap])ear  to  be  reversed,  but 
your  top  and  bottom  are  not,  which  is  funny 
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and  puzzling,  and  1 will  give  a prize  to  any- 
body who  can  tell  me  why. 

F.C. 

WHO  IS  SANE? 

Eight  sane  people  gained  admission  to 
psychiatric  hospitals.  They  said  they 
heard  voices,  which  was  not  so,  but  they 
gave  correct  life  histories,  and  they  behaved 
normally  in  the  hospitals.  The  hospital  staff 
did  not  discover  the  hoax,  but  ward  patients 
realized  that  the  pseudopatients  were  really 
sane. 

In  a second  experiment,  the  staff  was  in- 
formed of  what  had  been  done,  and  was 
then  told  that  pseudopatients  would  again 
seek  hospital  admission.  The  staff  mem- 
bers were  asked  to  try  to  identify  them.  No 
pseudopatients  actually  sought  admission, 
but  many  real  patients  were  now  believed 
to  be  pseudopatients,  or  sane. 

So  the  staff  was  fooled,  but  the  ward 
patients  weren’t.  That’s  the  only  funny 
aspect  of  a rather  unfunny  situation. 

F.C. 

THE  ENERGY  CRISIS 

We  were  taught  that  energy  can  neither 
be  created  nor  destroyed,  but  when  fusion 
and  fission  came  along,  the  laws  of  con- 
servation joined  to  say  that  you  can  change 
one  into  the  other,  but  you  cannot  create 
or  destroy  them.  How,  then,  can  we  run  out 
of  energy?  When  we  are  through  with  it, 
it  must  go  somewhere,  and  usually  in  the 
form  of  heat. 

Meanwhile,  we  must  remember  that  some 
of  our  energy  may  come  from  the  spinning 
of  the  earth  and  the  moon,  and  again,  that 
it  takes  no  energy  to  make  the  earth  spin 
in  a vacuum;  but  that  most  or  just  about 
all  of  our  energy  comes  from  the  sun.  We 
get  it  directly  in  the  fomi  of  heat,  and  a 
little  less  directly  by  eating  other  animals 
and  by  devouring  plants  that  know  about 
photosynthesis,  which  we  do  not;  and  of 
course  by  digging  up  coal  and  oil,  which 
goes  back  to  centuries-old  sunshine. 

As  we  burn  wood  and  coal  and  oil,  we 
will  surely  deplete  these  reserves.  If  we 
resort  to  atomic  energy,  we  can  do  this  at 


a much  lower  rate.  But  there  are  several 
other  things  to  which  we  can  turn  so  as 
to  put  off  the  coming  of  the  zero-energy  day 
or  the  ice  age  forever. 

They  are : 

(1 ) Windmills,  to  use  the  air  currents. 

(2)  Dams,  to  capture  the  energy  in 
waterfalls. 

(3)  Solar  mirrors,  to  employ  the  sun’s 
heat  more  efficiently. 

(4)  Seawater  generators,  to  harness 
the  tides. 

(5)  Drills,  to  capture  the  heat  under- 
ground. 

Remember,  if  you  ride  a bicycle,  or  even 
if  you  walk,  you  still  use  energy. 

F.C. 

ABNORMAL  RESPIRATORY  SOUNDS 

A rale  is  any  abnormal  respiratory  sound 
hear  in  auscultation,  indicating  a diseased 
condition;  or  it  is  an  abnormal  sound  arising 
within  the  lungs  or  air  passages,  heard  on 
auscultation  over  the  chest. 

A rhonchus  is  a coarse,  snoring  tyi^e  of 
rale,  or  a rattling  in  the  throat,  or  a coarse 
rale  in  the  bronchial  tubes. 

A wheeze  is  a whistling  sound  made  in 
breathing,  or  a whistling  or  sighing  noise, 
often  heard  only  with  a stethoscope. 

If  a rale  is  any  abnormal  respiratory  sound 
heard  on  auscultation,  then  bronchial  or  even 
bronchovesicular  breath  sounds  could  be 
called  rales.  If  a rhonchus  is  a coarse  rale, 
then  rhonchi  are  rales.  But  I have  read  re- 
ports that  said  that  rhonchi  were  heard,  but 
no  rales.  I think  it  is  time  that  we  re- 
defined these  things  accurately,  and  said 
exactly  what  we  mean  by  rales,  rhonchi, 
and  wheezes.  If  a rale  is  a fine  sound,  we 
should  not  speak  of  fine  rales. 

We  either  want  one  name  for  all  abnormal 
respiratory  sounds  heard  with  a stethoscope, 
with  variations ; or  we  should  come  up  with 
several  precise  names  for  clearly  differen- 
tiated abnormal  sounds. 

We  must  say  what  we  mean,  and  we  may 
want  to  change  our  system  of  naming  ab~ 
noimal  respiratory  sounds. 

F.C. 
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ONE  FILL  FOR  EVERYTHING 

We  die  of  only  so  many  things,  and  they 
are  chiefly  inflammation,  neoplasm,  and  de- 
generation ; most  of  us  succumb  to  heart 
disease  or  cancer.  Not  too  many  years  ago, 
we  wrote  six-line  prescriptions ; we  hoped 
that  something  in  all  those  lines  would 
work. 

And  now  we  write  for  one  drug,  often  an 
antibiotic  or  digitalis,  and  we  have  a few 
things  for  viruses  and  tumors.  I am  not  sug- 
gesting that  we  give  digitalis  for  cancer,  or 
morphine  for  cystitis,  but  it  should  not  be 
too  difficult  to  get  all  the  beneficial  effects 
we  seek  into  a single  pill  or  injection.  We 
have  known  for  years  that  our  history-taking 
questions  and  diagnosing  and  prescribing  are 
automatic  and  computer-like ; it  is  only  a 
short  step  to  circumvent  all  of  this. 

The  symptom  need  only  be  I don’t  feel 
well,  and  the  advice  is  take  the  pill.  At 
first  we  may  have  two  kinds  of  pills,  as  for 
heart  disease  and  cancer,  until  we  get  the 
thing  perfected,  but  this  should  be  solved 
without  too  much  trouble.  Just  put  some 
antiviral  and  antineoplastic  and  antibiotic 
and  antiheartdisease  things  together. 

We  can  just  as  easily  enter  the  world  of 
prevention,  and  why  not? 

Take  one  pill,  once  a year.  Like  on  your 
birthday. 

And  live  forever. 

F.C. 


THE  ANNUAL  SESSION 

We  met  in  Kearney,  and  I think  we’ll  be 
there  next  time  too,  for  the  fall  meeting. 
The  attendance  was  good ; the  weather  went 
from  sun  to  rain ; and  there  was  entertain- 
ment. 1 listened  to  the  councilors  and  to 
the  delegates,  and  they  worked  hard.  I 
read  the  abortion  bill,  and  I am  glad  I have 
never  done  an  abortion  and  never  will.  Our 
opinion  of  the  Supreme  Court  abortion  de- 
cision was  all  right,  I suppose,  but  I do  not 
believe  the  Supreme  Court  cares  what  we 
say. 

Mrs.  Kelley  was  there  and  conquered  me 
with  her  soft  sell ; she  is  a real  do-gooder 


for  the  AMA-ERF.  We  talked  to  the  ladies, 
but  mostly  they  talked  and  we  listened.  1 
hui’t  my  knee  in  the  line  of  duty,  but  bore 
the  agony  bravely  while  surrounded  by 
laughing  doctors  a n d secretaires  w h o 
promptly  referred  to  me  as  Wounded  Knee. 
I got  even  with  them  by  playing  the  organ 
at  the  prayer  breakfast. 

The  scientific  p r o g r a m and  exhibits 
pleased  the  listeners,  1 am  told.  I ate  too 
much,  and  my  brain-surgeon  friend  bought 
me  a bottle  of  beer.  Talked  with  Dr.  Gilli- 
gan,  which  is  always  a pleasure. 

F.C. 


THE  GYNECOLOGIST 

This  specialist  delivers  a baby,  does  a 
D&C,  and  takes  out  a womb  whenever  he 
can;  and  now  he  may  be  about  to  add  the 
whole  new  field  of  abortion,  unless  that 
becomes  a specialty  of  its  own,  as  it  used  to 
be.  He  is  not  a logician,  for  if  the  patient 
is  up  in  stirrups  for  vaginal  hysterectomy, 
he  will  curet  first,  but  if  she  is  supine  for 
an  abdominal  approach,  he  will  not,  and 
this  makes  no  sense. 

All  his  patients  are  female ; he  knows 
nothing  about  the  insides  of  a man  or  the 
outsides,  either.  He  used  to  take  care  of 
the  babies  he  snatched,  but  the  pediatrician 
does  that  for  him  now.  His  patients  re- 
vere him  out  of  all  proportion  to  what  he 
does  for  them ; they  feel  that  he  brings 
their  little  ‘ ones  into  the  world,  and  that 
he  saves  their  own  lives  every  time  he  de- 
livers them. 

You  would  think  he’d  get  tired  of  look- 
ing at  pregnant  women  all  the  time,  but 
he  never  seems  to.  He  is  a good  fellow  to 
know  if  the  going  gets  tough,  but  his  hours 
are  weird,  and  with  all  the  progress  we  have 
made,  he  has  made  none.  He  has  not  yet 
figured  out  why  women  go  into  labor,  and 
he  still  delivers  babies  round  the  clock,  and 
gets  up  at  night  for  this  strange  purpose. 

If  doctors  have  little  reason  to  go  to 
burlesque  shows,  this  specialist  has  none 
at  all. 

F.C. 
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NIVERSITY  CORNER 


Evaluation  of  Fallopian  Tube  Patency 

In  Infertility 


Disorders  of  the  fallopian 

tubes  are  thought  to  be  respon- 
sible for  infertility  in  approxi- 
mately one-third  of  all  barren  couples.  It  is 
therefore  of  great  importance  to  evaluate 
tubal  function  in  women  with  unidentified 
causes  of  infertility. 

Of  current  tests  of  tubal  function,  nearly 
all  are  designed  to  evaluate  patency.  Un- 
fortunately patency  of  the  fallopian  tube 
cannot  be  equated  with  physiologic  com- 
petence. Hopefully,  future  assessment  of 
tubal  function  will  be  expanded  to  include 
evaluation  of  innervation,  mechanism  of  zy- 
gote transfer  and  effects  of  drugs  and  medi- 
cation on  the  tube.  At  this  time  patency 
should  be  ascertained  in  a logical  and  progres- 
sive fashion.  The  order  of  preference  should 
be: 

1.  Carbon  dioxide  insufflation  (Rubin’s 
test) 

2.  Hysterosalpingography 

3.  Pelvic  endoscopy 

All  of  these  tests  are  conducted  following 
the  menstrual  flow  but  prior  to  the  time  of 
next  presumed  ovulation.  In  patients  with 
limited  tolerance  for  pain,  paracervical  anes- 
thesia may  be  helpful  when  performing  the 
Rubin’s  test  or  hysterosalpingogram.  The 
administration  of  atropine  prior  to  the  evalu- 
ation may  be  helpful  in  patients  with  a his- 
tory suggesting  vasovagal  or  vagovagal  syn- 
cope. In  patients  whose  history  or  physical 
examination  suggest  previous  pelvic  infec- 
tion, the  administration  of  antibiotics  may 
forestall  exacerbation  of  disease. 

Transcervical  Fallopian  Tube  Insufflation 
of  Carbon  Dioxide 
(Rubin’s  Test) 

This  is  a commonly  performed  procedure. 
Details  in  technique  which  should  be  care- 
fully noted  include  a double  check  of  the 
seal  of  the  instrument  against  the  cervix 
and  of  the  connections  to  the  carbon  dioxide 
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cylinder  and  manometer.  Slow  insufflation 
of  carbon  dioxide,  at  a rate  of  30  to  60  cc’s 
per  minute  will  reduce  the  likelihood  of 
spasm  of  the  fallopian  tube.  A total  volume 
of  approximately  100  cc’s  of  gas  is  usually 
sufficient  for  the  examination. 

A normal  response  is  the  appearance  of 
shoulder  pain  due  to  subdiaphagmatic  collec- 
tion of  the  gas. 

Hysterosalpingography 

Hysterosalpingography  is  of  greatest  value 
when  performed  with  fluoroscopy  using 
image  intensification.  Water  soluble  radio- 
contrast  media  is  preferred.  Anterior-pos- 
terior views  are  obtained  routinely.  Lateral 
views  are  rarely  helpful.  Usually  4 to  6 cc’s 
of  contrast  media  is  instilled  into  the 
uterine  cavity  and  is  sufficient  to  demon- 
strate tubal  patency.  The  use  of  an  addi- 
tional 3 to  4 cc’s  of  dye  may  be  used  to  con- 
firm spillage  of  the  dye  into  the  peritoneal 
cavity.  Experience  of  severe  pain  by  the 
patient  provokes  suspicion  that  some  ob- 
struction of  tube  is  present.  During  fluor- 
oscopy, information  concerning  periductal 
disease  can  be  provided  by  evaluation  of  the 
motility  of  the  uterus  during  manipulation  of 
uterine  instruments. 

Laparoscopy 

Laparoscopy  provides  the  best  current 
evaluation  of  tubal  function.  It  is  a more 
complex  procedure  and  is  performed  in  the 
hospital,  under  general  or  local  anesthesia. 
During  this  procedure  indigo  carmine  dye  is 
instilled  into  the  endometrial  cavity  and  the 
egress  from  the  fallopian  tube  is  observed 
directly.  In  addition,  meticulous  examina- 
tion of  the  ovary  and  general  pelvic  anatomy 
may  provide  information  concerning  a cause 
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NORMAL  HYSTEROSALPINGOGRAM 


of  infertility.  It  is  this  direct  visualization 
of  the  pelvic  anatomy  which  provides  the  ad- 
vantage of  this  technique  over  the  two  pre- 
vious procedures.  It  is  well  demonstrated 
that  disease,  unrecognized  by  the  Rubin’s  test 
or  hysterosalpingography  may  be  demon- 
strated at  laparoscopy. 

Conclusions 

At  the  present  time,  tests  to  evaluate  the 
fallopian  tube  function  still  emphasize  the 


determination  of  tubal  patency.  In  an  in- 
fertile subject,  the  evaluation  of  the  fallo- 
pian tubes  should  not  be  teiTninated  with  the 
findipg  of  a normal  Rubin  test  or  hystero- 
salpingogram,  but  should  be  extended  to  in- 
clude direct  visualization  of  the  fallopian 
tube  and  demonstration  of  tubal  patency  by 
pelvic  endoscopy. 
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^ORIGINAL  ARTICLES 


Carcinoma  of  the  Breast  and  Scleroderma 


The  first  report  of  a possible 
association  between  sclero- 
derma and  cancer  appeared 
in  19531  when  Zatnchni  et  al  reported  three 
patients  with  alveolar  cell  carcinoma  of  the 
lung  and  systemic  sclerosis.  Subsequently, 
several  cancers  have  been  reported  to  occur 
in  patients  with  scleroderma,  including 
breast,  thyroid,  ovary,  cervix,  brain,^  esoph- 
agus,and  stomach.*' 

The  English  literature  has  recorded  nine 
cases  of  breast  carcinoma  in  patients  who 
also  had  or  subsequently  developed  sclero- 
derma.1 Most  of  these  cases  are  poorly 
documented  and  are  not  suitable  for  analy- 
sis. We  have  recently  treated  a patient  with 
scleroderma  and  breast  carcinoma  herein 
reported. 

Case  Repoit 

A married  white  female  (UNH  #11- 
80-74),  had  a right  radical  mastectomy 
for  adenocarcinoma  of  the  breast  in 
1964.  She  received  postoperative  I'adi- 
ation  to  the  chest  wall  and  did  v/ell 
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until  November  1970  when  she  had  a 
i-ecnrrence  in  the  skin  near  the  mastec- 
tomy site.  Evaluation  then  also  re- 
vealed lytic  lesions  in  her  lumbar  spine. 
In  December,  she  underwent  surgical 
castration  and  radiation  to  her  spine. 
In  February  1971,  because  of  a com- 
plaint of  swollen  legs  and  eyelids,  di- 
uretics were  administered,  and  some 
of  the  leg  swelling  disappeared.  The 
skin  then  became  red,  stiff,  and  pru- 
ritic, and  phenylbutozane  and  triam- 
cinolone w ere  administered  without 
much  beneficial  effect.  In  -July  1971, 
she  was  seen  at  the  University  of  Ne- 


Figure  1.  Skin  biopsy  of  patient  showing  fibrosis  and  degeneration  of  upper  dermis. 
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braska  Medical  Center  with  complaints 
of  food  lodging  behind  the  sternum 
after  swallowing;  anorexia,  weakness, 
and  anemia.  The  physical  examination 
revealed  no  palpable  evidence  of  can- 
cer. The  right  upper  extremity  demon- 
strated swollen  and  stiff  integument 
with  difficulty  in  abduction  at  the  wrist. 
The  skin  of  the  feet  and  legs  was  slight- 
ly reddened  and  tight,  and  moderate 
pitting  edema  was  present  in  the  legs. 

Skeletal  x-rays  revealed  progression 
of  bony  metastases.  An  x-ray  study 
of  the  esophagus  revealed  a hiatus 
hernia  with  possible  mild  reflux  esoph- 
agitis. An  abnormality  in  motility 
(break  up  of  primary  peristaltic  waves 
and  several  episodes  of  tertiary  contrac- 
tions about  the  distal  one  third  of  the 
esophagus)  was  noted  and  considered 
to  be  compatible  with  sclerodeniia. 
Esophageal  motility  studies  could  not  be 
done  because  of  a very  active  gag  re- 
flex. Skin  biopsy  showed  fibrosis  and 
degeneration  of  the  upper  dermis  and 
a diagnosis  of  scleroderma  was  made 
(Figure  1).  Muscle  biopsy  was  nor- 
mal. Phenylbutazone  and  triamcino- 
lone were  discontinued,  cytoxan  and 
methotrexate  were  given  orally,  and 
cobalt  therapy  was  administered  to  the 
acetabulum.  On  8-17-71  she  com- 
plained of  continued  burning  and  pru- 
ritis  of  the  lower  legs  and  tight  skin 
of  all  extremities  (Figures  2 and  3). 
There  was  no  evidence  of  cancer  pro- 
gression. By  9-14-71,  the  tightness  had 
increased,  and  she  developed  dyspnea 
on  exertion  due  to  bilateral  pleural  ef- 
fusions for  which  she  was  admitted 
to  the  hospital.  Six  hours  after  ad- 
mission she  complained  suddenly  of 
severe  dyspnea  and  developed  cardiac- 
asystole  which  could  not  be  reversed. 

At  autopsy,  metastatic  adenocarcin- 
oma was  found  in  the  lungs  and  adrenal 
medullae.  Grossly,  the  normal  mucosal 
pattern  of  the  esophagus  abruptly 
changed  to  a white  glistening  mucosa 
in  the  distal  segment  characteristic  of 
scleroderma  but  no  tissue  was  taken  for 
microscopic  study. 


Discussion 

There  is  a well  accepted  association  be- 
tween dermatomyositis  and  malignancy^ 
whereas  the  reported  cases  of  scleroderma 
and  carcinoma  are  very  few  and  leave  doubt 
as  to  whether  the  diseases  are  related. 

Of  the  nine  cases  of  scleroderma  and 
breast  cancer  reported,  scleroderma  occurred 
with  the  cancer  in  one  case  and  after  the 
cancer  in  two  cases.  The  remaining  cases 
are  not  documented  well  enough  to  make 
an  assessment  of  temporal  occurrences.  It 
seems  clear  that  in  the  case  reported  here, 
scleroderma  occurred  well  after  the  cancer 
became  established.  Thus  we  can  only  spec- 
ulate as  to  whether  malignancy  provokes 
scleroderma,  scleroderma  provokes  malig- 
nancy, or  the  diseases  are  unrelated  and  oc- 
cur together  coincidentally. 

Since  the  combination  has  been  reported 


Figures  2 and  3.  Hands  of  pati-ent  showing  early 
changes  of  scleroderma. 
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rarely,  the  possibility  also  exists  that  sclero- 
derma protects  a patient  from  carcinoma 
of  the  breast.  Scleroderma  has  a higher 
incidence  rate  than  dermatomyositis,  and 
women  are  affected  three  times  more  fre- 
quently than  men.'^  The  incidence  of  car- 
cinoma of  the  breast  in  women  is  now 
72/100,000  in  the  United  States. * A con- 
current incidence  rate  of  scleroderma  has 
not  been  recorded  to  our  knowledge ; how- 
ever, a total  of  nine  reported  cases  of  sclero- 
derma and  breast  cancer  may  not  be  coinci- 
dence but  may  actually  reflect  a protective 
effect  of  scleroderma  from  breast  cancer. 

Such  a speculation  could  also  be  made  in 
the  other  direction,  i.e.  carcinoma  of  the 
breast  protects  patients  from  scleroderma. 
This  supposition  might  be  partially  support- 
ed by  the  belief  that  scleroderma  may  have 
an  immune  mechanism  associated  with  its 
pathogenesis  because  a variety  of  anti- 
bodies have  been  found  in  the  serum  of  pa- 
tients with  scleroderma.  Perhaps  this  same 


immune  mechanism  protects  patients  from 
breast  cancer. 

We  wish  to  thank  Dr.  Mamhce  Grier 
for  allowing  its  to  'imblish  this  report 
of  his  private  patient. 
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The  Chemotherapy  of  Malignant 
Melanoma  in  Nebraska 


The  specter  of  a mortally  ill  pa- 
tient with  multiple  black  skin 
tumors  a n d blackening  skin 
leaves  a very  vivid  impression  on  practi- 
tioners of  medicine.  Perhaps  this  accounts 
for  the  general  impression  on  the  virulence 
of  the  disease  in  most  physicians’  minds 
when  in  reality  the  five-year  survival  rate 
of  at  least  55%  is  relatively  favorable.^- ^ 
Here  at  the  University  of  Nebraska,  our 
five-year  survival  rate  of  7%  based  on  60 
cases  is  low,  undoubtedly  due  to  the  attrac- 
tion of  advanced  cases  of  metastatic  disease 
for  palliative  radiotherapy  and  chemother- 
apy. Heretofore,  the  amply  documented 
spontaneous  regressions  and  cures  seen  in 
melanomas  were  a subject  of  much  specula- 
tion. Within  the  past  few  years  the  detec- 
tion of  patient  and  tumor  specific  antigens 
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and  antibodies*  has  greatly  facilitated  the 
understanding  of  this  phenomena. 

Systemic  chemotherapy  has  been  very  dis- 
couraging in  this  disease  until  the  introduc- 
tion of  several  new  agents  within  the  last 
three  years.  With  one  of  the  agents,  di- 
methyl t r i a z e n o imidazole  carboxamide 
(DTIC),  a 25  % regression  rate  is  consistent- 
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ly  achieved  with  cases  of  metastatic  mela- 
noma.^ Our  experience  with  chemotherapy 
and  in  particular  DTIC  in  31  cases  treated 
since  1961  constitutes  this  report. 

Patient  Group 

The  31  cases  consisted  of  14  males  and  17 
females.  The  median  age  for  the  males  was 
51  years,  and  49  for  the  females,  with  a 
range  from  26  to  90  years.  The  median  sur- 
vival for  those  who  died  from  onset  of  chemo- 
therapy was  6 months  with  a range  of  1 to 
24  months.  The  females  lived  over  twice  as 
long  as  the  males  from  the  time  of  initial 
chemotherapy  treatment,  i.e.  median  of  7.5 
months  versus  3 months.  This  may  be  par- 
tially explained  by  the  fact  that  the  females 
had  three  times  the  number  of  primary  ex- 
tremity and  less  than  half  the  number  of 
primary  trunk  lesions  as  did  the  males  (Table 
1).  Nathanson,  Hall,  Vacoter,  and  Farber® 
also  noted  a gi'eater  predilection  of  females 
for  extremity  lesions  but  even  taking  this 
into  account  other  unknown  factors  must  be 
operative  in  the  survival  difference. 

Our  patients  presented  with  extensive  dis- 
ease either  after  surgery  had  failed  to  con- 
trol the  primary  disease  or  else  was  not  indi- 
cated because  of  the  extensive  nature  of 
metastases.  Approximately  half  the  cases 
had  liver,  lung  or  nodal  involvement  and  only 
a quarter  had  extensive  skin  and/or  nodal 
involvement  only. 

Chemotherapy  Agents: 

Methotrexate : 50  mg.  I.V.  eveiy  one  to 
two  weeks;  orally  1.25  mg.  (or  one-half  tab- 
let) every  day. 

Hydroxyurea;  (Hydrea)  60  mg/Kg.  oral- 
ly every  third  day  alone  or  in  conjunction 
with  Actinomycin  D. 

6-Mercaptopurine : (purinethol)  50  mg. 

b.i.d.  X 3-5  days  followed  by  25  to  50  mg 
q.d. 

Table  1 

SITE  OF  PRIMARY  MELANOMA 
BY  SEX 

Site  Male  Female 

Extremity 2 6 

Trunk  _/ 7 3 

Face  2 4 

Eye 2 3 

Visceral  1 0 


Cyclophosphamide:  (Cytoxan)  50  mg. 

p.o.  q.d.  in  conjunction  with  oral  metho- 
trexate or  10  mg/Kg.  I.V.  every  2 weeks 
alternating  with  I.V.  methotrexate. 

Actinomycin  D:  (Cosmegen)  0.5  mg.  I.V. 

2x  a week. 

Vincristine;  (Oncovin)  2 mg/M^  I.V.  x 1 
day  q 4 weeks. 

1:3,  bis  (2  chlorethyl) — 1 nitrosourea 
(BCNU)  : 130  mg/M^  q 4 weeks  I.V. 

Dimethyl  triazeno  imidazole  carboxamide 
(DTIC) : 4.5  mg/Kg.  I.V.  daily  for  10  days 
q 4-6  weeks. 

Results  and  Discussion 

Single  Agents:  As  seen  in  Table  2,  of  the 
agents  used  alone  prior  to  the  advent  of 
DTIC,  only  one  response  was  seen  in  20 
cases  (5%).  In  general,  this  result  is  in 
agreement  with  the  recorded  literature,  al- 
though a regression  rate  with  a single  agent 
is  occasionally  reported  as  higher;  for  ex- 
ample, Nathanson  et  al®  documented  a 15% 
response  in  133  cases  treated  with  thiotepa, 
phenylalanine  mustard  or  triethylenephos- 
phoramide.  Although  the  response  rate  was 
meager,  the  occasional  rewarding  response 
made  a trial  of  such  drugs  in  order.  Our  pa- 
tient treated  with  methotrexate  illustrates 
this  concept  well. 

Case  Report 

This  26  year  old  white  female  noted  a 
sore  on  her  back  and  pain  in  her  right 
axilla  in  mid-September.  She  was  seen 
by  her  local  physicians  who  felt  this  was 
a carbuncle  and  treated  it  with  anti- 
biotics and  incision.  However,  because 
of  its  failure  to  resolve  and  the  develop- 
ment of  a supposed  suppurative  adenitis 
of  the  right  axilla,  the  patient  was  hos- 
pitalized 5 weeks  after  first  consulting 
medical  aid.  At  the  time  of  surgical 
drainage,  because  of  the  sparsity  of 
purulent  material,  biopsies  were  taken 
which  were  found  to  be  malignant  mela- 
noma. One  week  later,  at  the  time  chem- 
otherapy was  started,  she  was  almost 
moribund  with  dyspnea,  cyanosis,  and 
nodes  noted  throughout  the  neck  bilater- 
ally up  to  1 cm  in  diameter.  The  shoul- 
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tier  and  right  upper  extremity  were 
mai’kedly  edematous.  Chest  x-rays 
documented  extensive  lymphatic  spread 
(Figure  lA).  The  patient  was  given 
digitalis  and  treated  for  cor  pulmonale. 
At  that  point  100  mg.  of  methotrexate 
was  given  I.V.  In  4 days  the  nodes  had 
regressed  completely  and  the  patient 
was  markedly  impi’oved.  The  lung 
cleared  (Figure  IB).  All  lesions  com- 
pletely healed,  and  she  remained  essen- 


tially well  for  9 months  taking  metho- 
trexate once  or  twice  a week  before  re- 
currence was  documented.  Shortly 
thereafter,  she  expired,  and  an  autopsy 
confirmed  widespread  melanoma.  With 
medication  she  had  occasional  mild  nau- 
sea and  emesis  and  on  one  occasion  sto- 
matitis. She  at  no  time  developed  sig- 
nificant leukopenia  or  thrombocytopenia. 

Hydroxyurea  originally  heralded  as 


Figure  lA.  Note  the  cardiomegaly,  congestive  changes  and  lymphangitic  metastases 
present  on  11-7-68. 
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being  highly  effective  in  melanoma  has 
proved  ineffective  in  onr  hands  (Table 
2)  in  agreement  with  the  experience  of 
Nathanson  and  Hall,'’  and  Cassileth  and 
Hymand  Six-mercaptopurine  also  has 
proved  disappointing  (Table  2).  Nordi- 
hydroguaiaric  acid  had  much  fanfare  in 
the  lay  press  as  a result  of  the  report 
of  a single  response  by  Smart  et  al.® 
In  our  hands  and  that  of  others  the 


agent  has  pi’oved  singularly  ineffective 
(Table  2). 

Multiple  Agents 

Combination  chemotherapy  in  solid  tumor 
therapy  is  particularly  appealing  to  the  on- 
cologist because  of  the  extensive  documenta- 
tion of  increased  effectiveness  of  multiple 
agents  together  in  animal  tumors.  We  have 
had  our  most  extensive  experience  with  the 


Figure  IB.  Note  decrease  in  cardiac  size  and  clearing  of  the  congestive  changes 
and  lymphangitic  metastases  8 days  after  the  initial  injection  of  methotrexate. 
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combination  of  oral  methotrexate  and  cy- 
toxan.  In  a previous  report,®  we  demon- 
strated that  this  combination  was  moderately 
effective  in  a wide  variety  of  neoplasms. 
It  has  the  singular  advantage  of  producing 
toxicity  in  only  one  of  four  patients  consist- 
ing generally  of  mild  nausea  and  emesis, 
stomatitis,  diarrhea  or  leukopenia.  The  first 
melanoma  patient  so  treated,  a young  woman 
with  massive  liver  involvement  and  jaundice 
had  a 25%  decrease  in  liver  size,  clearing 
of  jaundice  and  an  appreciable  weight  gain 
for  14  weeks  without  any  toxicity.  How- 
ever, the  next  10  or  so  treated  and  none  of 
the  four  treated  with  high  intravenous  dos- 
age cytoxan  and  methotrexate  had  an  ob- 
jective response.  Thus,  the  response  rate 
to  the  combination  is  too  low  to  recommend 
it  at  the  present  time  as  a primary  treat- 
ment. 

Our  experience  with  combined  hydroxy- 
urea and  actinomycin  D is  rather  limited. 
Two  patients  had  an  objective  response; 
one  had  a 50%  reduction  in  liver  size  for 
one  month  and  a second  had  a 50%  regres- 
sion in  lung  metastases  for  4i/o  months. 
Toxicity  is  more  severe  from  this  regime. 
Invariably,  the  patient  has  marked  nausea 
and  vomiting  after  the  Actinomycin  D in- 

Table  2 

CHEMOTHERAPY  OF  MELANOMA 


Agent 

No.  Cases 

Response 

Percent 

Methotrexate 

. _ .3 

1 

33 

Alkylating  Agents 

4 

0 

0 

Hydroxyurea 

4 

0 

0 

6-Mercaptopurine 

5 

0 

0 

Nordihydroguiaritic  acid 

4 

0 

0 

Methotexate  and  Cytoxan 

15 

1 

7 

Hydroxyurea  and 
Actinomycin  D 

5 

2 

40 

BCNU  and  Vincristine 

. _ 1 

1 

100 

DTIC 

6 

3 

50 

jections  that  is  difficult  to  control  even 
with  antiemetics  and  frequently  develops 
alopecia  and  more  rarely  stomatitis  and 
worsening  of  acne.  Marrow  depression  is 
more  likely  to  become  a problem  as  regards 
both  leukopenia  and  thrombocytopenia  neces- 
sitating frequent  drug  dosage  adjustment. 
Thus,  it  is  not  recommended  as  primary 
treatment  although  undeniably  it  can  pro- 
duce definite  but  brief  remissions. 

The  use  of  BCNU  and  vincristine  was  or- 
iginally described  by  Moon^®  who  reported 
that  9 of  20  patients  had  an  objective  re- 
mission and  that  responders  survived  an 
average  of  10.2  months  versus  4.2  for  non- 
responders. He  felt  that  although  some 
toxicity  was  noted,  the  drug  combination  in 
the  doses  utilized  was  well  tolerated.  Un- 
fortunately, our  one  patient  who  had  a 50% 
regression  of  lung  metastases  for  6 weeks 
had  severe  toxicity  consisting  of  disabling 
generalized  weakness  confining  her  to  a 
chair,  such  marked  loss  of  grip  that  she 
could  not  hold  things,  and  complete  alopecia. 
Thus,  although  the  drugs  are  undeniably 
effective  we  have  some  reservations  as  to 
their  morbidity. 

This  compound  is  metabolized  in  the  body 
by  undergoing  N demethylation  in  the  liver 
followed  by  active  tubular  excretion  into  the 
urine.  The  drug  is  bound  very  little  to  plas- 
ma proteins,  has  a half  life  of  34  minutes 
after  l.V.  injection  and  within  6 hours  46% 
is  excreted  into  the  urine.  The  mechanism 
of  action  is  currently  not  understood  al- 
though present  evidence  suggests  it  may  have 
one  or  all  of  the  following  actions:  1.  De- 
ranges de  novo  purine  synthesis.  2.  Alkylat- 
ing activity.  3.  Inactivation  of  sulfhydryl 
radicals. 
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The  Central  Clinical  Drug  Evaluation  Pro- 
gram“  has  reported  a 25%  objective  regres- 
sion rate  in  393  cases,  and  Larsen  and  HilP^ 
from  our  adjacent  state  of  Colorado  have 
reported  9 remissions  in  32  cases.  As  can 
be  seen  from  Table  2,  three  out  of  6 cases 
have  had  an  objective  response.  A seventh 
case  died  on  the  fifth  day  of  therapy.  The 
three  cases  responding  are  all  females  and 
the  three  failures  are  all  males.  Other 
groups  have  also  documented  a higher  re- 
sponse rate  in  females. 

One  of  the  responses  is  that  of  a 59  year 
old  female  with  liver  metastases  who  has  had 
complete  relief  of  right  upper  quadrant  pain 
and  decrease  in  liver  size  by  clinical  measure- 
ment and  improvement  on  liver  scan  after 
one  course.  The  other  two  cases  are  as  fol- 
lows ; 

In  February,  1971  this  61  year  old  white 
housewife  was  found  to  have  an  enlarging 


right  leg  mole  which  was  cauterized.  By 
August,  a large  right  groin  mass  was  noted 
and  found  to  be  melanoma  at  excision.  At 
that  time  lymphangiogram  demonstrated  en- 
larged iliac  and  paraaortic  nodes  (Figure 
2A).  By  mid-September  she  had  demon- 
strable lung  and  thoracic  vertebrae  metas- 
tases. At  that  time  a 10-day  course  of  DTIC 
was  given.  She  subsequently  had  5 courses 
at  4-6  week  intervals.  With  each  course  she 
had  nausea  and  emesis  on  the  first  day  of 
therapy  only.  During  therapy  her  white 
count  dropped  to  a low  of  3,400  per  mm® 
and  the  platelet  count  to  30,000  per  mm®. 
As  her  back  pain  did  not  immediately  im- 
prove, a course  of  3,000  rads  of  telecobalt 
therapy  was  administered  in  October.  After 
the  first  course  of  chemotherapy,  a 3 x 5 
cm  mass  in  the  right  groin  disappeared,  and 
a pelvic  brim  mass  decreased  from  8 x 15 
cm  to  3 X 3 cm.  Repeat  flat  plates  of  the 
abdomen  confirmed  nodal  regression  (Fig- 


Figure  2A.  Note  the  abnormal  lymph  nodes  in  the  groin  and  along  the  iliac  vessels  (7-31-71) 
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ure  2B  and  C).  The  bone  metastases  healed, 
and  the  lung  metastases  cleared.  In  mid- 
]\Iarch  dysarthria  was  noted  and  brain  me- 
tastases documented  at  a time  her  other 
known  metastatic  disease  was  still  controlled. 
Her  DTIC  induced  remission  lasted  6 months. 

A second  patient,  a 47  year  old  white 
housewife,  noticed  an  enlarged  left  inguinal 
node  in  July  of  1971.  In  August  a histo- 
logic diagnosis  was  made  on  biopsy.  By  the 
end  of  August  she  was  noted  to  have  multiple 
inguinal  nodes,  several  intradermal  metas- 
tases around  the  ai-ea  of  excision,  edema  of 
the  labia  and  left  lower  extremity,  an  en- 
larged liver  extending  24  cm  in  overall 
breadth  and  bilateral  pleural  effusions.  Her 
first  10-day  course  of  therapy  was  begun 
on  9/2.  Her  only  toxicity  was  moderate 
nausea  and  vomiting.  She  had  complete  re- 
gression of  the  inguinal  nodes  and  the  intra- 
dermal metastases;  the  pleural  effusion  and 


edema  of  the  labia  and  lower  extremity 
cleared,  and  the  liver  decreased  in  size  to  7 
cm  within  3 weeks  of  the  initial  treatment. 
Since  that  time  she  has  had  5 further  courses 
of  therapy,  the  last  2 being  of  only  7 days 
duration,  and  remains  in  remission  7 months 
to  date.  She  experiences  nausea  and  vomit- 
ing on  only  the  first  day  of  treatment  and 
has  had  no  significant  liver,  kidney  or  mar- 
row toxicity. 

Oui-  cases  have  all  been  treated  initially 
with  daily  intravenous  injections  of  4.5 
mg/Kg  for  10  days  every  4 weeks.  In  gen- 
eral, the  patients  are  nauseated  with  occa- 
sional emesis  for  the  first  one  or  two  days 
of  a course.  This  can  be  alleviated  by  pheno- 
thiazides  such  as  Compazine  10  mg  t.i.d. 
The  very  rapid  development  of  tolerance  to 
this  side  effect  suggests  a central  nervous 
system  mechanism.  In  addition,  approxi- 
mately 29/  of  cases  develop  a “flu  syndrome” 


Figrure  2B.  This  view  taken  on  10-12-71  was  one  week  after  completing  the  first  course  of  DTIC.  Note  the  de- 
crease in  node  size  particularly  along  the  left  iliacs. 
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characterized  by  fever,  myalgia  and  malaise. 
There  has  been  no  significant  liver  or  renal 
toxicity.  Large  single  doses  of  the  medica- 
tion such  as  650-1,450  ml/]\'P  causes  inten- 
sification and  prolongation  of  the  above  side 
effects^*  and  significant  alopecia  in  all  cases; 
the  latter  has  not  been  observed  with  the 
lower  doses  we  employ.  The  most  signifi- 
cant side  effect  is  marrow  depression  with 
the  development  of  the  lowest  white  blood 
count  and  platelet  count  some  25  days  aftei- 


initial  injection.  Persistent  leukopenia  some- 
times delays  repeat  courses  for  1-3  weeks 
beyond  the  4-week  period  and  leads  to  a 
shortening  of  the  10-day  coui-se  to  7-8  days. 
Two  of  oui'  cases  have  developed  platelet 
counts  below  50,()00  with  no  significant 
bleeding  tendencies,  a finding  noted  by  other 
groups. 

At  the  present  time  the  o])timal  dosage 
schedule  for  DTIC  is  not  known.  Massive 


Figure  2C.  Flat  plate  taken  on  4-4-72.  Although  there  are  still  abnormal 
nodes,  particularly  in  the  left  iliac  region,  the  nodes  visible  still  remain  smaller 
than  prior  to  treatment. 
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single  doses  or  5-day  courses  lead  to  regres- 
sion rates  similar  to  10-day  courses  but  are 
accompanied  by  more  significant  toxicity. 
There  is  some  recent  evidence  that  daily  in- 
jections for  10  days  of  2 mg/Kg  is  as  effec- 
tive as  the  4.5  mg/Kg  course  with  corre- 
spondingly less  toxicity. 

Sumniaiy 

The  experience  in  chemotherapy  of  mela- 
noma at  the  University  Hospital  was  re- 
viewed since  1961.  A new  experimental 
agent,  DTIC,  is  the  first  agent  to  have  reli- 
able effectiveness  in  this  disease.  It  has 
produced  a 50%  objective  regression  rate 
in  the  cases  treated  thus  far  and  in  other 
institutions  a 25%  regression  rate  is  uni- 
formly attained.  It  is  strongly  recommend- 
ed that  all  melanoma  cases  now  receive  the 
benefit  of  chemotherapy  in  view  of  this 
finding. 
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Chronic  Intestinal  Angina 


ARTERIOSCLEKOSIS,  although 
a generalized  disease,  will  clin- 
ically manifest  itself  by  spe- 
cific organ  dysfunction.  One  of  the  more 
unusual  but  dramatic  organ  dysfunctions 
related  to  arterial  occlusive  disease  is  in- 
testinal angina.  Intestinal  angina  is  pro- 
duced by  an  acute  or  chronic  occlusive 
process  involving  the  celiac,  superior  mesen- 
teric, or  inferior  mesenteric  arteries.  An 
acute  occlusive  process  is  often  followed  by 
a disastrous  infarction  of  the  bowel,  where- 
as the  chronic  process  will  be  manifested  by 
weight  loss,  constipation,  or  diarrhea,  and 
postprandial  pain,  referred  to  as  intestinal 
angina.  The  first  case  of  intestinal  angina 
with  preoperative  diagnosis  and  successful 
revascularization  was  reported  in  1959  by 
Mikkelsen  and  Zaro.^  In  the  following  11 
years  since  the  first  reported  case  of  re- 
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vascularization,  less  than  100  cases  of  suc- 
cessful elective  revascularization  of  celiac 
or  mesenteric  arteries  have  been  published.^-  ^ 
This  paper  reports  an  additional  case  of 
chronic  intestinal  angina.  The  report  illus- 
trates the  preoperative  diagnosis  and  suc- 
cessful revascularization  in  a recent  patient 
with  chronic  superior  mesenteric  occlusive 
disease  and  associated  severe  aorto-iliac  oc- 
clusive disease. 
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Case  I 

A 54-year-old  white  male  first  noted 
in  August  1970  that  he  had  intestinal 
distress  following  the  ingestion  of  food. 
This  occurred  shortly  after  eating,  and 
was  characterized  by  substernal  distress 
and  cramping  abdominal  pain  with  radi- 
ation to  the  back.  He  also  noted  the 
onset  of  watery  stools  which  were  inter- 
mittent and  only  present  for  a day  or 
two  out  of  every  two  or  three  weeks. 
Initial  examination  revealed  a nomial 
barium  enema,  upper  gastrointestinal 
series,  and  gallbladder  series,  as  well  as 
chest  film  and  proctoscopic  examination. 
He  was  started  on  a low  residue  diet  and 
antispasmodic  medication,  with  some 
improvement  in  symptoms.  However, 
by  October  1970  he  had  lost  20  pounds, 
and  when  admitted  to  the  hospital  for 
evaluation  had  lost  a total  of  35  pounds 
by  March  1971.  At  this  time,  the  pa- 
tient related  that  his  stools  were  watery, 
would  float,  and  had  a fatty  appearance. 
The  epigastric  distress  he  had  post- 
prandially  was  not  related  to  any  par- 
ticular foods,  and  the  onset  of  diarrhea 
would  relieve  his  distress.  He  had 
noted  no  increase  in  flatus,  cramping, 
mucus,  or  melena.  The  patient  felt  he 
was  eating  an  adequate  diet,  although 
he  complained  of  early  satiety.  His- 
tory also  revealed  moderately  severe 
intermittent  claudication  of  the  right 
lower  extremity,  and  to  a lesser  degree 
of  the  left.  The  patient’s  father  died 
at  59  with  an  acute  myocardial  infarc- 
tion, and  his  mother  expired  at  69  sec- 
ondary to  atherosclerosis. 

On  physical  examination  the  following 
was  noted:  Pulse  78,  blood  pressure 

160/70  in  the  right  arm  and  110/90 
in  the  left  arm,  weight  118  pounds, 
height  5 feet  4 inches.  The  patient  ap- 
peared to  have  lost  considerable  weight. 
He  was  in  no  acute  distress.  Retinal  ex- 
amination showed  grade  II  arterioscle- 
rotic changes  in  the  arterioles.  Bilat- 
eral carotid  and  supraclavicular  bruits 
were  noted.  There  was  a loud  systolic 
bruit  centered  over  the  umbilicus  and 
extending  along  the  path  of  the  left 


common  iliac  artery  into  the  left  groin. 
The  left  femoral  artery  was  faintly  pal- 
pable without  distal  pulses.  There  were 
no  palpable  pulses  in  the  right  leg,  in- 
cluding the  right  femoral.  Ateriogra- 
phic  studies  confirmed  severe  aorto- 
iliac  disease  and  complete  occlusion  of 
the  superior  mesenteric  artery. 

The  patient  underwent  surgery  in 
March,  1971.  There  were  no  pulsations 
noted  in  the  mesenteric  arteries.  The 
right  common  iliac  artery  was  complete- 
ly occluded,  and  the  left  common  iliac 


Figure  1.  Diagramatically  depicts  occlusive  disease  and 
the  relationship  of  bypass  grafting. 
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was  also  severely  diseased.  Very  mini- 
mal pulsation  was  noted  in  the  inferior 
mesenteric  artery,  but  there  was  no 
pulse  palpable  in  the  superior  mesenteric 
artery.  Celiac  pulses  were  present  but 
appeared  to  be  diminished.  A 16  mm 
aorto-iliac  bifurcation  graft  was  used  to 
bypass  the  terminal  aorta  and  common 
iliac  disease.  The  proximal  end  was  su- 
tured in  end-to-side  fashion  immediate- 
ly below  the  renal  arteries,  and  each 
limb  brought  down  and  sutured  to  the 
respective  external  iliac  arteries  in  an 
end-to-side  fashion.  An  8 mm  dacron 
graft  was  then  anastomosed  from  the 


aorto-iliac  graft  to  the  superior  mesen- 
teric artery  just  distal  to  the  take-off 
of  the  middle  colic  artery.  See  photo- 
gragh  and  diagram.  Good  arterial  pul- 
sations were  noted  in  the  mesentery  fol- 
lowing this  bypass  graft.  The  color  of 
the  bowel  improved,  and  good  peristaltic 
activity  was  noted  at  the  time  of  closure. 
The  patient  made  an  uncomplicated  re- 
covery and  was  discharged  10  days  post- 
operatively,  weighing  113  pounds,  and 
asymptomatic.  The  patient  on  a post- 
operative visit  one  year  later  was  entire- 
ly asymptomatic,  with  good  pedal  pulses, 
and  weighed  155  pounds. 


Figure  2.  Actual  photograph  showing  bifurcation  graft  in  place  and  limb 
to  superior  mesenteric  artei’y. 
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Discussion 

The  diagnosis  of  vascular  disease  of  the 
bowel  depends  on  an  awareness  of  the  pre- 
senting symptoms  and  signs.  The  patients 
complain  of  diffuse  abdominal  pain  occuring 
10  to  15  minutes  postprandially,  and  lasting 
one  to  three  hours.  The  pain  is  worse  after 
large  meals,  and  may  be  relieved  with  diar- 
rhea or  stools.  The  pain  can  frequently  be 
increased  by  exercise  and  may  radiate  to  the 
back.  Weight  loss  is  a frequent  complaint 
of  the  patient  and  appears  to  be  related 
to  voluntary  reduction  in  f o o d intake, 
and  probably  to  a lesser  degree  to  malab- 
sorption. The  patient  will  complain  of  bloat- 
ing, constipation  or  diarrhea,  and  abdominal 
distention.  The  stool  may  contain  occult 
blood  and/or  increase  in  fecal  fat  if  malab- 
soi^ption  is  present.  Physical  examination  is 
nondiagnostic,  except  that  the  patient  may 
have  evidence  of  recent  weight  loss,  and  fre- 
quently will  have  a systolic  bruit  near  the 
umbilicus.  There  may  often  be  associated 
signs  of  arterial  occlusive  disease  as  charac- 
terized by  this  case  with  associated  aortic 
iliac  disease.  Gastrointestinal  x-rays  are 
usually  negative,  and  diagnosis  depends  on 
early  arteriography. 

The  pathogenesis  of  chronic  intestinal 
ischemia  is  almost  entirely  due  to  atheros- 
clerosis. Reported  cases  of  mesenteric 
atherosclerosis  have  a large  age  range,  and 
are  not  necessarily  associated  with  hyper- 
tension or  diabetes.  However,  in  severe 
cases  there  is  a high  incidence  of  diabetes.® 
Other  reported  cases  of  chronic  intestinal 
ischemia  have  been  secondary  to  mycotic 
aneurysms  of  the  celiac  axis  and  the  superior 
mesenteric  artery,  arteriovenous  fistula,  and 
periarteritis.®  When  the  superior  mesenteric 
artery  is  involved  with  atherosclerosis,  it  is 
usually  confined  to  the  area  just  distal  to 
the  aor-tic  ostia  with  little  distal  involvement. 
Aortography  usually  demonstrates  involve- 
ment of  the  superior  mesenteric  and/or  the 
celiac  axis  in  intestinal  angina.  The  inferior 
mesenteric  artery  may  also  be  involved, 
however  it  seems  that  involvement  of  at  least 
two  of  these  three  major  vessels  is  necessary 
for  intestinal  angina.^  Complete  occlusion  of 
just  one  of  these  vessels  does  not  seem  to 
correlate  well  with  symptoms.  Arteriogra- 


phic  studies  do  carry  some  risk  in  these  pa- 
tients as  acute  intestinal  ischemia  has  re- 
sulted in  at  least  three  cases.® 

Early  diagnosis  and  therapy  of  chronic 
mesenteric  ischemia  are  important  because 
of  the  associated  mortality  with  acute  mesen- 
teric thrombosis.  Resectional  therapy  for 
acute  mesenteric  infarction  carries  an  85% 
moiiality  rate.  Even  early  diagnosis  of 
acute  occlusion  with  revascularization  has  a 
25%  mortality  rate.®  Maver  and  others 
showed  that  about  50%  of  patients  with 
acute  mesenteric  infarction  had  preceding 
symptoms.'^  Although  it  is  not  known  how 
many  patients  with  intestinal  angina  will 
progress  to  have  acute  occlusion,  surgical 
correction  is  the  only  method  of  treatment 
that  will  prevent  catastrophic  intestinal  in- 
farction. Local  endarterectomy  or  bypass 
grafting  with  prosthetic  materials  or  a seg- 
ment of  saphenous  vein  can  be  employed. 
A bypass  graft,  using  a dacron  prosthesis,  is 
most  frequently  employed.  Operative  mor- 
tality is  probably  around  5%  with  a compli- 
cation rate  of  15  to  20 %.®  Most  of  the  re- 
ported cases  have  obtained  at  least  short 
term  relief  of  their  symptoms  postoperative- 
ly.  However,  only  three  patients  have  fol- 
low-up for  two  or  more  years.® 

Summary 

A case  is  reported  of  chronic  intestinal 
angina  and  aorto-iliac  occlusive  disease  which 
was  successfully  treated  with  bypass  graft- 
ing. A one  year  follow-up  confirms  abolish- 
ment of  symptoms  and  a return  to  nonnal 
weight. 
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Neurologic  Manifestations  Of 
Infectious  Endocarditis,  1972 


ONLY  20  percent  of  patients  de- 
veloping infections  endocarditis 
have  been  otherwise  apparently 
healthy  individuals.  Most  patients  have  pre- 
ceding rheumatic  or  congenital  heart  disease, 
heart  surgery,  general  debility,  or  other 
sites  of  infection.  In  patients  with  congen- 
ital or  rheumatic  heart  disease,  minor  bac- 
teremia, set  off  by  such  simple  manipula- 
tions as  dental  prophylaxis,  may  suffice  to 
incite  endocarditis.  Elderly  or  debilitated 
patients  are  susceptible,  including  those  with 
diabetic  complications,  cirrhosis,  uremia, 
burns,  or  strenuous  therapies  (as  steroids, 
radiation,  or  immunosuppression).  Suppur- 
ation at  any  site,  pneumonia,  urinary  tract 
infection,  indwelling  catheters,  and  intra- 
venous drug  addiction  present  not  unusual 
sources.  In  recent  decades,  cardiac  catheter- 
ization and,  more  commonly,  heart  surgery 
are  followed  by  a regular  small  incidence  of 
endocarditis.  (Aach,  Adelman,  Blumenthal, 
Briefer,  Cherubin,  Cohen,  D.N.,  Conway, 
Cooke,  Cooper,  E.  S.,  Editorial  Lancet, 
Eshelman,  Friedberg,  Guze,  Hilson,  John- 
son, 1).  M.,  King,  Leeber,  Lerner,  Lloyd- 
Still,  Martinez,  Morin,  Rubinovich,  Roberts, 
W.  C.,  Rupert,  Salman,  Shinebourne,  Swartz, 
Teich,  Tompsett,  Tumulty,  Tyler,  Uwydah, 
Vecht,  Weinberg,  Williams,  H.  E.,  Zakrzew- 
ski.) 

Most  endocarditis  is  bacterial.  Although 
streptococci  or  staphylococci  are  most  fre- 
quent causes,  almost  any  bacteria  may  be 
fault,  including  the  gram-negative  groups, 
brucella,  and  rare  forms.  (Cherubin,  For- 
tuine,  Gutterman,  Levison,  Ramsey,  Vit- 
tori).  Precise  bacteriologic  identification  is 
a requisite  for  treatment.  Fungus,  rickett- 
sia  and  leptospira  may  also  produce  endo- 
carditis. 

Among  the  fungal  endocarditis  not  asso- 
ciated with  heait  surgeiy,  Candida  and  histo- 
plasma  are  most  frequent  causes,  followed  by 
less  common  ones  as  rhodotorula,  blastomy- 
cosis, coccidoides,  cryptococcus  and  “mucor.” 
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Rarely,  mixed  bacterial  and  fungal  endo- 
carditis occurs,  usually  as  a superinfection 
on  bacterial  infection  heavily  treated  with 
antibiotics.  (Braimbridge,  Caplan,  Cheru- 
bin, Colmers,  Fraser,  Gerber,  Hartley,  Kay, 
Leeber,  Lees,  Lerner,  Prinsloo,  Roberts,  Se- 
gal, Soler-Bechara,  Weaver,  Webb.) 

Q-fever  endocarditis  (due  to  Rickettsia 
burneti)  has  been  reported  particularly  in 
British  literature  for  recent  years.  (Braim- 
bridge, Breckenridge,  Cartwright,  Grist, 
Hurley,  Kristinsson,  Lamb,  Marmion,  Mitch- 
ell, Pedoe,  Turck,  Wilson,  H.  G.,  Woodgate.) 

Besides  general  clinical  clues  and  the  set- 
ting described  above,  one  notes  with  infec- 
tious endocarditis : 

Subtle  or  obvious  signs  of  infectious  dis- 
ease. 

This  includes  symptoms  of  anorexia, 

malaise,  headache,  “sweats.” 

Heart  murmurs;  late,  cardiac  failure 
from  valvular  damage. 

Anemia. 

Embolism,  small  or  large. 

Involves  especially  spleen,  kidney, 
brain,  coronary,  iliac  artery, 
retina. 

Hepatosplenomegaly 

Splinter  hemorrhages  under  nails, 
conjunctiva. 

Petechiae,  in  crops  with  white  cen- 
ter developing. 

Tender  nodules,  finger  and  toe  tips. 

Microscopic  hematuria;  late,  renal 
failure. 

Blood  culture  positive  (85-95%). 

Neurologic  features. 
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(Braimbridge,  Cooper,  Editorial  Lancet, 
Friedberg,  Hall,  B.,  Hampton,  Hornick, 
Johnson,  D.  M.,  Roach,  Shinebourne,  Teich, 
Tompsett,  Tumulty.) 

Of  neurologic  manifestations  of  infectious 
endocarditis,  one  or  more  of  the  following 
may  appear: 

Cerebral  embolism  (15-209^  incidence) 

Mycotic  aneurism,  rupture  (5%  inci- 
dence ) 

Meningitis 

Diffuse  encephalitic  microembolism 

Brain  abscess  (1%  incidence) 

Neuropathy 

Cerebrospinal  fluid  changes 

Renal  failure;  “acute  hypertensive  cri- 
sis.” 

Penicillin  and  other  antibiotic  reactions 
in  treatment. 

Visual  loss;  retinopathy,  optic  neuritis 

Spinal  cord  embolism 

Chorea 

Late  consequences  (belated  embolism, 
aneurism  rupture) 

In  most  reports,  20  to  40  percent  of  pa- 
tients with  infectious  endocarditis  reveal 
neurologic  manifestations.  When  specifical- 
ly sought  (and  especially  by  neurologists) 
this  averages  closer  to  40  to  50  percent.  The 
incidence  of  neurologic  insults  increases  with 
the  duration  of  the  disease.  Yet  it  is  not 
unusual  that  neurologic  symptoms  alone  pre- 
sent as  the  first  indication  of  infectious  en- 
docarditis (Kocheleff,  Wise).  The  neuro- 
logic picture  may  be  neatly  focal;  or  mani- 
fested by  diffuse  cerebral  involvement  as 
mental  confusion,  delirium  or  coma;  or 
blurred  by  extremes  of  age  or  the  multisys- 
temic  devastation  of  this  disease.  In  the 
elderly,  endocarditis  is  readily  confused  with 
cerebral  infarction  of  other  origins  or  senile 
degeneration.  (Bullock,  Cooper,  Editorial 
Lancet,  Eshelman,  Hughes,  Kocheleff,  Ler- 
ner,  Shinebourne,  Tumulty,  Teich,  Llwydah, 
Vicdupont.) 

Cerebral  embolism  is  the  common  neuro- 
logic feature  of  infectious  endocarditis.  Like- 


wise infectious  endocai’ditis  continues  to  pro- 
vide one  of  the  common  causes  of  cerebral 
embolism.  These  emboli  may  be  small  or 
large,  single  or  multiple.  Systemic  emboli 
are  reported  variously  in  15  to  60  percent 
of  patients,  but  the  average  appears  around 
30  percent.  When  systemic  emboli  occui’, 
the  incidence  of  cerebral  involvement  is  high 
(50-75%  of  patients  with  systemic  emboli 
incur  cerebral  embolism).  Fifty  percent  of 
patients  dying  of  bacterial  endocarditis  re- 
veal cerebral  embolism  on  necropsy  (Kane). 
Embolism  may  continue  once  antibiotic  treat- 
ment is  started,  although  the  incidence 
gradually  drops  off  with  therapeutic  effect. 

Transient  focal  ischemic  attacks,  not  rare 
in  infectious  endocarditis,  are  caused  by  re- 
current emboli  which  lodge,  then  disinte- 
grate (Siekert). 

The  middle  cerebral  artery  is  most  fre- 
quently involved.  Hence  hemiplegia,  hemi- 
paresis,  and  mental  changes  are  the  most 
common  mainfestations  of  this  cerebral  em- 
bolism. Other  clinical  presentations  include 
focal  cerebral  deficits  (as  dysphasia,  cor- 
tical sensory  loss,  ataxia  or  hemianopsia)  or, 
less  frequently,  diffuse  “encephalitic”  pic- 
tures. (Allsop,  Bland,  Capoferro,  Cherubin, 
Ellner,  Friedberg,  Gontard,  Goss,  Gracey 
Grist,  Gutske,  Guze,  Harrison,  Jarrett,  John- 
son D.  M.,  Jones,  H.  R.,  Jr.,  Kas,  Leaf, 
Lerner,  Mandell,  Nagy,  Pfeiffer,  Rubinovich, 
Serra,  Shinebourne,  Starobin,  Thompson,  J. 
W.,  Tompsett,  Webb,  Williams,  H.  E.,  Zi- 
ment. ) 

Mycotic  cerebral  aneurism  occurs  in  3 to 
5%  of  patients  with  bacterial  endocarditis. 
It  typically  forms  in  distal  branches  of  cere- 
bral arteries  (especially  middle  cerebral) 
and  may  be  multiple  and  recurring.  On  rup- 
ture, subarachnoid  or  focal  intracerebral 
bleeding  (hematoma)  occurs.  Such  hemor- 
rhages may  be  minute  or  gross  and  devastat- 
ing. Rarely  even  a subdural  hematoma  de- 
velops (Buchsbaum).  Arteriography  local- 
izes them  well,  and  many  are  amenable  to 
surgical  resection.  While  not  common  as  a 
cause  of  int)’acranial  bleeding,  mycotic 
aneurysms  are  not  rare ; infectious  endo- 
carditis belongs  in  the  diagnostic  considera- 
tions of  subarachnoid  or  intracerebral  hem- 
orrhage. (Aach,  Adams,  R.D.,  Auei-back, 
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Bell,  Buchsbaiim,  Cantu,  Castleman,  Com- 
mittee, Creson,  DeMarco,  Geraci,  Gontard, 
Harrison,  Hourihane,  Jones,  H.  H.,  Jr.,  Ber- 
ner, McNeel,  Morin,  Perne,  Raymond,  Roach, 
Stehbens,  Takahashi,  Teich,  Tillotson,  Tomp- 
sett,  Vecht,  Ziment. ) 

Meningitis  may  appear  in  its  classical 
torms,  acute  or  subacute  usually;  as  meningo- 
encephalitis; or  be  discerned  early  (before 
definite  clinical  manifestations)  by  cerebro- 
spinal fluid  examination.  Commonly,  at  first, 
cerebrospinal  fluid  specimens  are  sterile  and 
pathogenic  identification  depends  on  blood 
cultures  or  even  the  removal  and  culture 
of  a peripheral  embolism.  Every  patient 
presenting  with  meningitis,  including  sterile 
meningitis,  should  be  observed  for  signs  of 
infectious  endocarditis.  (Allsop,  Gutterman, 
Harris,  G.  A.,  Harrison,  Jones,  H.  R.,  Jr., 
Berner,  Ritch,  Straus,  Swartz,  Tompsett, 
Wise,  Ziment.) 

Diffuse  cerebral  niicroembolisni,  often 
comprised  also  of  small  granulomas,  abscess- 
es, hemorrhages,  edema  and  even  meningitis, 
accounts  for  a number  of  patients  with 
mental  changes,  encephalitic  or  meningo-en- 
cephalitic  syndromes  or  coma,  some  with, 
some  without  signs  of  focal  cerebral  involve- 
ment. (Allsop,  Castleman,  Harrison,  Hor- 
witz,  Jones,  H.  R.,  Jr.,  Bernei’,  Shafer,  Webb, 
Ziment.) 

Brain  aj)scess  occasionally  arises  in  the 
septic  embolism.  It  may  be  single,  multiple, 
even  miliary.  Brain  abscess  in  endocarditis 
appears  less  frequently  than  it  did  in  the  pre- 
antibiotic era  and  is  more  likely  with  acute 
bacterial  endocarditis.  (Castleman,  Hor- 
witz,  Jones,  H.  R.,  Jr.,  Berner,  Ruppert, 
Tompsett,  Winkelman,  Wrong,  Ziment.) 

Neuropathy  appears  in  small  incidence 
(1%)  and  is  difficult  to  explain  readily. 
Whether  due  to  microemboli,  bacterial  tox- 
ins or  immunologic  reaction,  this  appears  as 
a mononeuropathy  (or  multiple  mononeuro- 
pathy). (Jones,  J.  R.,  Jr.  1968.) 

Cerebrospinal  fluid  (CSF)  changes  are 
quite  variable  although  the  “sterile”  men- 
ingitis picture  is  often  cited  and  should  bring 
to  mind  infectious  (commonly  bacterial)  en- 
docarditis in  diagnostic  considerations.  With 
cerebral  embolism  alone  no  CSF  changes  may 


appear.  Ruptured  mycotic  aneurism  disclos- 
es blood,  of  course,  the  amount  of  which 
depends  on  the  size  of  ruptured  vessel  and 
its  site.  This  sterile  meningitis  demonstrates 
a significant  elevation  in  CSF  cell  count  but 
lowered  sugar  estimates  and  bacteriologic 
findings  are  not  common.  (Allsop,  Bell, 
Chapman,  Harris,  Mori  n,  Tompsett,  Zi- 
ment.) 

Renal  failure  and  “acute  hypertensive 
erisis,”  manifested  with  encephalopathy, 
may  arise  when  considerable  renal  damage 
has  occurred  from  multiple  septic  infarctions 
(focal  glomerular  nephritis).  (Allsop,  Cre- 
son, Kump,  Teich.) 

Penicillin  reactions  may  produce  diffuse 
cerebral  syndromes  (encephalopathy,  convul- 
sions) or  the  serum-type  allergic  reaction 
with  neuropathy.  Acute  anaphylactic  reac- 
tions may  occur  with  antibiotics.  Barge  dos- 
es of  penicillin  (as  50  million  units  per  eight 
hours  in  adult)  especially  with  renal  insuf- 
ficiency may  cause  lethargy,  confusion,  de- 
lirium or  convulsions.  (Carol,  Dobell,  Grie- 
co,  Jones,  H.  R.,  Jr.) 

Visual  loss,  retinopathy  and  optic  neu- 
ritis have  been  reported  with  infectious  endo- 
carditis. These  appear  largely  on  a septic 
embolic  basis,  at  times  complicated  by  renal 
failure  and  hypertension.  (Jones,  H.  R., 
Jr.,  Kennedy,  Tumulty,  Ziment.) 

Rarely,  and  evidently  more  in  the  pre- 
antibiotic days,  spinal  cord  embolism,  sepsis 
or  hemorrhage  occur.  (Madow,  Winkelman, 
Ziment.) 

Chorea  appears  uncommonly  but  well  re- 
ported in  bacterial  endocarditis.  It  may 
linger  for  days  as  apparently  the  only  neu- 
rologic manifestation.  (Berner,  Medley,  Zi- 
ment. ) 

Later  but  fortunately  uncommon  conse- 
quences of  treated  infectious  endocarditis  in- 
clude the  healing,  scarring  processes  which 
leave  a stenotic  or  occluded  vessel ; an  aneu- 
rism; or  brittle,  incompletely  organized  val- 
vular vegetations.  Embolism  or  aneurismal 
rupture  occur  occasionally  even  up  to  two 
years  following  bacteriologic  “cure.”  (Ala- 
jouanine,  Carroll,  Geraci,  Berner,  Bittmann.) 

References  available  from  author. 

(This  work  was  supported  in  part  by  Research 
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Institute  of  Health), 
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Fifty 

Dear  Dr.  Cole: 

Several  weeks  ago,  your  letter  was  re- 
ceived mentioning  my  upcoming  fiftieth  an- 
niversary in  the  practice  of  medicine.  You 
requested  a bit  of  biography  and  some  story 
of  an  interesting  or  amusing  experience. 

How  in  the  world  can  anyone  give  a pic- 
ture of  fifty  years  of  wonderful,  soul-satis- 
fying life  as  a physician  and  surgeon ; along 
with  this  a sense  of  fulfillment  because  you 
knew  that  you  were  doing  the  thing  that 
you  wanted  most  to  do. 

In  my  case,  it  all  started  with  birth  on 
the  old  Schwedhelm  Homestead  near  Ban- 
croft, Nebraska.  Following  this,  there  was 
High  School  at  West  Point,  Nebraska,  and 
three  years  of  college  at  Creighton,  in  Oma- 
ha. This  was  interrupted  by  a tour  of  duty 
with  the  Eighty-ninth  Division,  which  was 
in  France  at  the  time  of  the  “first  armistice.” 

On  discharge,  there  was  enrollment  in 
Creighton  Medical  College  with  graduation 
in  1923.  Then  a year  at  St.  Joseph’s 
Creighton  Memorial  Hospital. 

General  practice  at  the  town  of  Creighton, 
Nebr.  brought  us  up  to  the  great  Depres- 
sion. At  one  time  I sincerely  believe  that 
there  was  not  a single  doctor’s  office  in 
northeast  Nebraska  which  was  making  ex- 
penses. I closed  my  office.  With  the  help 
of  a few  U.S.  savings  bonds,  and  a loan 
on  my  G.I.  insurance  policy,  I was  able  to 
secure  my  post-graduate  training  in  sur- 
gery. With  a year  at  the  University  of 


Years 

Pennsylvania,  and  a year  of  surgical  resi- 
dency at  St.  Thomas  Hospital  in  Nashville, 
1 was  able  to  get  my  M.S.  in  surgery  from 
the  University  of  Pennsylvania. 

In  finding  a new  location  in  1934,  1 chose 
Norfolk,  and  have  been  here  ever  since  ex- 
cept for  a another  small  interruption.  There 
occurred  a second  world  war,  and  I served 
three  years  and  three  months  in  the  Army 
Medical  Corp.  Part  of  this  was  in  the 
South  Pacific,  but  the  best  part  of  it  was 
in  the  surgical  department  of  Brooke  Gen- 
eral Hospital. 

So  much  for  the  chronology ; as  to  per- 
sonal or  human  interest,  I have  only  one 
little  story  that  has  always  continued  to 
amuse  me.  This  occurred  a half  hour  after 
midnight.  The  telephone  rang  and  a sleepy 
doctor  answered  it.  “Is  that  you  Doctor?” 
“Yes”  (with  a bit  of  embarrassment  in  the 
voice)  “Doctor,  I hate  to  call  you  at  this 
hour  of  the  night,  but  you  are  so  busy  dur- 
ing the  day  . . .” 

When  all  is  said  and  done,  my  greatest 
blessing  was  my  family  and  my  work.  I 
would  give  special  credit  to  my  wonderful 
wife,  Clara,  and  to  three  fine  children,  one 
of  whom  chose  to  follow  in  the  pathway  of 
medicine.  Such  is  the  story.  And  who  could 
ask  for  anything  more. 

Thanking  you,  I am 

Yours  most  sincerely, 

A.  J.  Schwedhelm,  M.D. 
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Congress  passes  older  Americans  act 

The  House  and  Senate  have  both  passed 
S.  50,  the  Older  Americans  Comprehensive 
Services  Amendments  of  1973,  a three  year 
extension  of  a series  of  programs  to  aid  the 
elderly.  The  legislation  calls  for  $543  mil- 
lion for  these  programs,  an  amount  sub- 
stantially lower  than  called  for  in  the  original 
bills  (approximately  $1.5  billion).  The  bill 
was  substantially  reduced  in  an  apparent 
move  to  gain  Administration  approval. 


Malpractice  report  filed 

The  Secretary  of  HEW’s  Commission  on 
Medical  Malpractice  recently  filed  its  report. 
The  21-member  Commission  conducted  nu- 
merous hearings  over  16  months,  and  it  con- 
sidered and  voted  upon  approximately  100 
separate  issues.  Among  other  things,  the 
group  called  for  compulsory  continuing  edu- 
cation as  a condition  for  the  reregistration 
of  physicians  and  other  health  care  provid- 
ers. The  Commission  also  recommended 
that,  as  a condition  of  receiving  Medicaid 
and  Medicare  payments,  all  health  care  in- 
stitutions establish  a patient  grievance  mech- 
anism capable  of  dealing  with  patient  care 
l)roblems. 

C.  A.  Hoffman,  M.D.,  President  of  the 
American  Medical  Association  and  one  of 
the  five  physicians  on  the  21-member 
Commission  filed  a separate  report  support- 
ed by  seven  additional  statements  dealing 
with  specific  issues  in  the  medical  malprac- 
tice field.  Objecting  to  the  lack  of  oppor- 
tunity to  review  the  final  draft  of  the  re- 
port, Doctor  Hoffman  observed  that  it  was 
only  after  the  final  draft  of  the  commis- 
sion report  was  assembled  that  it  was  pos- 
sible to  evaluate  its  total  impact.  “After 
studying  this  final  draft  of  the  Report,” 
he  said,  “I  am  regretfully  forced  to  the  con- 
clusion that  the  Commission  has  failed  to 
accomplish  the  primary  purpose  for  which 
it  was  established.”  Continuing,  Doctor 
Hoffman  stated,  “The  major  concern  of 
every  health-care  provider  is  the  welfare 


of  his  patients,  who  are  the  health-care 
consumers.  The  rights  of  patients  must  be 
protected.  This  is  an  objective  pursued  as 
vigorously  by  the  health-care  providers  as 
it  is  by  any  consumer  organization.  There 
is  need  for  improvement  in  this,  as  in  any 
other  aspect  of  human  affairs  and  there 
is  understandable  disagreement  as  to  the 
best  methods  to  accomplish  the  goal.  Stimu- 
lation of  more  claims,  with  their  attendant 
antagonism,  does  not  seem  to  be  the  best 
way  to  assure  patient  welfare.” 


AAPA  elects  new  national  officers 

At  its  first  annual  National  Conference 
of  Delegates  held  in  New  York,  April  6,  7, 
8,  the  American  Association  of  Physicians 
Assistants  elected  Erskine  W.  Staggs,  PA, 
Chief,  Technical  Training  Staff  at  The 
Christ  Hospital,  Cincinnati,  Ohio  President; 
and  James  R.  Pleasant,  Jr.,  PA,  Trover 
Clinic,  Madisonville,  Kentucky,  Senior  Vice 
President. 

National  institute  of  health 
care  delivery 

The  National  Institute  of  Health  Care  De- 
livery Act,  S.  723,  has  been  reported  by  the 
Senate  Labor  and  Public  Welfare  Commit- 
tee. The  Institute  proposed  under  the  bill 
would  be  responsible  for  conducting  accel- 
erated research  and  development  efforts  re- 
garding the  organization  and  delivery  of 
health  care.  The  program  would  authorize 
up  to  8 regional  centers  and  2 national  spe- 
cial emphasis  centers.  One  of  the  special 
emphasis  centers  would  be  devoted  to  health 
care  technology  and  the  other  to  health 
care  management. 

Emerg^ency  medical  services 

The  Senate  Labor  and  Public  Welfare 
Committee  has  reported  S.  504,  the  Emer- 
gency Medical  Services  Systems  Develop- 
ment Act  of  1973.  The  bill,  which  author- 
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izes  federal  aid  to  emergency  medical  service 
systems  through  the  Hill-Burton  program, 
will  now  go  to  the  Senate  floor. 

HMO’S 

The  Senate  Labor  and  Public  Welfare  Com- 
mittee has  reported  S.  14,  the  Health  Main- 
tenance Organization  and  Resources  Develop- 
ment Act  of  1973.  The  $1.5  billion  proposal 
provides  aid  in  the  form  of  development 
grants,  construction  grants  and  loans,  and 
initial  operating  grants  and  loans  to  assist 
health  maintenance  organizations  and  similar 
prepaid  group  practices.  These  practices 
include  supplemental  health  maintenance  or- 
ganizations and  health  service  organizations. 
Supplemental  HMO’s  would  be  similar  to 
HMO’s  but  would  not  be  required  to  provide 
the  same  scope  of  services.  Health  Service 
Organizations  would  be  directed  toward 
rural  or  nonmetropolitan  areas,  and  the  scope 
of  services  required  of  HSO’s  would  be  de- 
termined by  the  Seci’etary  of  HEW  on  the 
basis  of  each  such  organization’s  capability. 


Between  Cases 

The  Chart. 

“Patient  was  thrown  off  crane  and  landed 
on  four  feet.” 

How  Much? 

The  average  cost  of  staying  in  a U.S. 
hospital  for  one  day  is  now  $105. 30, 
which  is  almost  twice  what  it  was  six 
years  ago. 

The  Specialist. 

“Every  invalid  is  a physician.” 

Proverb 

On  Retirement. 

“A  loafer  always  has  the  correct  time.” 
K.  Hubbard 

The  Chart. 

“.  . . generalized  bony  degeneralization 
being  noted.” 


Grants  could  also  be  made  for  the  establish- 
ment of  Area  Health  Education  and  Service 
Centers  which  would  operate  in  cooperation 
with  HMO’s  and  HSO’s. 

The  bill  would  preempt  state  legislation 
restricting  prepaid  group  practice  and  would 
authorize  health  care  initiative  awards  to 
assist  health  care  providers  to  maintain  in- 
ternal quality  control  systems.  Capitation 
grants  would  be  provided  to  enable  subsi- 
dized organizations  to  enroll  certain  medic- 
ally indigent  and  high-risk  individuals.  The 
bill  would  further  establish  a Commission  on 
Quality  Health  Care  Assurance  to  review 
national  systems  for  quality  health  care.  An 
arbitration  program  would  be  initiated  for 
the  resolution  of  malpractice  claims  against 
providers  certified  by  the  Commission  on 
Quality  Health  Care  Assurance  as  maintain- 
ing approved  quality  control  standards. 

The  House  Subcommittee  on  Public 
Health  and  Environment  is  continuing  its 
consideration  of  H.R.  51,  the  Health  Main- 
tenance Organization  Act  of  1973. 


On  Hypochondriasis. 

“He  that  is  uneasy  at  every  little  pain 
is  never,  without  some  ache.” 

Proverb 

Department  Of  Higher  Education. 

Only  half  of  those  who  begin  college  ever 
get  a degree. 

Definitions. 

Radiologist:  the  x-rated  doctor. 

F.C. 

Written  A Long  Time  Ago. 

“Do  you  really  believe  that  a machine 
thinks?” 

Bierce 

Women’s  Lib. 

The  number  of  positions  held  by  women 
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doctors  in  this  country  has  risen  to 
9.0%;  it’s  3.4%  for  dentists  and  11.9% 
for  phaiTTiacists. 

Section  On  Geriatrics. 

There  are  now  more  than  3,600,000  Amer- 
icans over  the  age  of  80. 

Those  Were  The  Days,  Continued. 

Dog  days: 

(1)  When  the  heat  is  so  great  the  dogs 
go  mad. 

(2)  The  sultry  season  of  summer, 
when  Sirius,  the  Dog  Star,  rises 
with  the  sun. 

Things  I Am  Tempted  To  Say. 

Fibia  and  tibula. 

Jone  and  boint. 

Pedriatics. 

Kelly  & Sheets. 

Empyematous  chest. 

Stragety. 

My  Own  Collection  Of  Causes  Of  Sudden 
Infant  Death. 

Airway  obstruction. 

Magnesium  deprivation. 

Mother  rolling  over  on  child. 


Drowning  in  secretions. 

RTI. 

Selenium  deficiency. 

Atopy,  anaphylaxis  of  inhalation  of  house 
dust  mite. 

Infanticide. 

How  To  Diagnose  Accurately  & Correctly. 

“Impression:  Status  quo.’’ 

On  Counting  Cases. 

“The  function  of  statistics  is  the  refuta- 
tion of  other  statistics.’’ 

Anon 

Words  We  Can  Do  Without. 

Reprise,  cute,  dialogue,  uptight,  clout, 
relevant,  thrust,  critique,  catchment. 

U.S.  Happenings  In  1971. 

Births  3,559,000 

Deaths  ...1,921,000 

Marriages  .2,196,000 

Divorces  768,000 

That’s  one  death  for  every  1.85  births, 
and  one  divorce  for  every  2.86  marri- 
ages. 

F.C. 
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Unity  — 

A Problem  of  Organized  Medicine  Today 


PRESIDENTIAL  ADDRESS 

I should  like  to  give  you  a quote  from  an 
address  entitled  The  High  Cost  of  Medical 
Care  and  State  Medicine.  The  address  giv- 
en May  14,  1930  by  Karl  S.  J.  Hohlen,  M.D., 
then  president  of  the  Nebraska  State  Medi- 
cal Association.  “It  is  very  difficult  to  ad- 
dress an  audience  such  as  this  upon  a sub- 
ject that  is  of  interest  to  all.  In  the  past 
we  have  heard  addresses  on  various  sub- 
jects. I believe  the  majority  have  been  on 
some  phase  of  the  history  of  medicine.  To- 
day I will  attempt  to  discuss  a subject  that 
should  be  of  equal  interest  to  all  doctors  and 
their  families.  Presently  we  are  confront- 
ed on  all  sides  by  discussions ; by  all  classes, 
groups,  and  types  of  people,  on  the  high 
cost  of  medical  care.  Usually  with  the  in- 
ference that  the  medical  profession  as  in- 
dividuals and  as  a group  are  at  fault.  These 
discussions  usually  terminate  with  the  idea 
and  the  threat  that  State  Medicine  is  the 
remedy.”  What  is  State  Medicine?  Quot- 
ing from  an  article  in  the  AMA  Bulletin  of 
January,  1928  by  Dr.  Louis  R.  Effler,  Dr. 
Hohlen  noted  he  thought  this  was  a good 
one.  “State  Medicine  may  be  defined  as 
referring  to  the  extension  of  governmental 
activity  in  the  health  field  by  creating  com- 
pulsory health  insurance,  or  free,  and  pay 
clinics,  or  distributing  physicians,  or  seek- 
ing complete  control  of  medical  practice  as 
a public  utility.”  In  three  countries,  to  my 
knowledge,  a form  of  State  Medicine  is  in 
force,  England,  Austria,  and  Germany.  Are 
the  physicians  of  this  country  willing  that 
the  government  should  take  control  of  all 
health  matters?  As  noted  in  an  article 
from  Riga,  published  in  the  Chicago  Tri- 
bune of  January  25,  1930  — “Russia  to 
force  all  doctors  to  work  for  the  state.  The 
private  practice  of  medicine  is  to  be  for- 
bidden by  a decree  which  the  Soviet  com- 
missariat of  health  has  submitted  to  the 
committee  of  the  Communist  party  for  ap- 
proval. Physicians  and  surgeons  operating 
private  clinics  must  surrender  their  property 


and  enter  state  employment,  while  medics 
already  on  the  state  payroll  are  forbidden 
to  receive  patients  in  their  homes.  The  com- 
missariat has  proposed  to  transfer  medical 
men  by  force  to  provincial  towns  which 
have  been  without  assistance  since  the  1917 
revolution.” 

Are  these  thoughts  and  concerns  noted  in 
Dr.  Hohlen’s  address  of  forty-three  years 
ago  different  from  those  of  today?  No! 
Now  comes  PSRO’s  and  Senator  Bennett. 
What  is  wrong  with  PSRO?  Does  Mr.  and 
Mrs.  American  Citizen  want  some  little  girl 
just  out  of  high  school  but  good  in  typing 
and  filing,  going  over  their  medical  rec- 
ords? I say  no.  Who  wanted  Medicare  — 
the  doctors  of  this  country  — no.  But, 
who  gets  blamed  for  the  high  cost?  You  — 
the  filthy  rich  physician.  Now  the  govern- 
ment wants  to  turn  the  screw  a little  tighter, 
and  blame  you  for  this  mess,  PSRO,  and 
eventually  national  health  insurance. 

As  yet,  we  do  not  have  State  Medicine, 
but  the  social  planners  and  do-gooders  are 
still  trying.  The  news  media  continues  to 
chip  away  at  our  system  of  medicine  with 
false  . statements.  Take  for  example  the 
National  Broadcasting  Company’s  so-called 
documentary  on  “What  Price  Health.” 
Even  at  the  time  of  the  fiasco,  the  little 
patient  in  question  had  already  undergone 
her  surgery,  and  yet  this  great  news-gath- 
ering media  didn’t  know  about  it.  We,  as 
doctors,  alone  cannot  fight  these  factions. 
But  we  as  doctors  united  can  exei't  a tre- 
mendous force  on  these  people  that  would 
put  us  under  their  control.  The  mechanisms 
for  uniting  are  already  available  to  you 
through  your  county  and  state  medical  asso- 
ciations and  through  the  American  Medi- 
cal Association.  The  Nebraska  Medical  As- 
sociation is  not  made  up  of  the  president, 
president-elect,  secretary-treasurer,  policy 
committee,  house  of  delegates,  board  of  di- 
rectors and  delegates  to  the  American  Medi- 
cal Association.  It  is  made  up  of  you  and 
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me;  not  they  and  them.  It  is  made  up  of 
you  and  me  serving  on  twenty-two  com- 
mittees, with  as  many  as  fifteen,  and  no 
less  than  five  members  on  each  committee. 
Doesn’t  that  indicate  that  some  of  your  col- 
leagues, and  good  friends  and  acquaintances 
are  involved?  Shouldn’t  we  feel  some  in- 
debtedness to  them.  Are  they  breaking 
away  and  forming  a union  or  joining  a 
guild?  What  can  a union  or  guild  do  for 
you  that  can’t  be  done  in  your  Association 
— if  you  but  unite? 

Speaking  of  unions  I have  friends  and  pa- 
tients that  are  janitors,  janitresses,  exterm- 
inators, fumigators,  elevator  operators  (my 
wife  was  one),  porters,  window  cleaners, 
scrubwomen,  maids,  housekeepers,  welfare 
attendants,  hospital  employees,  bathroom  at- 
tendants, matrons,  ushers,  door  tenders, 
parking  hikers,  checkroom  attendants,  pin- 
setters,  bellmen,  caddies,  lobby  porters,  lob- 
by cleaners,  refuse  collectors,  turkish  bath 
attendants,  parimutuel  clerks,  all  racetrack 
employees,  bootblacks,  and  chimney  and  flu 
clearers.  I respect  these  people,  but  as  a 
physician  I have  regarded  myself  as  a pro- 
fessional man.  Those  that  want  you  to 
“unionize”  will  tell  you  to  forget  the  profes- 
sionalism; forget  the  blarney  that  patients 
regard  you  highly.  This  is  not  entirely 
true.  Also  do  not  forget  the  Sherman  Anti- 
trust Act.  This  act  represents  a limit  to 
the  group  activities  of  professions.  Labor 
unions  are  exempt  from  the  law’s  provi- 
sions in  the  matter  of  collective  bargain- 
ing. Professional  associations  are  not  ex- 
empt. 

Referring  again  to  the  many  fine  com- 
mittees, take  for  example  your  insurance 
and  prepa.\Tnent  medical  care  committee. 
They  have  successfully  held  down  the  cost 
of  professional  liability  insurance.  On  oc- 
casion this  committee  is  consulted  on  the 
continuance  of  liability  insurance  coverage 
for  certain  physicians.  If  said  doctor  is 
an  active  and  dues  paying  member  of  the 
association  his  record  is  known  and  the 
committee  can  most  often  speak  good  words 
in  his  behalf. 


Your  committee  concerned  with  a new 
abortion  law  worked  endless  hours  to  come 
up  with  some  solutions  that  would  be  ac- 
ceptable to  you  honorable  physicians. 

We  urge  young  physicians  to  unite  with 
us.  Personally  I favor  younger  blood  run- 
ning the  organizations,  but  first  you  have 
to  get  in  the  boat. 

Your  new  president  is  not  new  to  organ- 
ized medicine.  Dr.  Jack  Coe  will  guide  us 
well.  He  deserves  our  help  as  we  unite 
to  solve  the  problems  of  PSRO,  HMD,  NHI, 
and  many  others.  Your  voice  and  opinion 
are  needed,  but  not  just  in  the  doctors’ 
lounge  or  in  the  corridor.  It  is  needed  in 
the  office  of  the  Nebraska  Medical  Associa- 
tion. 

I thank  you  for  your  help  this  past  year. 
I needed  it.  As  Dr.  Frank  Cole,  editor  of 
the  Journal,  so  aptly  said  earlier  in  the 
year,  “We  have  a sick  president.”  Although, 
probably  not  evident  to  you  I have  grown 
in  this  experience.  I am  constantly  amazed 
at  the  time  spent  by  the  members  of  your 
various  committees.  Someday  soon,  please 
give  special  thought  to  recompensing  the 
president  when  he  comes  from  outstate.  He 
does  sacrifice  a lot  for  all  of  us. 

A vote  of  thanks  to  our  Auxiliary  — our 
better  halves  — that  give  time  unending, 
with  real  success.  Having  watched  my  wife 
as  a past  county  president,  made  me  realize 
the  great  effectiveness  of  this  group,  and 
appreciate  their  financial  contribution  and 
the  promotion  of  excellent  public  relations. 

My  sincere  thanks  to  Ken  Neff,  Bill  Schell- 
peper,  Mary,  Pam,  and  Sue.  That  office  is 
a beehive  of  activity  and  opportunities. 

Don’t  forget  that  as  long  as  the  waters 
of  Chappaquiddick,  and  the  Watergate  are 
muddied  as  they  are,  a united  front  of  or- 
ganized medicine  could  be  something  to 
anchor  to  — and  you  can  do  it  if  you  will. 

Frank  P.  Stone,  M.D. 

President. 
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The  Challenge 


THE  PRESIDENT’S  PAGE 

Perhaps  my  most  important  function  as 
I embark  upon  the  Presidency  of  the  Ne- 
braska Medical  Association  is  to  define 
the  challenge  which  faces  the  physicians  of 
Nebraska.  It  seems  most  urgent  that  be- 
fore any  attempt  be  made  to  solve  our  cur- 
rent problems,  we  must  very  carefully  de- 
fine these  problems. 

From  all  sides  we  are  beset  by  experts 
who  tell  us  what  our  problems  are.  The 
social  planners  and  the  liberal  establish- 
ment have  decided  that  they  know  much 
better  than  we  just  what  we  must  do.  They 
claim  to  know  what  the  medical  require- 
ments in  the  country  are,  and  more  than 
that,  they  have  veiy  definite  ideas  as  to 
how  these  problems  should  be  solved. 

Medicine  in  the  past  few  years  has  de- 
veloped a very  defensive  attitude  in  this 
regard.  We  have  been  so  severely  maligned 
on  many  instances  that  we  instinctively  re- 
spond by  saying,  “they  must  be  right,  and 
we  must  consider  changing  our  method  of 
health  care  delivery.” 

We  have  been  told  that  we  need  more 
physicians  and  all  medical  schools,  follow- 
ing the  stimulation  of  federal  capitation 
grants,  have  increased  their  enrollment. 
Indeed  we  are  now  admitting  classes  of  145 
at  the  University  of  Nebraska  Medical 
School,  and  the  curriculum  has  been  reduced 
to  three  years  rather  than  four.  Even  after 
all  this,  there  are  now  serious  minded  peo- 
ple who  are  asking  whether  or  not  we  are 
educating  too  many  doctors,  and  whether 
or  not  in  a few  years  medicine  will  be  faced 
with  the  same  dilemma  faced  by  the  en- 
gineers following  the  crash  program  gener- 
ated by  “sputnik.” 

Do  we  indeed  need  more  medical  care  as 
has  been  suggested.  Or  perhaps  is  there 
now  an  adequate  amount  of  medical  care  if 
it  were  properly  distributed,  and  people 
needing  care  knew  how  to  obtain  it. 

Is  the  increased  cost  of  medical  care  a 
deterrant  to  good  health,  and  is  it  out  of 


line  with  other  expenses  of  every  day  liv- 
ing. Even  in  spite  of  the  fact  that  medical 
costs  were  excluded  when  Phase  2 was 
lifted  it  still  showed  the  lowest  percentage 
rise  of  any  of  the  price  indexes  noted.  So 
perhaps  in  relation  to  the  other  price  in- 
creases in  our  economy  medical  care  is  still 
quite  reasonable,  and  in  fact  a bargain 
rather  than  a burden. 

What  about  the  distribution  of  medical 
care.  Is  medicine  directly  responsible  for 
the  fact  that  young  doctors  find  rural  and 
ghetto  areas  undesirable?  Is  it  the  fault  of 
medicine  that  the  social  climate  in  these 
areas  does  not  attract  the  young  physician 
or  his  family?  Can  we  subscribe  to  any 
method  which  would  force  young  physicians 
to  practice,  even  for  a limited  time,  in  these 
areas.  This  type  of  coercion  certainly  vio- 
lates all  the  rules  of  freedom  and  decency 
which  are  so  much  in  focus  today. 

Should  we  endorse  a National  Health  Act 
that  would  provide  governmental  provision 
of  health  care?  Do  we  really  believe  that  a 
bureaucratic  federal  government  agency 
could  deliver  medical  care  better  than  it  is 
now  being  delivered  by  the  private  physi- 
cian ? Do  we  have  any  reason  to  believe  that 


June,  1973 


209 


the  federal  government  wliich  has  trouble 
running  passenger  trains  and  delivering  mail 
could  possibly  improve  upon  the  complicated 
problems  of  health  care  delivery  ? 

Should  we  concern  ourselves  with  better 
home  health  care,  which  certainly  is  the 
“grass-roots”  of  preventative  medicine? 
Shall  we  provide  better  lay  health  educa- 
tion so  that  the  people  will  not  only  be  able 
to  be  aware  of  their  health  needs,  but  be 
aware  of  where  and  how  these  health  needs 
can  be  met? 

Do  we  need  more  medical  organizations? 
Even  though  it  is  now  the  law,  do  we  really 
need  a PSRO  in  the  State  of  Nebraska.  Are 
the  Health  Maintenance  Organizations 
known  as  HMOs  really  a better  way  of  pro- 
viding medical  care?  Is  it  conceivable  that 
physicians  should  band  together  and  form 


a union  so  that  a more  effective  collective 
bargaining  can  be  carried  out? 

Other  than  our  responsibilities  as  citizens 
does  the  medical  association  have  a direct 
responsibility  in  environmental  and  social 
problems.  Are  we  to  be  blamed  for  some 
of  these  social  shortcomings  over  which  we 
have  little  if  any  control. 

So,  how  shall  I approach  this  year?  I 
will  make  every  effort  to  provide  the  leader- 
ship required  by  the  Nebraska  Medical  As- 
sociation. I will  make  a dedicated  effort 
to  serve  the  entii'e  membership  and  to  avoid 
alignment  with  any  special  interest  groups. 
I will  continue  to  define  the  challenge  as  it 
becomes  apparent,  and  to  work  with  the 
Association  members  to  solve  the  problems 
which  face  us. 

John  D.  Coe,  M.D. 
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Down  Memory  Lane 


1.  If  you  undertake  publicity,  in  heaven’s 
name  don’t  scare  the  public  by  showing  them 
people’s  insides. 

2.  Each  member  in  medical  society  feels 
that  he  is  entitled  to  equal  remuneration, 
while  too  often  he  is  more  of  a liability  than 
an  asset  to  society  in  general. 

3.  The  conflict,  as  a layman  expresses 
it,  between  specialism  and  common  sense  is 
being  fostered  in  our  medical  colleges  and 
to  our  shame  be  it  said  that  common  sense 
is  getting  the  worst  of  it. 

4.  Experience  to  date  indicates  that  in- 
sulin treatment  must  be  continuous. 

5.  As  physicians  we  are  good  at  taking 
care  of  the  acutely  ill  child,  but  we  are  ex- 
ceedingly deficient  in  our  advice  to  the  par- 
ents for  the  apparently  well  child. 

6.  Cut  some  of  those  big  fees  in  two. 

7.  The  question  is  often  asked,  “What  has 
become  of  the  old  family  practitioner?’’ 

8.  Today  through  a superior  shrewdness 


of  intelligence,  a knowledge  of  contracep- 
tive methods,  it  is  the  intellectually  higher 
class  that  is  inhibited,  while  the  lower  and 
feebleminded  classes  run  riot  and  multiply 
like  the  Canadian  thistle. 

9.  There  are  more  hospital  beds  in  Ameri- 
ca now  than  we  actually  need,  if  we  practice 
medicine  practically. 

10.  Diagnosis  by  x-ray,  laboratory  and 
other  corroborative  evidence  without  a gen- 
eral examination  or  consideration  of  the 
symptoms  and  physical  findings  is  unscien- 
tific and  breeds  haphazard  methods. 

11.  In  injuries  to  the  cranium,  the  factor 
of  greatest  immediate  danger  is  the  develop- 
ment of  high  intra-cranial  pressure,  whether 
due  to  hemorrhage  or  oedema. 

12.  The  Medical  Society  has  no  commit- 
tee on  publicity  or  education  that  I can 
consult. 

Nebraska  State  Medical  Journal 
June,  1923 


The  Letter  Box 


To  the  Editor : 

In  his  excellent  article  reviewing  the  pres- 
ent status  of  Respiratory  Therapy,^  Lim  dis- 
cusses the  use  of  positive  pressure  in  the 
expiratory  phase  of  breathing  as  a mode  of 
treatment  for  a variety  of  conditions  includ- 
ing Respiratory  Distress  Syndrome  (RDS). 
This  discussion  tends  to  be  somewhat  mis- 
leading because  of  potential  confusion  of 
terms. 

As  originally  described,^  positive  end-ex- 
piratory pressure  (PEEP)  is  restricted  to 
the  application  of  constant  positive  pressure 
to  the  airway.  This  is  accomplished  by  con- 
necting the  exhalation  valve  of  any  ven- 
tilator which  will  cycle  automatically  in  the 
face  of  such  elevated  pressure  to  an  under- 
water seal.®  This  method  is  used  only  as  an 


adjunct  to  mechanical  ventilation  (MV),  as 
is  the  use  of  expiratory  retard  or  “hold” 
which  is  merely  a delay  of  pressure  re- 
lease with  the  pressure  still  falling  to  at- 
mospheric before  the  next  breath. 

The  currently  recommended  treatment  for 
infant  RDS  is  not  PEEP  as  described  above, 
rather  the  use  of  oxygen-enriched  continu- 
ous positive  pressure  breathing  during  spon- 
taneous ventilation  (SV).  Originally  de- 
scribed by  Barach^  and  modified  recently  by 
Gregory,^  this  method  offers  a survival  rate 
in  excess  of  75%  in  large  series  of  infant 
RDS.  A recent  conclave  of  experts  in  this 
field  agreed  upon  the  term  continuous  posi- 
tive airway  pressure  (CPAP)  to  differen- 
tiate it  from  PEEP.®  It  is  felt  that  the 
probable  explanation  for  the  efficacy  of  both 
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PEEP  and  CPAP  is  preservation  of  arterial 
oxygen  tension  and  lung  compliance  by  al- 
veolar recruitment  and  prevention  of  airway 
closure. 

The  potential  danger  of  confusing  PEEP 
and  CPAP  are  obvious  but  those  who  look 
with  some  disgust  and  exasperation  upon 
the  proliferation  of  abbreviations  in  medi- 
cine may  prefer  an  alternative  designation 
for  both  these  terms  — continuous  residual 
airway  pressure  (CRAP)  ! 

Sincerely, 

Louis  W.  Burgher,  M.D. 

Section  of  Thoracic  Diseases 

Mayo  Graduate  School  of  Medicine 

Rochester,  Minn.  55901 
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To  the  Editor: 

Tlie  proliferation  of  new  terms  and  ab- 
breviations in  medicine  is  a natural  phe- 
nomenon in  view  of  a rapid  growth  in  basic 
and  clinical  research.  What  is  needed  to  a 
contemporary  physician  is  not  “some  dis- 
gust or  exasperation”  but  a keen  intellectual 
faculty  to  grasp  the  fundamental  principle 
underlining  in  each  area  where  he  is  involved 
or  interested  in.  Without  this  capability,  he 
will  be  lost  forever  in  the  jungle  of  termin- 
ology seeing  a few  leaves,  perhaps  twigs 
but  not  knowing  the  entire  forest  or  the 
surrounding  horizon. 

It  is  with  this  discernment  that  the  term 
positive  end-expiratory  pressure  (PEEP)  is 
used  in  my  article.  Whether  a positive 
pressure  is  delivered  to  the  airway  during 
spontaneous  breathing  or  with  aid  of  a 
mechanical  ventilator  is  not  relevant  in  im- 


proving the  arterial  Og  tension.  What  is  im- 
portant is  a positive  airway  pressure 
throughout  the  entire  respiratory  cycle,  par- 
ticularly during  expiration  in  contrast  to  the 
long  practiced  technique  of  intermittent  posi- 
tive pressure  breathing  or  ventilation  (IPPB 
or  IPPV)  where  a positive  pressure  is  de- 
livered only  during  inspiration. 

This  is  for  this  reason  that  Gregory  who 
initially  used  the  term  continuous  positive 
airway  pressure  (CPAP)  now  prefers  it  not 
to  be  used.i  It  is  indeed  regrettable  that 
“a  recent  conclave  of  experts”  decided  to 
stay  with  a sinking  vessel  which  was  already 
abandoned  by  its  captain.  For  myself,  it  is 
a lot  easier  to  mobilize  a crew  of  intensive 
care  unit  by  saying  “PEEP”  than  a mouth- 
ful and  often  lungful  “CPAP,”  “CPPB,”  or 
“CPPV.” 

Reference 

1.  Gregoiy  GA:  Continuous  PPB  therapy  for 

neonatal  respiratory  distress.  Hosp  Prac  7:100, 
1972. 

Thomas  P.  K.  Lim,  M.D. 

To  the  Editor: 

Again  it  is  my  privilege  to  say  “Thank 
you”  to  the  Nebraska  Medical  Association. 
As  a senior  at  the  University  of  Nebraska 
College  of  Medicine  and  student  delegate  to 
the  NMA,  the  Annual  Session  at  Kearney 
was  both  interesting  and  informative.  The 
issues  that  were  dealt  with  by  the  House, 
and  the  topics  of  the  Scientific  meetings  were 
educational,  and  the  hospitality  of  the 
Buffalo  County  Medical  Society  made  it 
even  more  delightful.  It  was  a pleasure, 
too,  to  make  new  friends  among  the  physi- 
cians practicing  in  our  state. 

The  topics  of  abortion,  peer  review,  the 
Nebraska  Health  Project,  and  the  other 
activities  of  the  Association  that  were  dis- 
cussed brought  out  even  more  the  import- 
ance of  unity  in  the  medical  profession. 

I consider  it  an  honor  to  have  been  in- 
cluded in  the  activities  of  the  Association 
as  a student  and  hope  to  continue  working 
with  the  Society  as  an  intern  and  in  prac- 
tice. 

Sincerely, 

Dale  E.  Michels 
635  N.  48th  St. 

Omaha,  Nebraska  68132 
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Fifth  Annual  Rural  Medical  Day,  April 
26th,  at  the  University  of  Nebraska  Medical 
Center,  sponsored  by  the  NMA,  University 
of  Nebraska  Medical  Center,  Creighton 
University  School  of  Medicine,  and  the 
Nebraska  Chapter  of  the  American  Acad- 
emy of  Family  Physicians. 
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FEATURES 


Wash  ingtoNotes 


Federal  health  expenditures 

Federal  health  expenditures  in  the  cur- 
rent fiscal  year  will  exceed  $42  billion  — an 
increase  of  $2  billion  over  the  previous  fis- 
cal year. 

Considering  appropriations  alone,  the  to- 
tal for  the  present  fiscal  year  is  $28.3  bil- 
lion, compared  with  $26.5  billion  the  prev- 
ious year.  Federal  Medicare  expenditures  of 
$9.5  billion  are  included,  although  $6.6  bil- 
lion come  from  the  Social  Security  Medicare 
trust  fund  for  part  A or  hospital  benefits. 
The  Medicare  law  requires  these  funds  to 
be  treated  as  appropriations  by  Congress. 


Malpractice 

The  president  of  the  AMA  filed  a vigor- 
ous dissent  to  a federal  Commission  on 
Medical  Malpractice  report  which  blamed 
physicians  and  hospitals  for  much  of  the 
problem. 

A central  finding  of  the  special  commis- 
sion was  that  injuries  to  patients,  and  not 
greedy  avaricious  contingency  fee  lawyers, 
are  the  reason  for  the  increased  number  of 
malpractice  claims.  The  report  included 
about  100  findings  and  recommendations. 

In  his  dissent,  C.  A.  Hoffman,  M.D.,  AMA 
president  and  one  of  the  21  members  on 
the  commission,  said: 

“The  report  fails  entirely  to  identify  the 
problems  of  medical  malpractice  claims  as 
what  they  really  are  — a part  of  the  much 
larger  and  more  general  problems  of  lia- 
bility claims  litigation.  In  the  United  States, 
people  have  always  been  quick  to  file  law- 
suits for  any  injury,  real  or  imagined.  The 
legal  system  encourages  litigation. 

“As  a part  of  this  trend  certain  legal 
doctrines  have  been  established  which  apply 
only  in  lawsuits  against  health  care  provid- 
ers and  which  make  it  easier  for  claimants 
to  recover  damages  with  little  proof  of 
fault.  These  doctrines  include:  (a)  the 

‘discovery’  rule  under  the  statute  of  limita- 


tions; (b)  the  application  of  the  doctrine 
of  res  ipsa  loquitur  to  injuries  arising  out 
of  the  performance  of  professional  serv- 
ices ; (c)  the  doctrine  of  ‘informed  consent’ 
and  (d)  a rule  allowing  liability  based  on 
an  alleged  oral  guarantee  of  good  results. 
If  this  trend  continues  unchecked,  the  logical 
results  will  be  that  health  care  providers 
will  be  held  liable  for  any  unfortunate  result 
arising  from  health  care,  even  if  there  was 
no  fault  on  the  part  of  anyone  and  the  result 
was  entirely  unavoidable.’’ 

The  military  medical  school 

Melcolm  Todd,  M.D.,  chairman  of  the  AMA 
Council  on  Health  Manpower,  has  been  ap- 
pointed to  the  board  of  regents  of  the  mili- 
tary medical  school  which  was  authorized 
by  the  last  Congress. 

Others  named  were:  Durward  Hall,  M.D., 
former  GOP  Congressman  from  Missouri ; 
Lt.  Gen.  Leonard  Heaton,  M.D.,  U.S.  Army 
Ret.;  Anthony  Curreri,  M.D.,  Wisconsin;  H. 
Ashton  Thomas,  M.D.,  Secretary  of  the 
Louisiana  State  Medical  Society ; and  former 
defense  official  David  Packard.  Three  more 
regents  remain  to  be  selected. 

Vietnam  and  drugs 

A sweeping  study  has  allayed  the  fear  that 
this  nation  would  become  flooded  with  ex- 
GI  drug  addicts  by  finding  that  very  few 
young  soldiers  who  took  narcotics  in  Viet- 
nam have  continued  their  addiction  in  civilian 
life. 

Ur.  Richard  S.  Wilbur,  Assistant  Secre- 
tary of  Defense  for  Health  Environment, 
compared  the  narcotic  dependence  rate  of  1.3 
percent  among  Vietnam  returnees  with  the 
1.2  percent  rate  of  drug  abusers  identified  in 
the  civilian  population  of  young  draftees 
and  recruits.  He  estimated  the  number  of 
addicts  of  all  Vietnam  veterans  at  about 
2,000  to  3,000  of  the  313,000  enlisted  men 
who  served  in  Vietnam  during  the  high  use 
period  in  the  last  several  years  of  the  war. 
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Little  heroin  was  used  prior  to  this  by  U.S. 
troops. 

Dr.  Wilbur,  in  referring  to  inservice  treat- 
ment programs,  reported  more  than  70,000 
men  had  been  treated  for  drug  abuse  with 
more  than  59,000  either  restored  to  duty 
or  released  from  active  service  following  suc- 
cessful rehabilitation,  more  than  6,000  men 
remained  in  short  term  rehabilitation  and 
4,000  more  had  been  referred  to  the  Veterans 
Administration  for  lengthier  treatment  at 
the  end  of  their  service  tour. 


Ban  on  live  aborted  fetus  research 

The  National  Institutes  of  Health  have 
announced  a ban  on  research  involving  live 
aborted  fetuses. 

The  restriction  applies  only  to  NIH-sup- 
ported  research,  but  it  is  expected  to  be 
observed  in  much  of  the  other  medical  re- 
search in  this  country. 

The  ban  did  not  apply  to  fetal  tissue  but 
only  on  live  fetuses  capable  of  being  kept 


alive  under  laboratory  conditions  for  sev- 
eral hours  after  abortion. 

Senate  subcommittee  on  health 

Chairman  Russell  B.  Long  (D.,  La.)  has 
reorganized  the  Senate  Finance  Committee 
into  six  subcommittees,  including  one  on 
health  which  will  hold  hearings  and  do  the 
other  spade  work  on  legislation  dealing  with 
Medicare,  Medicaid  and  national  health  in- 
surance. The  full  committee  will  continue 
to  make  the  final  decisions. 

Sen.  Herman  Talmadge  (D.,  Ga.)  is  chair- 
man of  the  health  subcommittee.  Other 
members  are:  Democrats — J.  W.  Fulbright 
(Ark.),  Vance  Hartke  (Ind.),  Walter  F. 
Mondale  (Minn.)  and  Abraham  Ribicoff 
(Conn.)  ; Republicans  — Robert  J.  Dole 
(Fans.),  Clifford  P.  Hansen  (Wyo.),  Bob 
Pack  wood  (Ore.)  and  William  V.  Roth,  Jr. 
(Del.). 

Hansen  and  Hartke  are  two  of  the  four 
chief  sponsors  of  the  AMA  national  health 
insurance  legislation,  Medicredit.  Packwood 
is  a cosponsor. 


Welcome  New  Members 


Irvin  L.  Blose,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  Nebraska  68105 

Robert  N.  Brown,  M.D. 

7817  Military 
Omaha,  Nebraska  68134 


James  J.  Simpson,  M.D. 

3912  Avenue  B 
Scottsbluff,  Nebraska  69361 

George  A.  Young,  HI,  M.D. 
105  South  49th  Avenue 
Omaha,  Nebraska  68132 


jMargaret  Anne  Kessinger,  M.D. 
University  Hospital 
Omaha,  Nebraska  68105 

Satish  Mediratta,  M.D. 

2602  “J”  Street 
Omaha,  Nebraska  68107 

Duane  Sherwin,  M.D. 

St.  Joseph’s  Hospital 
Omaha,  Nebraska  68108 


Cigarettes  and  Development  of  Intermittent 
Claudication  — • W.  B.  Kannel  (National 
Heart  and  Lung  Institute,  Bethesda,  MD 
20014)  and  D.  Shurtleff;  Geriatrics  28:61- 
68  (Feb)  1973. 

The  rate  of  occui'rence  of  intermittent 
claudication  was  about  twice  as  great  among 
cigai'ette  smokers  as  among  non-smokers, 
and  the  risk  tended  to  increase  with  the 
intensity  of  the  habit. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 

June  2 — Hastings 
June  30  — Ogallala,  Elks  Lodge 
July  7 — Norfolk,  Elks  Lodge 
July  21  — Chadron,  Elks  Lodge 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  23-28,  1973,  Ameri- 
cana Hotel,  New  York,  New  York. 

ELEVENTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  17,  1973,  Radis- 
son  Cornhusker  Hotel,  Lincoln,  Nebraska. 

OCCUPATIONAL  HEALTH  — 33rd  An- 
nual Congress,  AM  A,  at  the  Benjamin 
Franklin  Hotel  in  Philadelphia,  Septem- 
ber 17-18,  1973. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

VIROLOGY  AND  IMMUNOLOGY  IN  HU- 
MAN CANCER  — • National  Conference; 
Nov.  29-Dec.  1,  1973;  at  the  Waldorf-As- 
toria Hotel,  New  York  City;  sponsored  by 


ICs  New 

New  eye  and  ear  light 

A new  diagnostic  set  from  Welch  Allyn 
features  a radical  departure  in  illuminating 
sources  that  reportedly  provides  twice  the 
light  intensity  of  conventional  incandescent 
sources  for  superior  clarity,  brilliance  and 
intensity  in  its  rendition  of  the  diagnostic 
field.  Both  ophthalmoscope  and  otoscope 
feature  an  exclusive  miniature  halogen  lamp 
developed  specifically  for  diagnostic  instru- 
ments. 


the  American  Cancer  Society  and  the  Na- 
tional Cancer  Institute. 

AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to  : Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 

NATIONAL  CONFERENCE  ON  VIROL- 
OGY AND  IMMUNOLOGY  IN  HUMAN 
CANCER  — November  29,  1973  - Decem- 
ber 1,  1973,  Waldorf-Astoria  Hotel,  New 
York,  New  York;  sponsored  by  American 
Cancer  Society,  National  Cancer  Institute. 
Write  to:  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Virology  and  Immunology 
in  Human  Cancer,  American  Cancer  So- 
ciety, Inc.,  219  East  42nd  Street,  New 
York,  New  York  10017. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  28  - May  1,  1974, 
Omaha,  Nebraska. 


In  addition  to  markedly  superior  light  in- 
tensity, illumination  from  the  new  halogen 
instruments  is  said  to  provide  superior  color 
fidelity  — ■ closer  to  natural  sunlight  — than 
conventionally-illuminated  instruments  giv- 
ing greater  definition  of  areas  and  shadings 
in  the  diagnostic  viewing  area. 

Otoscope  and  opthalmoscope  heads  adapt 
to  a new  3.5  volt  rechargeable  battery  handle 
with  black  chrome  finish.  High  efficiency 
light  transmission  systems  are  used  in  both 
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instruments ; fiber  optics  in  the  otoscope 
and  a mirror  system  in  the  ophthalmoscope. 

Less  frequent  lamp  changing  is  also  fea- 
tured, due  to  the  longer  life  of  the  halo- 
gen light  source  — from  two  to  three  times 
that  of  conventional  incandescent  lamps.  The 
otoscope  and  ophthalmoscope  are  available 
individually  or  as  a combination  set,  each 
with  zippered  vinyl  case. 


Model  GSM-2  is  one  of  two  Geiger  suiwey 
meters  included  in  General  Electric’s  offering 
of  nuclear  medicine  supplies  and  accessories. 
The  instrument  is  designed  to  provide  simul- 
taneous information  about  the  intensity  of  radi- 
ation as  well  as  the  total  “integrated”  radia- 
tion, in  rads,  accumulated  during  the  survey 
time.  (General  Electric  Company,  Medical  Sys- 
tems Division,  485.5  Electric  Avenue,  Milwaukee, 
Wisconsin  53201). 

Geiger  survey  meters 

Two  lightweight,  portable,  battery-oper- 
ated Geiger  survey  meters,  designed  to  de- 
tect Alpha,  Beta,  Gamma,  and  X-radiation, 
are  available  from  the  General  Electric  Com- 
pany. 

Model  GSM-1  weighs  2.6  lbs.  (approx.)  and 
requires  no  battery  or  zero  adjustments. 
Dose  rate  intensity  ranges  of  '0  to  50,  0 to 
5.0  and  0 to  0.5  mR/H  are  included  as  well 


as  0 to  infinity.  An  audible  indication 
sounds  the  rate.  The  internal  loudspeaker 
can  be  switched  ON/ OFF  as  desired.  This 
meter  operates  100  hours  continuous  on 
four  1.5  volt  “C”  batteries.  A small  flashing 
neon  lamp  indicates  when  the  unit  is  ON. 

Model  GSM-2  is  designed  to  provide  si- 
multaneous information  about  the  intensity 
of  the  radiation  as  well  as  the  total  “inte- 
grated” radiation,  in  rads,  accumulated  dur- 
ing the  survey  time.  A front  panel  potentio- 
meter permits  the  user  to  preset  the  ac- 
cumulated radiation  warning  level  to  any 
desired  percent  of  full  scale.  When  the  value 
is  reached,  a warning  signal  is  generated. 
Model  GSM-2,  which  weighs  2.6  lbs. 
(approx.),  oi)erates  on  four  rechargeable  Ni- 
Cd  batteries.  A special  outlet  is  provided 
for  charging  from  110  VAC  or  220  VAC. 
The  unit  operates  for  35  hours  continuous 
use  on  a single  full  charge. 

For  additional  information,  write  General 
Electric  Company,  Medical  Systems  Division, 
4855  Electric  Avenue,  Milwaukee,  Wiscon- 
sin 53201.  In  Canada,  write  General  Elec- 
tric Medical  Systems  Limited,  3311  Bay- 
view  Avenue,  Toronto,  Ontario. 


Impedance  pneumograph 

An  impedance  pneumograph  for  mea- 
surement and  recording  of  respiratory  rate 
and  relative  volumes  in  humans  and  ani- 
mals is  now  available  from  Harvard  Ap- 
paratus Co.  The  Model  391  Impedance 
Pneumograph  derives  respiratory  informa- 
tion from  changes  in  conductivity  and 
volume  within  the  thorax.  It  may  also  be 
used  to  detect  similar  changes  associated 
with  other  tissues,  such  as  muscle  contrac- 
tion and  swallowing. 

In  use,  a minute  high  frequency  excita- 
tion current  of  constant  voltage  is  passed 
through  two  electrodes  appropriately  placed 
on  the  subject.  Voltage  changes  across  these 
electrodes,  which  are  proportional  to  the  im- 
pedance of  the  tissues  between  the  elec- 
trodes, are  sensed  by  the  device.  The  im- 
pedance varies  with  changes  in  tissue  con- 
ductivity and  volume. 
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The  Impedance  Penumograph  is  equipped 
with  a Trace  Restore  control  to  facilitate 
restoration  of  the  baseline.  The  input  elec- 
trodes are  transformer  isolated  to  minimize 
potential  ground  loops  and  enhance  patient 
safety.  Internal  coupling  is  also  provided 
so  that  an  electrocardiogram  may  be  record- 
ed simultaneously  on  an  additional  channel 
from  the  same  pair  of  electrodes. 

The  Model  391  Impedance  Pneumograph 
is  designed  for  use  with  Harvard  Modular 
Recording  Systems.  A comparable  Model 
2191  is  available  for  the  Harvard  Biograph. 
In  addition,  a similar  unit  with  a self-con- 
tained power  supply,  Model  3191,  can  be 
supplied  for  use  with  most  other  types  of 
physiological  recording  systems. 

Write  to  Harvard  Apparatus  Co.,  Inc., 
150  Dover  Road,  Millis,  Mass.  U.S.A.  02054 
for  descriptive  Bulletin  #309. 

Necrology 


Harry  N.  Boyne,  Omaha  2-14-73 

Donald  E.  Brewster,  Holdrege  12-10-72 

John  A.  Brown,  III,  Lincoln  10-29-72 

Oscar  Carp,  Omaha 10-  5-72 

Edwin  R.  Core  (Life),  Kimball  11-20-72 

E.  N.  Deppen,  Lincoln  8-10-72 

James  P.  Donelan  (Life),  Omaha  ....11-  8-72 
Henry  L.  Dworak  (Life),  Omaha  ....11-  1-72 
Robert  F.  Farrell  (Life),  San 

Francisco,  Calif.  7-18-72 

A.  Greenberg  (Life),  Palm 

Springs,  Calif.  11-  2-72 

C.  C.  Hardy  (Life),  Cleveland,  0.  ...No  date 

Wayne  Jackson,  Bloomfield  9-  4-72 

Wilbur  Johnson,  Valentine  8-31-72 

G.  J.  Kadavy  (Life),  Omaha  5-11-72 

Wilmar  D.  McGrath  (Life), 

Grand  Island  1-29-73 

Frank  J.  Mnuk  (Life),  Omaha  10-  1-72 

C.  J.  Nemec  (Life),  Omaha  8-17-72 

Wm.  Nutzman,  Kearney  8-16-72 

J.  J.  O’Hearn  (Life),  Omaha  1-  1-73 

A.  M.  Pedersen,  Blair  2-  3-73 


George  L.  Pinney  (Life),  Hastings  ..  3-11-73 


Grant  S.  Reeder  (Life),  Fremont  ....  1-24-73 

Daryl  D.  Rueb,  Grand  Island  9-  1-72 

John  Sinnott,  Omaha  12-31-72 

Charles  Swab  (Life),  Omaha  6-25-72 

Walter  P.  Ulmer,  Dawson  12-29-72 

H.  H.  Walker  (Life),  North  Platte....  2-22-73 

Frank  Wanek  (Life),  Omaha  ..II-  4-72 

Frederick  Wietecha,  Norfolk  5-19-72 

Donald  Wilson,  Omaha  4-23-73 


Books 


Drugs  of  Choice,  1972-1973;  Walter  Modell,  M.D., 
Editor;  17.5  by  25  cm  (678  by  9%  in.);  hard  cover; 
$21.50;  900  pages;  published  1972  by  C.  V.  Mosby 
Company,  St.  Louis. 

I am  nevei-  without  Drugs  of  Choice  if  I can 
help  it.  Dr.  Modell’s  credentials  are  imposing; 
he  is  Professor  of  Pharmacology  at  Cornell  Uni- 
versity Medical  College  and  Chairman  of  the  Ad- 
visory Committee  on  Investigational  Drugs  to  the 
Surgeon  General  of  the  Army;  and  he  is  Editor  of 
Clinical  Pharmacology  and  Therapeutics  and  of 
Rational  Drug  Therapy.  The  book  appeared  in  1958, 
and  is  brought  out  in  a new  edition  every  two 
years,  so  that  if  you  are  lucky  enough  to  get  this 
volume,  take  it;  the  next  edition,  if  my  calcula- 
tions are  right,  will  not  come  out  until  next  year. 

There  are  41  contributors  and  41  chapters,  but 
not  on  a one-to-one  basis.  If  the  book  is  Drags 
of  Choice,  the  contributors  are  Men  of  Choice.  The 
type  is  good,  and  the  chapters  are  short  and  well 
written,  and  are  followed  by  selected  references. 
An  excellent  70  page  index  is  provided.  And  be- 
tween the  text  and  the  index,  there  is  my  favorite 
part  of  Drags  of  Choice,  the  green-colored  Drag 
Index,  where  all  the  drugs  are  listed  in  alphabetical 
order  by  all  their  names,  generic  and  trade,  with 
method  of  administration  and  dosage. 

It  is  a better  book  than  anything  else  like  it, 
but  there  is  nothing  like  it.  The  chapters  are 
arranged  according  to  disease  or  indication,  and  the 
discussions  are  thorough.  This  is  one  of  the  few 
books  I will  not  lend;  mine  stays  right  on  my 
desk.  Get  your  own;  I recommend  Drugs  of  Choice. 

F.C. 


Challenge  to  Community  Psychiatry,  edited  by 
Archie  R.  Foley;  14.5  by  22  cm  (5%  by  8%  in.), 
hard  cover;  $10.95;  published  1972  by  Behavioral 
Publications,  New  York;  203  pages. 

Dr.  Foley  is  a psychiatry-and-neurology  board  cer- 
tified M.D.,  and  is  a Professor  of  Clinical  Psychiatry 
and  Director  of  the  Division  of  Community  and 
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Social  Psychiatiy,  Department  of  Psychiatiy  and 
School  of  Public  Health,  Columbia  University.  The 
book  is  “a  drama  of  several  acts  told  in  a dialogue 
between  representatives  of  the  faculties  of  two 
university  departments  of  psychiatry.”  There  are 
four  members  of  the  Planning  Committee,  eight  Dis- 
cussion Leaders,  and  eleven  Resource  Consultants. 
There  are  no  less  than  74  Participants  in  the  In- 
stitute. 

The  book  is  divided  into  seven  chapters:  Prologue, 
The  Planning,  The  Institute,  Reflections  of  the 
Faculty,  The  Aftemiath,  The  Evaluation,  and  Com- 
mentary; there  is  no  index.  They  have  tried  to 
find  a way  to  encourage  phsychiatrists  in  training 
at  hospitals  and  community  mental  health  centers 
to  become  more  involved  in  community  affairs  and 
social  problems.  The  print  is  good,  and  the  read- 
ing is  easy. 

F.C. 


Reference  Group  Theory  and  Delinquency,  by 
Robert  E.  Clark;  13.5  by  21  cm  (5%  by  8%  in.); 
$9.95  hardbound;  $4.95  paperbound;  129  pages;  pub- 
lished 1972  by  Behavioral  Publications,  New  York. 

Dr.  Clark  is  a I’h.D.,  and  is  Professor  of  Sociology 
at  Pennsylvania  State  University,  where  he  has 
taught  criminology  for  more  than  25  years.  Why 
some  boys  associate  with  delinquents  and  others  do 
not  is  the  question  asked  in  this  book.  It  is  divided 
into  4 sections,  and  further  into  18  chapters.  There 
is  a list  of  141  references,  and  one  index  of  names 
and  another  of  subjects. 

It  is  important  to  know  how  reference  groups 
influence  behavior,  and  while  we  are  anxious  to 
study  crime  and  delinquency,  a hundred-odd  pages 
just  may  tell  us  what  we  want  to  know. 

F.C. 


Accidents  of  Vagotomy  — L.  S.  Wirthlin 
(Massachusetts  General  Hosp,  Boston 
02114)  and  R.  A.  Malt.  Surg  Gynecol 
Obstet  135:913-916  (Dec)  1972. 

In  1,096  patients  who  had  undergone  trun- 
cal vagotomy,  accidents  added  a 5%  compli- 
cation rate  to  the  surgical  management  of 
duodenal  ulcer  disease.  Three  deaths 
(0.27%)  could  be  attributed  to  vagotomy. 
Splenic  trauma  and  postoperative  hemor- 
rhage accounted  for  60%  of  the  complica- 
tions, and  injury  to  the  esophagus  was  re- 
sponsible for  33%. 

Evidence  for  Serum  Factor  Secreted  by  Hu- 
man Thymus  — J.-F.  Bach  et  al  (Hopital 
Necker,  Paris).  Lancet  2:1056-1057  (Nov 
18)  1972. 


A factor  in  human  serum  modifies  the 
rosette-forming  cells  present  in  the  spleen 
of  adult  thymectomized  mice.  The  level  of 
this  factor  is  higher  in  children  than  in 
adults,  and  this  factor  is  not  found  in  sub- 
jects over  50  years  old.  The  level  of  this  fac- 
tor is  normal  in  patients  with  myasthenia 
gravis  who  are  less  than  30  years  old,  but  in 
these  patients  it  does  not  decrease  with  age. 
In  eight  patients  with  myasthenia  gravis 
the  factor  disappeared  from  the  serum  with- 
in 24  hours  of  thymectomy.  These  results 
agree  with  those  in  mice  and  suggest  that 
there  is  a thymic  hormone  in  human  serum. 


Spontaneous  Thymidine  Incorporation  by 
Leukocytes  of  Renal  Transplant  Recipients 

— K.  T.  WU  et  al  (Royal  Victoria  Hosp, 
Montreal).  J Surg  Res  13:221-227  (Nov) 
1972. 

It  has  been  claimed  that  spontaneous  thy- 
midine incorporation  in  vitro  by  leukocytes 
of  kidney  transplant  recipients  may  precede 
rejection  crisis  and  could  be  used  as  a test 
to  predict  rejection.  To  evaluate  this  proce- 
dure, serial  determinations  were  done  on  leu- 
kocytes from  six  kidney  transplant  recipi- 
ents and  six  normal  control  subjects.  No 
correlation  was  found  between  thymidine 
uptake  and  clinical  rejection  crisis. 


Use  of  Anticoagulants  in  Prevention  of  Ve- 
nous Thrombosis  After  Myocardial  Infarc- 
tion — B.  A.  Pussell  (St  George  Hosp,  Ko- 
garah,  NSW,  Australia)  and  W.  R.  Pitney. 
Med  J Aust  2:1101-1103  (Nov  11)  1972. 

The  ^2&I  fibrinogen  test  was  used  to  detect 
the  incidence  of  deep  vein  thrombosis  in  51 
patients  admitted  to  a coronary  intensive 
care  unit.  Myocardial  infarction  was  con- 
firmed in  42  patients,  and  11  of  these  (26%) 
developed  isotopic  evidence  of  leg  vein  throm- 
bosis. In  27  patients  with  confirmed  infarc- 
tion who  were  treated  with  anticoagulants, 
there  was  an  incidence  of  11%,  while  in  15 
who  did  not  receive  anticoagulants  the  in- 
cidence was  53%.  The  incidence  of  throm- 
bosis at  the  intravenous  cannula  site  was 
approximately  75%  in  both  anticoagulation 
and  untreated  groups. 
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Before  deciding  to  make  Valium 
yiazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 

:hc  possibility  of  side  effects  and 
:he  ultimate  prospects  of  success 
3r  failure. 

While  Valium  can  he  a most 
lelpful  adjunct  to  your  counseling, 
t should  he  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
asts  and  should  be  discontinued 
Ivvhen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  followed.  Valium  is  w ell 
olerated  (sec  Dosage).  For  eon- 
/enienee  it  is  available  in  2-mg,  5-mg 
md  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
nave  been  the  most  contmonly  re- 
)ortcd  side  effects. 

Until  response  is  determined, 
tatients  receiving  Valium  should 
)e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
complete  mental  alertness,  such 
is  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J,  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  I'ension  and  an.xiety  states;  somatic  com- 
plaints u hich  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  a|iprehension, 
fatigue,  depressive  synijitoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  arui  liallucinosis 
due  to  acute  alcohol  vt  ithdravval;  adjunctivciy  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  haz.ardous  occupations  retjuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  fretjuency  and/or  severity  of  grand 
mal  seizures  may  reijuire  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severel)'  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

^ide  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paraooxical  reactions  suen 
as  acute  hvperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
count's  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  I'ension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  (].i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V'alium®  (diazepam)  'Lablets,  2 mg,  5 mg  and 
to  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
del-Is-Dose®  packages  of  1000. 
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Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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i )uld  be  an  obligation  of  medical 

I ictice. . . 

“Medical  societies  ought  to  con- 
( :t  continuing  campaigns  to  point 
( . the  substantial  savings  that  could 
t,  realized  thru  deductible  insurance 
; j protection  for  catastrophic  ill- 
rj;s.  At  the  very  least,  they  should,  in 

I I patients'  interest,  question  the 

t tics  of  any  insurance  organization 
t t raises  health  care  costs  by  forc- 
i|:  policyholders  to  buy  insurance 
t ' y may  not  need  or  want  and  prob- 
c y won’t  ever  use. 

! “Too  many  doctors  are  indiffer- 
( : to  the  economic  consequences  of 
t f r decisions.  Too  many,  for  ex- 
c pie,  habitually  hospitalize  patients 
f the  convenience  of  the  MD.  It’s 
r isense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
( ties,  have  unhesitatingly  appealed 
t :heir  patients  for  support  in  the 
fht  against  government  interference 
\ h the  private  practice  of  medicine. 
i d the  public  in  the  past  has  re- 
j )nded.  It’s  time  the  American  Med- 
i,  I Association  and  state  and  local 
tjidical  societies  paid  off  the  debt  by 
( :isive  action  to  hold  down  the  cost 
( Tiedical  care.” 

(:  st  of  Drugs 

Insurance  rates  and  hospital 
cargos  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


( 30  drugs  that  he  selects  to  treat  the 
Mjority  of  conditions  encountered  in 
I practice.  Moreover,  the  physi- 
( n’s  choice  of  a specific  brand  is 
f sed  on  his  knowledge  of  the  pa- 
t it’s  medical  history  and  current 
( ndition,  and  his  experiences  with 
t ! particular  manufacturer’s 
i )duct. 

Some  substitution  proponents 
I /e  argued  that  the  dispensing  of  a 
I !Scription  is  a simple  two-party 
1 nsaction  between  the  pharmacist 
; f the  patient,  and  that  a substitut- 
1'|t  pharmacist  may  avoid  even  a 
1 hnical  breach  of  contract  by  simply 
t dfyingthe  patient  that  he  is  making 
1j.!  substitution.  I would  judge  that 
1;  / courts  would  be  sympathetic 
t /ard  a pharmacist  who  substituted 
\ hout  physician  approval  and  who 
ildertook  a legal  defense  that  seeks 
I|  nake  the  patient  responsible  for 
If:  pharmacist’s  actions, 
ij  iuced  Prescription  Prices? 

Substitution  advocates  are 
: ’gesting  to  the  consumer,  and  par- 
t Jiarly  the  consumer  activist,  that 
I luced  prescription  prices  could 
1 ow  legalization  of  substitution. 

' have  seen  absolutely  no  evidence 
t ustify  this  claim.  To  the  contrary, 
t )erience  in  Alberta,  Canada,  where 
: ostitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


Medicinews  . . . 

Emergency  medical  service 

The  House,  by  a vote  of  261  - 96,  has 
passed  H.R.  6458,  the  Emergency  Medical 
Services  Act  of  1973.  This  bill  authorizes 
the  Secretary  of  HEW  to  make  gi'ants  for 
planning  and  feasibility  studies  related  to 
the  establishment  of  Emergency  Medical 
Service  systems  and  grants  for  the  establish- 
ment and  initial  operation  of  these  systems. 
Grants  could  also  be  given  to  health  profes- 
sional schools  for  research  and  training  in 
EMS.  Under  the  definitions  contained  in 
the  bill,  an  EMS  system  would  have  to  in- 
clude sufficient  numbers  of  health  profes- 
sionals as  well  as  communications  systems, 
transportation  capacility  and  adequate  emer- 
gency facilities  as  determined  by  the  Secre- 
tary of  HEW.  An  Interagency  Technical 
Committee  on  Emergency  Medical  Services 
would  be  established  to  coordinate  the  re- 
sources of  all  federal  programs  and  activi- 
ties. 
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“Daddy’s  a heavy  sleeper.  He  slept  right 
through  his  vasectomy.” 


The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  he  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Additional  information 
available  to  the 
profession  on  request. 

PHARMACAL  COMPANY 

Division  of  Physicians  & Hospitals  Supply  Co. 

Minneapolis,  Minnesota  55403 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 

Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing  Michigan  48823 

American  College  of  Legal  Medicine 

Miss  Betty  Haima,  Exec.  Sec. 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Dr.,  Suite  2700,  Chicago,  111.  60601 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P. 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shoie  Dr.,  Chicago,  Illinois  60611 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hears!  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 
American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Urological  Association,  Inc. 

Mr.  Richaid  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South 
New  Yolk,  New  York  10010 
National  Rehabilitation  Association 

1522  “K”  St.,  N.W.,  Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Hillier  L.  Baker,  Jr.,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 
Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 


12-A 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
“senile”  keratoses...  and 
they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  fiat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T*  seen  on  3129167  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  on  6112167,  seven  weeks  after  discon- 
tinuation of  59c -FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file,  HolTmann-La  Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxypropyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 


This  patient’s  lesions 
were  resolved  with 

Efudex 

(fluorouracil) 

5%  cream /solution 
...a  Roche  exclusive 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc, 

Nutley,  N.J.  07110 


ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Division  of  Rehabilitation  Services  of  Visually 
Impaired 

Dean  McDermott,  Director 
1045  South  Street,  Lincoln  68502 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 
8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  ‘ M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 
Nebraska  Academy  of  Otolaryngology 
Ray  0.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  liascall  St.,  Omaha  68124 
Nebraska  Chapter 
American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  "0”  St.,  Lincoln  68510 
James  I.  Wax,  M.D.,  Sec’y-Treas. 

12135  Pacific  St.,  Omaha  68154 
Nebraska  Chapter 
American  College  of  Physicians 

John  Hartigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Chapter,  American  Chapter  of  Radiology 
Howard  L.  Copas,  M.D.,  Secretary-Treasurer 
827  South  131st  Street,  Omaha  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Diabetes  Association,  Inc.  — 

Omaha  Chapter 

Mrs.  Bessie  M.  White 
921  Dorcas,  Room  221,  Omaha  68108 
Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 
Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 
Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 
Nebi  aska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 


Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc, 

Eugene  J.  Thompson,  Executive  Secietary 
3100  “0”  Street,  Suite  5,  Lincoln  68510 
.Nebraska  Pliarinacentical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
lUUi  Andei'son  Building,  Lincoln  68508 
Nebraska  Psycbiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director- 
602  So.  45th  Street,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “0”  St.,  Lincoln  68508 
Nebraska  Itegional  Aledical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rehabilitation  Service  Division 
Garry  Cartwright,  Assistant  Commissioner 
233  South  10th  St.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
Maryland  Plaza,  Suite  107,  1325  So.  72nd, 

Omaha  68124 

Nebraska  Society  for  Internal  Rledicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  for  Medical  Technologists 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  for  the  Prevention  of 
Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the 
Pievention  of  Blindness,  Inc.,  120  South  42nd 
St.,  Lincoln  68510 

Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Hem-y  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “O”  St.,  Lincoln  68503 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
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National  health  insurance 

In  an  unusual  procedural  move,  the  House 
Subcommittee  on  Public  Health  and  Envir- 
onment is  now  expected  to  conduct  hearings 
on  National  Health  Insurance.  The  hear- 
ings, however,  are  not  expected  to  begin  be- 
fore September.  The  House  Ways  and 
Means  Committee,  chaired  by  Representa- 
tive Wilber  D.  Mills  (D.,  Ark.),  would  or- 
dinarily be  the  forum  for  NHI  hearings,  but 
it  is  tied  up  with  tax  reform  and  trade 
legislation. 

The  primary  focus  of  the  initial  hearings 
is  expected  to  be  the  benefit  sti'ucture  and 
administrative  system  through  which  a pro- 
gram would  operate.  Ultimate  jurisdiction 
over  NHI  legislation  remains  in  the  House 
Ways  and  Means  Committee,  particularly 
with  respect  to  the  funding  mechanism.  The 
financial  policy,  therefore,  will  be  studied 
by  Ways  and  Means  when  time  permits. 
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“1  hope  you  have  liability  insurance/’ 


Conncilor  Districts  and  Counties 
First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties: 
Douglas.  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela.  Lincoln.  Counties : 
Lancaster.  Otoe.  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart.  Pawnee  City.  Counties  : 
Gage.  Johnson.  Nemaha.  Pawnee. 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox.  Cedar.  Dixon.  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 
Fifth  District:  Councilor:  Robert 

M.  Sorensen,  Fremont.  Counties: 
Burt,  Washington,  Dodge.  Platte, 
Colfax.  Boone,  Nance,  Merrick. 
Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties : 
Saunders.  Butler,  Polk,  Seward, 
York.  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties : Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg,  Bassett.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker,  Kearney,  Counties : 
Hall,  Custer.  Valley,  Greeley, 
Sherman,  Howard,  Dawson.  Buf- 
falo, Grant.  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties:  Gos- 
per. Phelps,  Adams.  Furnas. 
Harlan,  Webster,  Kearney,  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins.  Keith,  Mc- 
Pherson, Garden.  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  Chadron.  Counties: 
Scotts  Bluff.  Banner.  Box  Butte, 
Morrill,  Kimball.  Cheyenne.  Sioux. 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  L.  Welch,  Hastings Leo  F.  Weiler,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Boone Roy  J.  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo David  L.  Bacon.  Kearney R.  D.  Scott,  Kearney 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel John  B.  Byrd,  Kimball C.  W.  Cutright.  Sidney 

Cuming E.  L.  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow 

Dawson John  H.  Worthman,  Cozad Rodney  A.  Sitorius,  Coz«ad 

Dodge Thomas  G.  Erickson,  Fremont W.  B.  Eaton,  Fremont 

Five  County Henry  J.  Billerbeck,  Randolph .Charles  G.  Muffley,  Pender 

Four  County Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage John  W.  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Garden -Keith -Perk  ins 

Hall Robert  C.  Chase,  Grand  Island-- Gordon  D.  Francis,  Gr.  Island 

Hamilton P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch Donald  D.  Bailey,  O’Neill 

Howard - R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson Gordon  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Knox -R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster L.  Dwight  Cherry,  Lincoln Dwight  L.  Snyder,  Lincoln 

Lincoln George  D.  Cooper,  North  Platte.  Miles  E.  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

N.W.  Nebraska R.  H.  Penor,  Chadron A.  J.  Alderman,  Chadron 

Omaha  Medical S.  M.  Truhlsen,  Omaha Donald  J.  Pavelka,  Omaha 

Otoe G.  E.  Burbridge,  Nebraska  City_C.  J.  Formanack,  Syracuse 

Phelps Walter  M.  Reiner,  Holdrege Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley Herbert  D.  Kuper,  Columbus A.  H.  Liebentritt,  Columbus 

Saline V.  Franklin  Colon,  Friend Marquis  W.  Hineman,  Crete 

Saunders E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff Kenneth  J.  Johnson,  Scottsbluff.Clark  D.  Wieland,  Scottsbiuff 

Seward Paul  E.  Plessman,  Seward Van  E.  Vahle,  Seward 

South  Central  Nebraska L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska R.  E.  Jackson,  Pawnee  City B.  G.  Farmer,  Falls  City 

S.W.  Nebraska G.  A.  Hands,  Cambridge John  L.  Batty.  McCook 

Washington-Burt L.  E.  Sauer.  Tekamah Isaiah  Lukens,  Tekamah 

York-Polk James  D.  Bell,  York B.  N.  Greenberg,  York 
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CHARMS  AND  AMULETS 

Charms  and  amulets  and  folk  medicdne 
and  old  wives  tales  are  not  to  be  disposed  of 
lightly.  And  it  has  been  shown  that  the 
mere  presence  of  the  doctor  is  good  for 
the  patient.  This  may  be  what  has  been 
called  the  placebo  effect.  So  it  may  not 
really  matter  if  you  prescribe  cold  or  heat, 
but  it  is  important  that  you  do  something. 
It  was  suggested  that  not  too  long  ago, 
the  chance  that  a patient  would  be  better 
for  an  encounter  with  a physician,  given 
an  average  patient  and  physician,  was  only 
fifty  percent. 

In  those  days,  Dr.  Holmes  seems  to  have 
said  that  if  you  threw  all  our  medicines  in- 
to the  sea,  it  would  not  hurt  the  patients, 
but  it  would  be  bad  for  the  fishes.  At 
about  that  time  or  a little  earlier,  so  many 
medicines  were  made  from  roses  that  if 
they  had  stopped  growing  roses,  that  would 
have  been  the  end  of  the  doctors. 

So  our  medicines  are  not  always  as  spe- 
cific as  we  think  they  are.  But  we  do  good 
just  by  being  there,  and  it  is  something 
to  remember.  Laying  on  hands  and  the 
king’s  touch  may  do  more  than  we  can 
explain,  and  if  we  do  not  quite  approve 
when  someone  else  does  it,  we  may  be  doing 
it  ourselves  when  we  are  not  aware  of  it. 

We  have  always  known  that  it  was  a com- 
fort to  the  patient  to  have  his  doctor  there, 
but  it  probably  goes  deeper  than  this ; it 
may  get  him  well.  It  has  even  been  shown 
that  placebos  can  lower  blood  sugar  in  dia- 
betic patients. 

F.C. 


CARCINOMA  OF  THE  BREAST 

It  has  become  difficult  to  select  the  meth- 
od of  choice  in  treating  one  of  our  com- 
monest malignancies,  carcinoma  of  the 
breast.  Mere  removal  of  the  tumor  has  been 
replaced  by  simple  mastectomy,  and  that 
by  radical  surgery.  But  there  have  been 
movements  toward  more  and  to  less  radical 
procedures,  so  that  patient  and  surgeon 


have  been  able  to  choose  from  radical  mas- 
tectomy and  immediate  radiation,  lumpec- 
tomy, radical  mastectomy  and  delayed  radi- 
ation, simple  mastectomy  and  immediate  ra- 
diation, wide  excision  and  immediate  radia- 
tion, and  supraradical  mastectomy.  And 
after  this,  they  must  decide  what  to  do  with 
the  other  breast. 

Is  it  safe  to  perform  local  or  wide  exci- 
sion? As  we  move  from  pneumonectomy  to 
lobectomy,  shall  we,  with  improved  radia- 
tion, return  to  simple  mastectomy  or  to 
lumpectomy?  Should  the  contralateral 
breast  be  removed,  or  subjected  to  random 
biopsy  ? 

Is  radical  mastectomy  a mutilating  proce- 
dure ; does  it  have  a high  morbidity,  or  is 
its  use  justified  by  a satisfactory  survival 
rate?  Does  removal  of  the  other  breast  add 
to  the  emotional  shock,  or  can  it  be  that  it 
lessens  mental  trauma  by  preserving  sym- 
metry and  by  suggesting  that  an  added  safe- 
guard exists? 

We  must  know  the  answers  to  all  the 
questions,  but  is  the  surgeon  then  to  submit 
the  figures  to  the  patient  and  let  her  choose  ? 
Or  will  he,  as  captain  of  the  ship,  decide 
what  is  best  for  the  patient  and  tell  her 
what  he  has  decided  to  do? 

There  is  no  consensus  among  leading  sur- 
geons. Surely  enough  women  have  been 
treated  for  carcinoma  of  the  breast  and 
have  been  followed  until  cure  or  death,  and 
still  no  unanimity  of  opinion  prevails.  Per- 
haps our  inability  to  reach  a conclusion 
that  should  have  been  reached  by  now  is 
the  result  of  bias  and  of  serious  statistical 
errors.  In  some  reports,  conclusions  seem 
to  be  drawn  before  the  figures  are  in. 
Cases  are  excluded  from  a series  when  no 
cases  should  be  omitted.  And  they  are  ex- 
cluded in  one  half  of  a series  and  not  in 
the  control  half,  and  a glowing  result  is 
reached. 

It  is  time  that  statisticians  took  over  and 
settled  the  problem.  I suggest  that  we  call 
them  in  now  and  give  them  our  figures 
but  without  our  opinions,  or  have  them  set 
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up  the  experiment,  and  let  them  tell  us 
how  to  treat  the  disease. 

F.C. 


ON  ABBREVIATIONS 

Some  people  collect  string;  I collect  ele- 
phants, which  I keep  in  my  home,  and  ini- 
tials, which  I keep  in  my  book.  It  has  be- 
come easy  and  even  popular  to  jump  on  the 
bandwagon  and  pi’etend  that  you  have  just 
discovered  that  medical  articles  now  contain 
initial  abbreviations,  and  to  deplore  the 
trend. 

The  only  initials  I have  initiated  are  the 
two  you  will  find  at  the  end  of  this  essay, 
but  I will  agree  that  abbreviations  are  be- 
ing used  and  I maintain  that  they  cannot 
be  done  away  with ; we  must  learn  to  live 
with  them.  They  are  used  because  new 
and  long  phrases  have  come  into  our  litera- 
ture, and  they,  too,  cannot  be  done  away 
with.  I mean  things  like  left  ventricular 
end-diastolic  pressure;  we  can  be  grateful 
for  LVEDP ; if  I must  choose  between  the 
awkwai'd  string  of  words  and  the  few  let- 
ters, I’ll  take  the  letters.  And  I’d  rather 
say  Tg  than  triiodothyronine. 

If  preinjection  period  is  referred  to  twen- 
ty times  in  an  article,  the  phrase  becomes 
wearisome  and  it  is  easier  to  write  PEP ; the 
initials  stand  out,  and  reading  is  better. 
It  is  simpler  to  write  BMR  for  basal  meta- 
bolic rate,  AMA  for  American  Medical  As- 
sociation, and  MEDLARS  for  Medical  Liter- 
ature Analysis  and  Retrieval  System. 

Let  us  be  sensible  and  accept  what  is  new 
and  logical.  For  we  go  about  our  business 
ordering  BP  and  IVP,  we  write  mEq,  we 
speak  of  TB  and  VD,  and  we  ask  for  the 
CBC,  do  we  not? 

And  after  I sigTi  my  name,  I write  M.D. 

F.C. 


REMEMBER  ME? 

We  speak  longingly  of  the  patient-doctor 
relationship,  but  the  doctor-patient  associa- 
tion is  equally  important.  It  is  the  lot  of 
the  physician,  when  we  are  all  specialists, 


that  people  whom  he  does  not  at  first  recog- 
nize come  up  to  him  in  the  street  and  say 
remember  me?  you  took  care  of  me  when 
I had  my  gall  bladder  trouble.  The  rela- 
tionship we  prize  dearly  is  not  always  mu- 
tuality but  it  is  no  less  dear,  for  it  is  very 
personal  for  the  patient,  who  values  it  as 
highly  as  the  physician. 

It  may  be  difficult  for  the  anesthesiolo- 
gist to  remember  all  his  patients,  each  of 
whom  he  sees  only  once,  and  moreso  for 
the  pathologist,  but  the  relationship  is 
deemed  precious  by  the  patient,  and  we  must 
contribute  to  this  most  valuable  of  our 
assets. 

For  the  patient  is  not  a case,  nor  a propo- 
situs, not  a proband.  He  is  different  from 
all  other  patients,  and  he  must  be  made 
to  know  this,  and  to  realize  that  the  doctor’s 
interest  in  him  is  as  personal  as  the  pa- 
tient’s interest  in  his  doctor. 


And  remember,  you  did  not  choose  the 
patient;  he  chose  you. 


F.C. 


THE  PATHOLOGIST 

This  doctor’s  motto  is  something  to  the 
effect  that  the  living  learn  from  the  dead. 
He  never  sees  a real  live  patient,  just  whole 
dead  people  and  little  bits  taken  out  of  still 
living  ones.  Of  course,  everybody  the  doc- 
tor sees  is  sick,  except  for  something  called 
the  well  baby  clinic,  but  this  is  particularly 
true  of  the  specialist  whom  the  surgeon  is 
fond  of  calling  the  pathological  doctor. 

He  has  a system  of  machines  that  go 
round  and  round  while  he  is  home,  that 
robotlike  perform  batteries  of  tests  and 
give  you  more  information  than  you  need. 
His  reports  are  couched  in  Somogyi  units, 
international  units,  milligrams  per  hundred 
milliliters,  and  such,  instead  of  just  telling 
you  what  you  want  to  know,  like  normal. 

He  is  never  happier  than  when  he  is  dis- 
embowelling some  poor  patient  who  didn’t 
make  it  out  of  the  hospital,  and  finding  an 
obscure  lesion  that  everybody  missed.  But 
he  is  the  anesthesiologist’s  friend,  because  if 
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he  finds  anything,  the  anesthetist  probably 
didn’t  do  it. 

There  are  so  many  advantages  to  being  a 
pathologist.  You  don’t  have  to  know  any- 
thing about  signs  and  symptoms,  or  doses 
or  side  effects,  or  how  to  write  a prescrip- 
tion, and  there  are  no  emergency  calls.  And 
the  pathologist  can  be  one  of  the  most  im- 
portant members  of  the  staff;  autopsy  per- 
centages are  carefully  guarded  by  good 
hospitals. 

The  pathologist  is  the  one  who  sees  the 
mistakes,  but  three  days  too  late. 

F.C. 

HOW  GOOD  IS  THE  STETHOSCOPE? 

I have  seen  hospital  records  in  which  the 
lungs  were  said  to  be  clear  to  percussion 
and  auscultation,  after  which  the  radiolo- 
gist demonstrated  a pulmonary  mass,  and 
the  surgeon  found  a carcinoma.  And  I have 
heard  that  if  you  really  want  to  know 
what  is  going  on  in  the  lungs,  get  an  x-ray. 
There  is  little  disputing  this;  you  may  be- 
come suspicious  after  examining  the  pa- 
tient, but  you  will  then  surely  get  a roent- 
genogram. 

We  must  remember  that  the  stethoscope 
was  invented  because  a modest  female  pa- 
tient would  not  let  her  doctor  put  his  ear 
to  her  chest,  but  who  now  applies  his  ear 
to  a patient’s  chest?  And  is  the  stetho- 
scope better  than  the  naked  ear? 

I remember  suggesting  to  my  surgical 
friends  that  they  could  best  use  the  stetho- 
scope by  putting  one  of  its  rubber  tubes 
down  somebody’s  stomach.  But  surgeons 
have  since  learned  to  listen  to  the  heart. 

I am  talking  about  the  lungs  now,  and 
thinking  about  the  efficiency  of  the  stetho- 
scope in  diagnosing  pulmonary  lesions.  Is 
the  stethoscope  a heart  disease  device? 

The  badges  of  the  doctor  are  four:  the 
head  mirror,  the  stethoscope,  the  black  bag, 
and  the  microscope,  and  I wonder  how  many 
of  these  we  use  in  our  daily  practice. 

F.C. 


Inheritance  of  Diabetes  Mellitus;  II.  Lestra- 

det  et  al  (Hopital  Herold  Paris)  ; Presse 

Med  1 :2543-2546  (Oct  28)  1972. 

The  inheritance  of  diabetes  was  studied  in 
first-  and  second-degree  relatives  in  1,000 
families,  including  children  with  insulin-de- 
pendent diabetes  in  which  the  disease  ap- 
peared before  the  age  of  15,  and  1,000  control 
families  with  a child  of  comparable  age.  The 
group  of  families  with  diabetic  children  in- 
cluded 9,638  people;  the  control  group  in- 
cluded 10,891  people.  In  the  first  group 
14.8%  of  the  families  included  one  or  more 
patients  with  insulin  - dependent  diabetes, 
and  12.8%  were  affected  by  non-insulin-de- 
pendent diabetes.  In  the  control  group,  only 
2.6%  of  the  families  were  affected  by  in- 
sulin-dependent diabetes,  whereas  13.9%.  had 
a case  of  non-insulin-dependent  diabetes. 


Independent  Effects  of  Maternal  Age  and 
Birth  Order  on  Incidence  of  Selected  Con- 
genital Malformations  — S.  Hay  (NIH 
Dental  Health  Center,  San  Francisco 
94118)  and  H.  Barbano.  Teratology  6 :271- 
280  (Dec)  1972. 

With  maternal  age  held  constant,  none  of 
the  malformations  showed  increasing  inci- 
dence as  bii'th  order  increased.  By  contrast, 
most  of  the  malformations  analyzed  exhibited 
increasing  incidence  as  maternal  age  in- 
creased. Especially  high  rates  of  several 
malfoiTnations  were  observed  among  the  first 
births  to  women  over  40  years  of  age. 


Isolation  and  Characterization  of  Human 
Bone  Sialoprotein  — M.  R.  Shetlar  et  al 
(Dept  of  Biochemistry,  Texas  Tech  Univ, 
Lubbock  79409).  Tex  Rep  Biol  Med  30: 
339-345  (No.  4)  1972. 

A glycoprotein  with  a high  sialic  acid  con- 
tent has  been  isolated  from  human  bone.  In 
character  it  appears  to  be  similar  to  the  sialo- 
protein of  Herring  and  Kent  isolated  from 
bovine  bone.  Total  carbohydrate  was  found 
to  be  38%,  of  which  14%  was  sialic  acid, 
4.5%  glucosamine,  4.5%  galactosamine,  and 
15%  hexose.  The  isoelectric  point  was  esti- 
mated to  be  2.4. 
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The  "Developmentally  High  Risk"  Infant: 
Early  Identification  Outside 
Metropolitan  Areas 


Introduction 

The  critical  importance  of  the 
first  few  years  of  life  for  sub- 
sequent growth  and  develop- 
ment has  been  widely  documented.  Although 
major  anomalies  associated  with  genetic,  pre- 
natal or  perinatal  factors  may  be  identified 
at  an  early  age,  more  subtle  sensory  and 
behavioral  deficits  and  handicaps  are  less 
readily  identifiable  in  the  first  two  years 
of  life.  These  subtle  deficits  however,  are 
more  predictive  for  intellectual  and  behavi- 
oral development,  more  significantly  influ- 
enced by  environmental  factors  and  there- 
fore more  amenable  to  intervention.  The 
work  of  Pasamanick  and  Knoblocki  and  that 
of  Willerman^  have  in  fact  demonstrated  that 
it  is  the  unique  interaction  of  biological  and 
environmental  variables  which  contribute 
to  the  rate  and  level  of  a child’s  develop- 
mental status.  Along  this  line,  Illingworth^ 
has  stressed  the  relative  importance  of  se- 
lected attention  to  subtle  indices  in  the  pedi- 
atric examination. 

The  recent  availability  of  well-standardized 
infant  screening  tests  for  the  pediatric  field, 
such  as  the  Denver  Developmental  Screen- 
ing Test‘d  (DDST)  as  well  as  more  compre- 
hensive scales  of  infant  motor  and  mental 
development  permit  effective  early  identifi- 
cation and  prescriptive  intervention.  As  na- 
tional priorities  are  increasingly  directed  to- 
wards the  identification  of  infants  and  chil- 
dren who  are  “developmentally  high-risk” 
based  on  biological  as  well  as  environmental 
factors,  it  is  essential  that  mechanisms  be 
established  to  assure  early  screening  and 
identification  where  appropriate.  This  pre- 
mise is  emphasized  by  the  conclusion  that 
approximately  50%  of  adult  intellectual  ca- 
pacity is  developed  by  the  age  of  four,^  and 
by  Piaget’s  thorough  work  showing  that  pre- 
cursors to  essential  cognitive  development 
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progress  rapidly  in  the  sensory-motor  period 
from  birth  to  two.® 

Within  this  framework,  it  is  important 
that  the  “developmentally  high-risk”  infant 
is  identified  early,  particularly  in  those  set- 
tings where  procedures  for  such  identifica- 
tion are  not  readily  available  to  professionals 
seeing  young  children.  The  purpose  of  this 
study  was  therefore  to  investigate  a proce- 
dure for  early  identification  through  cooper- 
ation with  physicians  outside  the  two  major 
meti'0])olitan  areas  of  Nebraska.  In  addition, 
a survey  was  to  be  made  of  the  incidence  and 
characteristics  of  infants  under  two  years 
of  age  identified  by  physicians  as  having 
significant  developmental  problems. 

Method 

In  the  spring  of  1972,  a brief  question- 
naire was  sent  to  433  physicians  outside 
Omaha  and  Lincoln,  requesting  identification 
and  completion  of  the  questionnaire  for  any 
infant  who  met  the  following  definition : 

A “developmentally  high-risk”  infant  is 
any  child  under  two  years  of  age  who,  in  the 
opinion  of  the  physician,  is  suspect  of  sig- 
nificant developmental  problems  based  either 
on  identified  physical  or  biological  factors 
and  or  socio-cultural  factors. 

The  questionnaire  was  designed  so  that  it 
could  be  completed  by  secretarial  staff,  there- 
by maximizing  the  probability  of  a high  re- 
turn rate.  Names  were  not  used,  and  confi- 
dentiality was  assured.  Following  the  re- 
turn of  comipleted  questionnaires,  a random 

*Meyer  Childrens  Rehabilitation  Institute,  University  Nebraska 
Medical  Center. 
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sample  of  20  was  drawn  to  identify  infants 
to  be  followed  up  with  the  DDST.  This 
follow-up  was  designed  to  demonstrate  ob- 
jectively, the  efficiency  and  validity  of  the 
DDST  as  an  instrument  for  early  screening 
of  developmental  problems.  Informed  con- 
sent by  physician  and  family  were  obtained 
prior  to  the  home  follow-up  visit  arranged  at 
the  convenience  of  the  family.  Target  dates 
were  set  for  the  termination  of  the  survey 
following  which  obtained  information  was 
analyzed. 

Results 

The  results  are  reviewed  in  two  sections, 
the  first  relating  to  the  overall  findings  of 
the  survey  with  the  second  devoted  to 
analyses  of  the  characteristics  of  the  infants 
screened  with  the  DDST  in  the  follow-up 
visits. 

The  success  of  this  survey  was  to  a large 
degree  dependent  upon  the  response  to  the 
questionnaire  of  the  433  physicians  in  eleven 
districts  of  the  Nebraska  Medical  Associa- 
tion. The  nature  and  frequencies  of  physi- 
cian responses  are  indicated  in  Table  1.  The 
total  of  returned  forms  (288)  results  in  a 
return  rate  of  66.5%  which  is  quite  satis- 
factory for  a major  statewide  survey  of  this 
kind.  It  is  of  particular  importance  to  note 
that  of  the  288  returned  questionnaires, 
more  than  half,  156  or  54.5%-,  were  from 
physicians  who  saw  children  under  two  years 
of  age  in  their  practice.  The  results  suggest 
that  a representative  portion  of  physicians 
were  contacted  and  that  their  responses  were 
reflective  of  most  physicians  in  the  surveyed 
area  of  Nebraska. 


high-risk”  by  41  physicians.  The  frequency 
of  referral  from  each  state  medical  region 
is  shown  in  Table  2.  The  total  number  of 
infants  identified  as  “developmentally  high- 
risk”  resulted  in  an  incidence  figure  of  ap- 
proximately 0.2 %-  for  the  age  period  sam- 
pled, a very  low  figure  considering  birth- 
rate statistics  and  projected  incidence  fig- 
ures for  the  state.  Estimation  of  the  number 
of  births  within  the  time  period  sampled, 
from  vital  statistics  of  the  State  Department 
of  Health,  suggested  total  births  to  be  be- 
tween 29, 000-30, 000  for  Nebraska  outside 
the  metropolitan  areas  of  Lincoln  and  Oma- 
ha. Further  examination  of  vital  statistics 
showed  that  the  total  number  of  congenital 
anomalies  listed  on  birth  statistics  for  1971 
was  499  or  1.9  %-  of  total  births  for  the 
state.  This  figure  is  almost  ten  times  as 
great  as  the  incidence  figure  obtained  in  this 
survey  (0.2%)  and  suggests  that  a larger 
number  of  infants  could  have  been  identi- 
fied, as  it  is  unlikely  that  all  infants  with 
congenital  anomalies  died  in  early  infancy. 
It  is  probable  that  the  incidence  of  infants 
with  significant  development  problems  is 
well  above  that  recorded  for  congenital  ano- 
malies alone,  but  a figure  difficult  to  deter- 
mine because  such  problems  ai'e  often  subtle 
and  or  masked  by  disease  states. 

In  a brief  review  of  identifying  variables 
for  the  57  infants,  it  was  found  that  sex 
distribution  was  approximately  equal  with 
31  males  and  25  females  for  56  infants  with 
available  information.  Gestational  history 
for  54  of  the  infants  revealed  that  36  were 
full  term  with  11  being  pre-term  and  7 post- 


A total  of  57  infants  under  two  years  of 
age  were  identified  as  ‘‘developmentally 


Tabl-  2 


FREQUENCY  OF  IDENTIFIED  INFANTS  BY 
STATE  MEDICAL  REGIONS 


Table  1 

Region 

NATURE  AND  FREQUENCY  OF 

PHYSICIAN 

II  _ 

RESPONSE 

III 

Nature  Frequency 

% 

IV  _ 

No  comment/fonn  returned 

29 

0.7 

V _ 

No  longer  in  practice/form  returned 

. 34 

7.8 

VI  _ 

No  children  under  2 in  practice 

. 08 

15.7 

VII  . 

Children  under  2 in  practice/ 

VIII 

none  identified 

.110 

20.8 

IX  . 

Children  under  2 in  practice/ 

X _ 

identifies 

. 41 

9.5 

XI  . 

No  return  of  form 

.145 

33.5 

XII  . 

Freqency 

1 

5 

9 

3 

7 

2 

(5 

._11 

() 

3 

4 


Total  Physicians  Contacted 433  100.0 


Total 


57 
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Table  3 

DESCRIPTIVE  STATISTICS  OF  IDENTIFIED  INFANTS 


standard 

Variable  Mean  Deviation 

Chronological  age  (C.A.)  of  infants 

at  time  of  survey  (55)  11.5  mos.  ± 6.3  mos. 

C.A.  at  which  physician  suspected 

developmental  problem  in  infant  (48)  2.5  mos.  ± 3.5  mos. 

Physician’s  estimate  of  current  overall 


developmental  status  of  infant  (42) 
Birth  weight  of  identified  infant  (52) 

tei'm.  Although  only  15  out  of  55  were  re- 
corded as  having  an  abnormal  delivery,  the 
condition  of  exactly  50%,  or  27  out  of  54 
infants  was  defined  as  abnormal  at  birth. 
Descriptive  statistics  of  the  identified  in- 
fants are  shown  in  Table  3.  As  certain  in- 
formation was  not  available  for  every  infant, 
a parentheses  shows  the  sample  size  for 
each  statistic.  The  lack  of  equal  numbers 
for  each  variable  limits  some  analysis  but 
certain  points  seem  to  stand  out.  It  is  in- 
teresting to  note  that  although  the  mean 
age  of  the  infants  at  the  time  of  the  survey 
was  11.5  months,  most  physicians  had  sus- 
pected a developmental  problem  in  the  in- 
fants between  birth  and  the  age  of  six 
months.  Furthermore,  the  mean  physician’s 
estimate  of  overall  development  status  for 
the  infants  was  several  months  below  their 
chronological  ages.  Examination  of  the 
weight  at  birth  for  this  population  however, 
does  not  indicate  values  outside  the  normal 
range. 

A listing  of  the  types  of  handicaps  of  the 
infants  as  identified  by  the  physicians  is 
shown  in  Table  4.  The  total  is  greater  than 
56  since  some  infants  had  more  than  one 
handicap.  Examination  of  the  table  shows 

Table  4 

TYPES  OF  HANDICAPS  IN  IDENTIFIED 


INFANTS 

Handicap  Frequency 

Speech  handicap  1 

Pai-tially  sighted 2 

Blind 2 

Cleft  lip 3 

Cleft  palate 5 

Congenital  heart  disease 7 

Epilepsy 4 

Cerebral  palsy 4 

Mentally  handicapped 18 

Muscle,  bone,  joint  deformities 12 

Other  19 


8.3  mos.  ± 5.2  mos. 

6.8  lbs.  ± 1.6  lbs. 

that  the  proportion  of  infants  identified 
with  mental  handicaps  is  relatively  smaller 
than  the  number  of  handicapping  conditions 
of  a physical  or  medical  nature.  The  large 
frequency  in  the  category  “other”  included 
infants  without  definable  handicaps  as  well 
as  those  whose  problems  were  ambiguous  or 
confounded. 

In  the  follow-up  study  of  the  random  sam- 
ple of  20  infants,  problems  in  availability 
and  access  resulted  in  a total  of  18  infants 
for  whom  visits  were  completed.  The  DDSTs 
administered  to  the  infants  were  scored  ac- 
cording to  the  revised  procedure  recently  de- 
scribed.'^ This  procedure  has  been  shown  to 
be  highly  reliable  and  valid  in  screening 
children  whose  development  is  questionable 
or  abnormal.  Of  the  18  infants  screened, 
13  were  scored  as  normal,  2 as  questionable 
and  3 as  abnormal.  These  results  indicate 
that  only  5,  or  28%-,  of  the  follow-up  group 
had  developmental  problems  severe  enough 
to  result  in  questionable  or  abnormal  rat- 
ings on  the  DDST.  This  is  a surprising 
finding  as  all,  or  most  of  the  infants  iden- 
tified for  this  study,  would  have  been  expect- 
ed to  obtain  poor  scores  on  the  DDST.  This 
finding  can  be  seen  in  more  detail  in  Table 
5,  which  shows  the  mean  and  standard  devi- 
ation of  DDST  sector  scores,  based  on  mental 
age  calculations  developed  by  Frankenburg, 
Camp  and  Van  Natta.*  In  general,  the  de- 
rived DDST  scores  are  quite  similar  to  the 
chronological  age  values  for  the  group  with 
only  the  language  sector  suggestive  of  de- 
velopmental delay.  Considering  the  large 
proportion  of  infants  identified  as  show- 
ing handicapping  conditions  of  a physical 
or  medical  nature  (Table  4)  it  is  interesting 
to  note  that  such  conditions  were  not  re- 
flected in  major  delays  in  the  other  sectors 
of  the  DDST.  The  combination  of  these 
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findings,  and  the  fact  that  only  5 of  the 
18  infants  scored  questionable  or  abnormal 
on  the  DDST,  suggests  that  the  develop- 
mental problems  of  the  infants  in  the  follow- 
up study  as  a group,  had  not  adversely  af- 
fected general  developmental  status  with 
only  the  language  area  revealing  a two  month 
deficit.  It  is  important  to  emphasize  how- 
ever, that  although  Frankenburg  et  aF  have 
shown  the  usefulness  of  the  DDST  in  pedi- 
atric screening,  they  have  expressed  limita- 
tions of  its  use  for  children  under  30  months 
of  age,  particularly  stressing  the  possibility 
of  screening  infants  under  12  months  of 
age  as  normal  on  the  DDST  when  they  would 
obtain  abnormal  scores  on  moi'e  comprehen- 
sive scales.  The  objective  of  the  survey  was 
met  however,  in  that  among  the  infants 
screened  were  those  who  had  definite  de- 
velopmental deviations,  and  it  is  quite  prob- 
able that  the  screening  procedure  failed  to 
correctly  identify  other  infants  who  had  sig- 
nificant developmental  problems. 

Discussion  and  Implications 

Although  the  cooperation  by  physicians 
in  this  survey  was  high,  the  documentation 
of  incidence  of  developmentally  handicapped 
infants  was  very  low.  The  fact  that  vital 
statistics  for  births  with  congenital  ano- 
malies in  Nebraska  reveal  an  incidence  fig- 
ure of  about  2.0%,  and  the  fact  that  public 
school  estimates  children  having  significant 
developmental  problems  requiring  special 
progTams  in  school  may  be  as  high  as  10% 
of  the  school  population,  suggests  that  this 
study  only  involved  a fraction  of  infants 
with  developmental  handicaps.  Several  fac- 
tors may  account  for  the  low  frequency  of 
identified  infants. 

Table  5 

MEANS  AND  STANDARD  DEVIATIONS  OF 
MENTAL  AGES  OBTAINED  BY  18  INFANTS 
IN  THE  FOLLOW-UP  SAMPLE  ON  THE 

DENVER  DEVELOPMENTAL  SCREENING 
TEST  (DDST) 

Variable  Mean 

Chronological  age  at 

time  of  follow-up 12.55  mos. 

DDST  Personal-Social  _12.97  mos. 

DDST  Fine-Motor 12.77  mos. 

DDST  Language 10.59  mos. 

DDST  Gross-Motor 11.37  mos. 

DDST  Overall 12.00  mos. 


The  definition  provided  to  the  physicians 
may  not  have  been  specific  enough  resulting 
in  highly  selective  identification  of  problems 
related  to  physical  or  medical  aspects.  This 
is  supported  by  referencing  the  data  on  types 
of  handicaps  showing  that  less  than  1/3 
were  seen  as  mentally  handicapped  whereas 
most  infants  were  seen  as  having  physical/ 
medical  conditions.  Furthermore,  although 
the  DDST  is  only  a screening  instrument,  the 
mental  age  equivalents  in  the  four  major 
areas  of  development  are  close  to  the  mean 
chronological  age  indicating  that  physical 
problems  were  not  reflected  in  deficits  in 
any  area  with  the  exception  of  a delay  in  the 
language  sector. 

A second  factor  which  may  account  for 
a low  identification  rate  is  that  infants  with 
significant  problems  may  have  died  or  moved 
to  other  settings  for  special  services,  thereby 
no  longer  being  in  the  care  of  pi'imary  physi- 
cians and  therefore  not  available  for  survey 
inclusion. 

A third  factor  limiting  the  identification 
rate  is  that  developmental  problems  which 
do  not  have  obvious  physical  bases,  are 
subtle  and  difficult  to  accurately  assess  in 
infancy.  There  may  also  be  a reluctance  to 
identify  an  infant  even  though  his  develop- 
mental progress  is  suspect  until  time  or  fur- 
ther evaluation  confirms  the  suspicion. 

The  success  and  limitations  of  this  study 
indicate  that  early  identification  through 
physician  participation  is  feasible  and  desir- 
able. Enhancement  of  identification  could 
be  brought  about  by  better  defining  criteria 
and  through  selected  focus  on  instruments 
and  indices  for  early  screening  of  develop- 
mental problems.  The  value  of  such  a focus 
in  the  examination  of  the  infant  has  been 
stated  by  Illingworth^  who  emphasized  the 
need  for  attention  to  such  indices  as  manipu- 
lation, smiling,  vocalization  and  responsive- 
ness in  the  assessment  of  developmental  po- 
tential. Utilization  of  parental  report  and 
awareness  could  further  strengthen  early 
identification  efforts. 

The  need  for  the  development  of  effective 
identification,  referral  and  service  systems 
was  expressed  by  high  parental  cooperation 
and  interest  in  follow-up  visits.  That  such  a 


Standard 

Deviation 

± 6.87  mos. 

± 6.73  mos. 

± 10.44  mos. 
± 6.50  mos. 

± 6.44  mos. 

± 7.12  mos. 
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need  be  met  at  local  levels  in  Nebraska  was 
reinforced  by  the  fact  physicians  generally 
recognized  developmental  problems  early  and 
also  indicated  that  the  probable  future  plan 
for  most  (69%)  of  the  identified  infants 
would  be  that  they  remain  in  their  homes 
and  that  about  half  would  be  referred  for 
further  evaluation.  Future  efforts  should 
therefore  be  directed  towards  exploring  this 
model  as  well  as  others  involving  hospitals 
and  other  rural  health  delivery  systems  to 
promote  the  identification  and  follow-up  of 
infants  and  young  children  who  are  “develop- 
mentally  high-risk.” 

ADDENDUM 

This  article  supported  by  NSF  Institutional  Grant  GU3514. 
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Accidental  Arterial  Injections 
Of  Amphetamines 
Report  of  a Case 


Although  inadvertent  intra- 
arterial injection  of  drugs  is 
relatively  uncommon,  it  is  a 
serious  problem.  In  the  past,  it  has  oc- 
curred most  frequently  with  barbiturates 
during  the  induction  of  anesthesia.^- 2 More 
recent  reports,  however,  describe  this  event 
in  drug  abusers  after  injections  of  a wide 
variety  of  substances. 2-  -*■  s In  a number  of 
these  cases,  gangrene  ensued  in  the  involved 
extremity,  and  amputation  of  all  or  part 
of  the  limb  was  necessary.  Recently,  at 
Douglas  County  Hospital,  we  successfully 
treated  a case  of  accidental  arterial  injection 
of  propylhexedrine,  an  amphetamine,  and 
the  active  ingredient  of  a Benzedrex0  inhaler. 
Since  management  of  such  problems  is  quite 
controversial,  we  would  like  to  outline  our 
course  of  treatment  and  to  emphasize  that 
early  administration  of  heparin  is  probably  a 
deciding  factor  in  preserving  limb  viability 
and  function. 


DEAN  ALLEN  SHUEY* 
and 

JAMES  P.  BADEN,  M.D.$ 


Report  of  a Case 

A 26-year-old  man  with  a long  history 
of  drug  abuse  accidentally  injected  about 
0.1  ml  of  a solution  containing  70  mg 
of  propylhexedrine  into  his  left  radial 
artei'y.  Immediately  he  noticed  severe 
burning  pain  in  his  hand  with  blanch- 
ing of  the  thumb.  He  was  seen  in  the 
emergency  room  and  was  found  to  have 
minimal  swelling  and  erythema.  There 
was  a small  patch  of  ecchymosis  at  the 

-^Senior  Medical  Student,  from  the  Department  of  Surgery, 
University  of  Nebraska  College  of  Medicine  and  Douglas 
County  Hospital,  Omaha,  Nebraska. 

tChief  Resident,  SurgeiT.  from  the  Department  of  Surgery, 
University  of  Nebraska  College  of  Medicine  and  Douglas 
County  Hospital,  Omaha,  Nebraska. 
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site  of  injection  in  the  wrist.  Brome- 
lains (Ananase®),  was  prescribed  and 
the  patient  was  sent  home.  Twelve 
hours  later,  he  was  admitted  with 
marked  tenderness,  erythema,  and  swell- 
ing of  the  entire  left  hand  (see  P’ig'.  1). 
Capillary  filling  was  normal.  Radial 
and  ulnar  pulses  were  palpable.  Both 
motor  and  sensory  functions  were  intact. 
There  was  limitation  of  motion  of  the 
fingers  because  of  edema  and  tender- 
ness. A paronychia  was  noted  on  his 
left  thumb.  Almost  all  of  the  super- 
ficial veins  of  both  arms  and  legs  were 
sclerosed.  Three  months  previously, 
the  patient’s  left  ring  finger  had  been 
amputated  for  staphylococcal  osteo- 
myelitis secondary  to  repeated  drug  in- 
jections. 

The  patient  was  given  bed  rest  with 
elevation  of  the  hand.  Intravenous  so- 
dium heparin,  5000  units  every  four 
hours,  and  sodium  oxacillin,  500  mg 
every  four  hours,  were  oi'dered.  He 


progessively  improved  on  this  regimen 
and  by  the  seventh  hospital  day  the 
tenderness,  erythema,  and  swelling  had 
completely  subsided.  Both  i-adial  and 
ulnar  pulses  remained  palpable  through- 
out hospitalization  and  the  paronychia 
resolved.  Therapy  was  discontinued  on 
the  seventh  day  and  he  was  discharged, 
fie  was  still  well  two  months  later. 

Discussion 

The  effects  of  intraarterial  injections  of 
barbiturates  have  been  well  described. ^ 
The  seciuelae  are  related  to  the  degree  of 
occlusion  of  the  involved  vessels.  Varying  de- 
grees of  ischemia  of  the  limb  and  subsequent 
gangrene  can  occur  often  as  late  as  14  days 
after  the  initial  injury.^- Drugs  other 
than  barbitui’ates  have  been  reported^-  ■*’  ® 
and  these  patients  present  with  similar  find- 
ings. Extensive  muscle  necrosis  was  promi- 
nent in  one  instance  after  propoxyphene 
hydrochloride  (Darvon®)  injection.®  Arteri- 
ography usually  demonstrates  varying  de- 


Figrure  1.  Condition  of  the  hand  at  the  time  of  tadmission.  Note  the  ecchymosis  at  the  site  of  injection  t)f  the 
drug  over  the  radial  artery,  the  marked  swelling  of  the  hand  and  the  paronychia  of  the  thumb. 
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grees  of  arterial  occlusion  distal  to  the  site 
of  injection.^' The  occlusion  appears  to  be 
permanent  once  it  has  occurred. 

The  mechanism  of  vascular  occlusion  has 
not  been  fully  elucidated.  Vasospasm  sec- 
ondary to  trauma  has  been  implicated  partly 
because  of  arteriographic  findings,  but  this 
appeal’s  to  be  a transient  phenomenon.'^ 
Norepinephrine  release,®  arterial  occlusion 
by  crystallization  of  the  drug,®  and  intimal 
damage  with  platelet  aggregation  and  late 
thrombosis^'  have  all  been  shown  to  oc- 
cur. The  degree  of  damage  appears  to  be 
dose  related,’^'  ® at  least  with  barbiturates. 

The  proposed  therapeutic  regimens  have 
been  diverse,  but  the  single  most  imiiortant 
consideration  is  to  prevent  latent  arterial  oc- 
clusion once  the  initial  injury  has  occurred. 
Anticoagulation  with  heparin  and  early  sym- 
pathectomy appear  to  be  most  beneficial. 
Kinmonth  has  shown  in  rabbits  that  the 
average  area  of  gangrene  was  significantly 
reduced  in  those  animals  that  were  given 
heparin  immediately  after  the  insult.’^  Sim- 
ilar findings  were  encountered  in  his  study 
with  early  sympathectomy.  The  administra- 
tion of  papaverine,  procaine,  vasodilating 
agents,  and  early  arteriotomy  seem  to  be  of 
little  value. Fasciotomy  and  muscle  debride- 
ment have  been  of  benefit  when  swelling 
and  muscle  necrosis  are  prominent  features.''’ 
All  of  these  modes  of  treatment  are  diffi- 
cult to  assess  clinically,  because  no  one  has 
seen  a large  number  of  cases.  Moreover, 
none  of  these  modes  of  treatment  have  been 
completely  successful  in  preventing  gangrene 
and  amputation.  Adequate  heparin  anti- 
coagulation and  possibly  early  sympathec- 
tomy seem  to  offer  the  best  chance  of  a 
favorable  result. 

In  our  case,  good  blood  flow  was  present 
initially,  and  late  thrombosis  appeared  to 
be  the  greatest  threat.  Therefore,  heparin 
therapy  was  instituted.  Sympathectomy 
was  not  performed  because  we  felt  it  was 
too  late  to  be  of  benefit.  Antibiotics  were 


used  because  of  the  presence  of  a paronychia, 
and  cellulitis  had  not  been  entirely  ruled  out. 
Elevation  of  the  hand  was  helpful  in  decreas- 
ing the  edema.  Smoking  was  prohibited  to 
avoid  vasoconstriction.  Although  this  regi- 
men may  not  be  entirely  satisfactory  in  all 
cases,  early  vigorous  treatment  with  heparin 
is  recommended  in  order  to  avoid  as  many 
of  the  sequelae  as  possible.  One  mitigating 
factor  in  this  patient  may  have  been  the 
small  amount  of  foreign  material  injected. 

Summary  and  Conclusions 

A case  of  intraarterial  injection  of  an 
amphetamine  in  a drug  abuser  has  been  pre- 
sented. Based  on  the  experimental  and  clin- 
ical observations  cited,  we  conclude  that 
(1)  heparin  is  of  prime  importance  in  pre- 
venting gangrene  of  the  extremity  in  this 
condition;  (2)  sympathectomy  is  of  benefit 
if  performed  within  the  first  few  hours ; 

(3)  elevation  of  the  extremity  and  cessation 
of  smoking  are  important  ancillary  measures ; 

(4)  antibiotics  may  be  indicated  if  infection 
is  an  important  component.  This  clinical 
entity  will  be  seen  with  increasing  frequency 
because  of  the  growing  numbers  of  drug 
abusers. 
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UNIVERSITY  CORNIR 


Endocrine  Complications  of  Malignancy 


PATIENTS  with  malignant  tu- 
mors frequently  present  with 
weight  loss,  muscle  wasting 
and  weakness,  usually  the  direct  effects  of 
the  tumor.  However,  endocrine  manifesta- 
tions of  certain  tumors  may  contribute  to 
the  symptoms  and  clinical  deterioration  of 
the  patient  and  should  be  considered  in  the 
clinical  setting  of  malignancy. 

The  following  case  is  an  example: 

A 58  year  old  white  male  came  to  the 
hospital  because  of  progressive  weak- 
ness of  6 months  duration  association 
with  a 20  pound  weight  loss.  A filling 
defect  of  the  sigmoid  colon  was  found. 
Though  the  lesion  was  thought  to  be 
carcinoma,  he  refused  surgery  and 
was  discharged. 

Six  weeks  later  he  returned  to  the 
hospital  because  of  weakness,  diar- 
rhea, and  intermittent  abdominal  pain. 
Physical  examination  revealed  mild 
hypertension,  abdominal  distention,  and 
proximal  muscle  weakness  and  wast- 
ing. 

The  laboratory  and  x-ray  data  were 
within  normal  limits,  except  for  a single 
serum  potassium  of  2.9.  A laparotomy 
revealed  adhesions  partially  obstructing 
the  sigmoid  colon.  There  was  no  evi- 
dence of  carcinoma  of  the  colon  and 
no  other  intraabdominal  tumor. 

In  the  weeks  after  surgery,  the  pa- 
tient became  progressively  weaker  and 
developed  severe  edema  of  the  arms 
and  legs,  accompanied  by  extensive  ec- 
chymoses.  He  remained  hypertensive. 

Repeated  chest  x-rays  did  not  reveal 
evidence  of  a tumor,  and  sputum  cytol- 
ogy was  negative  on  numerous  examin- 
ations. A two  hour  postprandial  blood 
sugar  was  243mg%.  Serum  potassium 
two  weeks  following  surgery  was 
1.7meq/L  and  remained  low  despite 
large  amounts  of  supplemental  potas- 
sium. He  developed  metabolic  alkalo- 
sis, though  kidney  function  tests  re- 
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mained  within  normal  limits.  The  blood 
hemoglobin  and  albumin  gradually  de- 
clined. 

On  the  44th  day  after  admission  a 
serum  cortisol  at  8:00  a.m.  was  37ug%, 
and  urinary  24  hour  17  ketosteroid  and 
17  hydroxy  steroid  excretion  were  20.5 
and  17mg,  respectively.  During  IV 
dexamethasone  2mg  every  six  hours, 
serum  cortisol  levels  were  61.8,  48.0, 
62.5  and  78ug  percent  on  the  third  and 
fourth  days. 

Metopirone  Img  was  given  every  6 
hours  to  block  excessive  cortisol  pro- 
duction. Though  serum  cortisol  levels 
fell  to  29.5ug  percent,  he  continued  to 
.deteriorate,  and  died  on  the  third  day 
of  treatment.  Autopsy  revealed  a small 
oat  cell  carcinoma  of  the  left  main  stem 
lironchus  with  one  centimeter  metas- 
tases  to  left  adrenal  and  to  the  liver. 

Discussion 

Initially,  carcinoma  of  the  bowel  was 
thought  to  be  the  explanation  for  this  pa- 
tient’s symptoms.  When  the  suspected  tu- 
mor was  not  found  at  laparotomy,  the  diag- 
nostic problem  became  very  difficult.  Ef- 
forts at  locating  an  occult  malignancy  were 
fruitless. 

The  severe  hypokalemia  occurring  rela- 
tively late  in  the  patient’s  illness  suggested 
that  the  peristant  hypertension,  edema, 
muscle  wasting,  weakness,  elevated  serum 
glucose  and  hypokalemia  alkalosis  were  due 
to  adrenal  cortical  hyperactivity  resulting 
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from  “ectopic  ACTH”  production  from  a tu- 
mor and  this  was  contributing-  significantly 
to  the  patient’s  deterioration.  The  absence 
of  the  clinical  features  of  Cushing’s  syn- 
drome was  not  surprising  and  has  been  at- 
tributed to  the  fact  that  patients  with  ec- 
topic ACTH  syndrome  die  before  they  de- 
velop them.i 

Adrenal  cortical  function  failed  to  sup- 
press after  administration  of  dexametha- 
sone.  In  fact,  the  serum  cortisol  levels  rose 
after  dexamethasone  administration,  a phe- 
nomenon which  has  been  previously  report- 
ed in  Cushing’s  disease, ^ but  not  in  asso- 
ciation with  the  “ectopic  ACTH’’  syndrome. 

The  most  common  source  of  ectopic  ACTH 
production  is  bronchogenic  carcinoma,  al- 
most always  of  the  oat  cell  type.^  It  has 


also  been  reported  in  association  with  a va- 
riety of  other  tumors. ^ 

Though  Metopirone  resulted  in  a dra- 
matic fall  in  serum  cortisoh  it  was  prob- 
ably begun  too  late.  Earlier  I'ecognition  and 
treatment  (Metopirone,  o’p’  DDD  or  amino- 
glutethimide)  may  have  significantly  altered 
the  patient’s  course. 
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Epidemiology  of  Leukemia-Lymphoma 
In  Mid-Nebraska* 


PART  I 

IN  a world  study  of  cancer,  the 
north  - central  United  States 
ranked  fourth  in  the  age- 
standardized  rate  of  leukemia  in  males  — 
8.6  per  100,000  per  year.®  Previous  studies 
in  Nebraska  have  been  directed  toward  mor- 
tality trends®®  and  familial®^  or  hereditary 
factors.®®-®®  In  an  attempt  to  extend  these 
studies  and  evaluate  further  the  epidemi- 
ology of  leukemia  and  lymphoma  in  this 
area,  an  extensive  case  finding  effort  and 
household  questionnaire  survey  was  under- 
taken. Data  from  151  leukemia-lymphoma 
families  and  1,268  non-affected  families  are 
compared  in  this  paper. 

Materials  and  Methods 

Area: 

The  six  counties  surveyed  are  located  in  the 
Platte  River  Valley  of  Nebraska,  with  a 
population  of  109,440.®'^  This  area  consists 
primarily  of  alluvial  plains  with  minimal  for- 
estation. Although  there  is  some  light  in- 
dustry in  the  major  cities,  animal  husbandry 
and  farming  are  the  economic  mainstay. 

Case  Collection: 

Information  concerning  the  incidence  of 
leukemia-lymphoma  for  the  11-year  period 
from  January  1,  1957  to  December  31,  1967 
was  collected  from  many  sources.  Data  was 
collected  from  death  certificates,  physician 
and  hospital  records,  as  well  as  records  at 
the  University  of  Nebraska  and  the  Eugene 
C.  Eppley  Institute  for  Research  in  Cancer 
and  Allied  Diseases.  This  collection  period 
was  chosen  because  death  certificates  prior 
to  1957  were  not  readily  available  from  the 
Nebraska  Bureau  of  Vital  Statistics.  Death 
certificates  were  selected  with  either  pri- 
mary or  secondary  cause  of  death  in  the  200- 
205  series  of  the  International  Classifica- 
tion of  Diseases.®®  All  cases  from  death  cer- 
tficates  or  other  records  were  examined  for 
method  of  diagnosis.  In  approximately  95 
percent  of  the  cases,  diagnosis  was  made  or 
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confirmed  by  bone  marrow,  tissue  biopsy,  or 
post-mortem  examination. 

Household  Survey: 

A household  survey  was  designed  to  pro- 
vide a random  representative  sample  of  the 
general  population  in  three  counties,  Adams, 
Buffalo,  and  Hall.  A precoded  question- 
naire was  prepared  and  administered  by 
local  volunteers  under  the  guidance  of  physi- 
cians and  statisticians.  The  questionnaire 
elicited  information  for  each  household  mem- 
ber concerning  various  medical,  genetic,  so- 
ciological, and  environmental  attributes.  Of 
the  1,607  households  selected,  1,268  (78.9 
percent)  were  completed;  150  (9.3  percent) 
refused  to  answer;  96  (6.0  percent)  were 
vacant  houses;  and  93  (5.8  percent)  were 
incomplete  due  to  vacations,  hospitalizations, 
or  other  reasons. 

An  identical  questionnaire  was  adminis- 
tered to  151  available  households  containing 
a leukemia  or  lymphoma  patient. 

*From  the  Ecological  Investigations  Program.  Center  for 
Disease  Control,  Health  Services  and  Mental  Health  Administra- 
tion. Public  Health  Service.  U.  S.  Department  of  Health.  Edu- 
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Medical  Clinic.  Kearney.  Nebraska:  and  the  Univei*sity  of  Ne- 
braska. Department  of  Medicine.  Omaha. 

fChief.  Leukemia  and  Oncogenic  Virus  Activities,  Kansas  City 
Laboratories,  Ecological  Investigations  Program.  CDC.  2002 
West  39th  Street.  Kansas  City,  Kansas  66103  (address  reprint 
reciuests  to  Dr.  Caldwell). 
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Results 

Leukemia: 

The  occurrence  of  all  leukemias  in  the  six 
counties  during-  the  period  1957  to  1967  is 
summarized  in  Table  1.  There  were  162 
cases  observed,  generating  an  age-adjusted 
rate  of  13.9  per  100,000  population  per  year, 
which  exceeds  the  expected  value  by  a factor 
of  nearly  2.  This  disparity  of  observed  and 
expected  values  is  statistically  significant 
(Poisson  distribution)  at  a level  of  P< 
or  = .00001. 

The  majority  of  cases  were  in  the  lympho- 
cytic series,  and  chronic  lymphocytic  leu- 
kemia contributed  the  largest  group,  35.8 
percent  (Table  2). 

The  age-specific  rates  (Table  3)  indicated 
that  the  majority  of  excesses  in  observed 

Table  1 

AGE-ADJUSTED  RATES  FOR  ALL  LEUKEMIAS 


SIX-COUNTY 

AREA  OF 

NEBRASKA, 

1957  - 1967 

County 

Population 

Observed 
* Cases 

Expected 

Cases** 

Age- 

Adjusted 

Rate*** 

Adams 

28,944 

38 

23 

11.4 

Buffalo 

26,236 

36 

20 

12.4 

Hall 

35,757 

60 

28 

16.5 

Howard 

6,541 

11 

5 

15.0 

Kearney 

6,580 

15 

5 

20.0 

Shennan 

5,382 

2 

4 

3.5 

Total 

109,440 

162 

85 

13.9 

* — Based  on  United  States  Census  1960  (37). 

** — Based  on  7.1/100,000  population  per  year  (38). 

*** — Per  100,000  population  per  year,  based  on  number  of 
observed  cases. 


cases  were  in  the  age  groups  45  and  over. 
Differences  were  observed  in  only  two  groups 
under  age  45,  the  5-14  and  35-44  age 
brackets,  whereas  in  only  one  group  over 
age  45  (females  45-54)  was  there  one  less 
than  expected.  In  general,  more  males  than 
females  were  observed,  a 1.25:1  ratio. 

The  yearly  incidence  data  demonstrated  a 
sustained  doubling  of  the  expected  rate  of 
7.1  per  100,000  population.®®  Likewise,  no 
single  county  contributed  an  exorbitant  num- 
ber ; the  cases  were  found  scattered  through- 
out the  area.  The  three  smaller  counties  not 
surveyed,  Howard,  Kearney,  and  Sherman, 
contributed  proportionately  fewer  cases. 

Throughout  the  study  period,  there  ap- 
peared to  be  no  seasonal  variation,  when 
analyzed  by  age,  in  date  of  diagnosis  of 
either  acute  or  chronic  leukemia. 

Age-specific  breakdown  by  cell  type 
(Table  4)  demonstrates  that  chronic  myelo- 
cytic leukemias  (CML)  and  chronic  lympho- 
cytic leukemias  (CLL)  occurred  primarily  in 
the  older  age  groups.  Even  though  acute 
leukemias  occurred  in  all  age  groups,  child- 
hood cases  were  predominantly  acute  lympho- 
cytic or  stem  cell  leukemia. 

Lymphoma: 

During  the  same  interval,  the  number  of 
cases  of  lymphoma  was  expected  to  be  86, 
with  a rate  of  7.2  per  100,000  population  per 


Table  2 

LEUKEMIAS  BY  CELL  TYPE  AND  COUNTY  OF  RESIDENCE 
SIX-COUNTY  AREA  OF  NEBRASKA,  1957  - 1967 


Cell  Type 

Adams 

Buffalo 

Hall 

— Number  of  Cases 
Howard  Kearney 

Sherman 

Total 

Percent 

ACUTE 

Granulocytic 

9 

8 

3 

1 

2 

23 

14.2 

Lymphocytic 

4 

4 

17 

2 

3 

1 

31 

19.1 

Monocytic 

1 

1 

1 

_ 

__ 

_ 

3 

1.9 

Plasma  CelL 

1 

_ 

_ 

_ 

1 

0.6 

Aleukemic. 

5 

1 

6 

3.7 

Type  Not  Specified 

_ 

2 

5 

1 

_ 

_ 

8 

4.9 

Undifferentiated  _ 

2 

1 

1 

- 

- 

- 

4 

2.5 

SUB-ACUTE 

Granulocytic 

3 

1 

1 

1 

1 

_ 

7 

4.3 

Lymphocytic 

1 

- 

1 

- 

1 

- 

3 

1.9 

CHRONIC 

Granulocytic 

9 

3 

5 

2 

3 

15 

9.3 

Lymphocytic 

12 

16 

21 

4 

4 

1 

58 

35.8 

Type  Not  Specified 

3 

_ 

_ 

_ 

_ 

3 

1.9 

Total 

38 

36 

60 

11 

15 

2 

162 

100.1 
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year.®*  The  observed  number  of  cases  was 
higher,  197  cases,  with  an  annual  age-adjust- 
ed rate  of  16.4  per  100,000  population.  This 
is  a statistically  significant  disparity  (Pois- 
son distribution),  P<  or  = .00001.  The  data 
for  the  six  counties  are  summarized  in  Table 
5.  The  cases  are  spread  throughout  the  time 
period  and  their  distribution  is  proportionate 


to  the  population  in  both  urban  and  rural 
areas. 

The  distribution  of  the  cases  by  age  and 
cell  types  is  illustrated  in  Table  6.  Seven 
cases  occurred  in  the  first  two  age  groups 
(0-4  and  5-9)  ,which  is  an  unexpected  excess 
in  childhood  cases  (Table  7).  The  young 


Table  3 

AGE-SEX-SPECIFIC  INCIDENCE  RATES  FOR  LEUKEMIAS 
SIX-COUNTY  AREA  OF  NEBRASKA,  1957  - 1967 


Population*  Observed  Cases  Expected  Cases  Mean  Observed  Rate  Expected  Rate** 


Age 

Male 

Female 

Vlale 

Fern  ale 

Male 

Female 

Male 

Female 

Male 

Female 

0-  4 

_ 5,808 

5,528 

3 

2 

4 

3 

4.7 

3.3 

5.6 

4.3 

5-14 

10,621 

10,383 

7 

2 

4 

3 

6.0 

1.8 

3.7 

2.7 

15-24 

6,675 

7,036 

0 

1 

2 

1 

0.0 

1.3 

2.6 

1.6 

25-34  _ 

5,796 

6,206 

2 

1 

2 

1 

3.1 

1.5 

2.9 

1.7 

35-44 

6,386 

6,504 

1 

6 

3 

2 

1.4 

8.4 

3.7 

2.7 

45-54 

6,162 

6,394 

8 

3 

5 

4 

11.8 

4.3 

7.2 

5.3 

55-64 

5,346 

5,859 

13 

10 

10 

7 

22.1 

1.5.5 

16.1 

10.6 

65-74 

4,590 

4,817 

21 

16 

17 

11 

41.6 

30.2 

34.0 

20.2 

75-84  _ 

1,984 

2,404 

23 

20 

12 

9 

105.4 

75.6 

56.5 

35.5 

85  + 

388 

553 

7 

6 

3 

2 

164.0 

98.6 

64.9 

35.6 

U nknown 



5 

5 

Total 

53,756 

55,684 

90 

72 

62 

43 

15.2 

11.8 

*- — Based  on  United  States  Census  19G0  (37). 


** — Based  on  Age-Adjusted  and  Age  Specific  Death  Rates  for  Malignant  Neoplasms  I960  (38). 


Table  4 


LEUKEMIA  CASES  BY  AGE  AND  CELL  TYPE 
SIX-COUNTY  AREA  OF  NEBRASKA,  1957-1967 


Age 

ALL^ 

AML* 

— Cell  Type  — 
Acute 

Othei-s**  CML* 

Chronic*** 
CLIj*  Others 

0-  4 

4 

0 

1 

0 

0 

0 

5-  9 _ . 

4 

0 

1 ■ 

0 

0 

0 

10-14 

1 

1 

2 

0 

0 

0 

15-19 

1 

0 

0 

0 

0 

0 

20-24 

0 

0 

0 

o’ 

0 

0 

25-29 

0 

1 

2 

0 

0 

0 

30-34 

0 

0 

0 

0 

0 

0 

35-39 

1 

1 

0 

0 

0 

0 

40-44 

0 

3 

0 

1 

0 

0 

45-49 

0 

2 

0 

0 

0 

1 

50-54  __ 

9 

0 

0 

0 

5 

1 

55-59 

4 

1 

2 

1 

2 

0 

60-64 

_ 3 

3 

1 

2 

4 

1 

65-69  _ _ 

2 

3 

3 

3 

6 

2 

70-74 

2 

3 

2 

3 

7 

1 

75-79 

9. 

1 

5 

1 

12 

1 

80-84  _ 

1 

3 

0 

1 

13 

3 

85  + 

2 

0 

3 

0 

5 

3 

Unknown 

2 

1 

0 

3 

4 

0 

Total 

31 

23 

22 

15 

58 

13 

»ALL 

CML 

— Acute  Lymphocytic 
—Chronic  Myelocytic 

Leukemia, 

Leukemia, 

AMIu — Acute 
CLL — Chronic 

Myelocytic  Leukemia, 
Lymjihocytic  Leukemia 

**Includes  aleukemia 
cell  leukemia  and 

leukemia,  monocytic  leukemia,  stem  ceil 
acute  leukemias  type  not  specified. 

leukemia. 

plasma 

***Includes 

subacute 

myelocytic 

and  lymphocytic  leukemia  and 

chronic  type  not 

specified. 
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adult  cases  are  primarily  in  the  Hodgkin’s 
group.  Lymphosarcoma,  with  the  exception 
of  the  three  childhood  cases,  occurred  after 
age  40.  Multiple  myeloma  was  found  only 
after  age  45,  with  three-fourths  of  the  cases 
between  ages  55  and  79. 

Table  6 also  shows  that  lymphosarcoma 
and  Hodgkin’s  disease  occurred  with  nearly 
the  same  frequency,  followed  by  multiple 
myeloma,  lymphoma,  and  reticulum  cell  sar- 
coma. The  smallest  group  of  cases,  as  ex- 
pected, was  the  giant  follicular  lymphomas. 

When  analyzed  by  age-sex  specific  inci- 
dence (Table  7),  the  data  demonstrate  the 
unusual  finding  of  increased  lymphoma  in 
the  youngest  age  groups.  Ordinarily,  lym- 
phomas occur  rarely  in  the  young  and  in- 
crease during  the  middle  decades  of  life. 
The  youngest  cases  resided  in  four  counties. 


Table  5 

AGE-ADJUSTED  RATES  FOR  ALL  LYMPHOMAS 
SIX-COUNTY  AREA  OF  NEBRASKA, 


County 

Population^ 

Observed 

Cases 

Expected 

Cases** 

Age- 

Adjusted 

Rates^^^ 

Adams 

_ 28,944 

43 

23 

12.7 

Buffalo  _ 

26,236 

59 

21 

20.4 

Hall 

_ 35,757 

61 

28 

16.5 

Howard  _ 

6,541 

11 

5 

14.1 

Kearney  _ 

___  6,580 

13 

5 

16.8 

Sherman 

5,382 

10 

4 

16.7 

Total 

__109,440 

197 

86 

16.4 

♦Based  on  U.  S.  Census,  1960  (37). 

♦♦Based  on  7.2/100,000  population  per  year  (38). 

♦♦♦Per  100,000  population  per  year,  based  on  number  of 
observed  cases. 


four  in  Hall  and  one  each  in  Adams,  Buffalo, 
and  Sherman.  Males  were  affected  more 
frequently  than  females  — a ratio  of  1.35:1. 
Moreover,  six  of  the  seven  childhood  cases 
were  male. 

The  lymphomas  occurred  throughout  the 
year,  but  there  appeared  to  be  some  seasonal 
increase  during  the  spring  and  summer 


Table  6 

LYMPHOMA  CASES  BY  AGE  AND  CELL  TYPE 
SIX-COUNTY  AREA  OF  NEBRASKA, 
1957-1967 

— Cell  Type*  — 

Age  LY  LS  HD  MM  RCS  GFL 

0-  4 0 3 0 0 1 0 

5-  9 0 0 3 0 0 0 

10-14  0 0 0 0 0 0 

15-19  10  10  10 

20-24  1 0 2 0 0 0 

25-29  0 0 2 0 0 0 

30-34  1 0 4 0 0 0 

35-39  0 0 0 0 0 0 

40-44  0 5 1 0 2 1 

45-49  12  1111 

50-54  0 2 3 2 1 1. 

55-59  4 5 5 6 2 0 

60-64  2 9 4 7 3 0 

65-69  3 6 4 3 1 1 

70-74  6 5 6 7 2 0 

75-79  3 11  8 8 4 0 

80-84  2 1 3 3 2 0 

85-P  112  3 10 

Unknown 13  12  10 

Total  26  53  50  42  22  4 

♦LY — Lymphoma 
LS — Lymphosarcoma 
HD — Hodgkin’s  Disease 
MM — Multiple  Myeloma 
RCS — Reticulum  Cell  Sarcoma 
GFL — Giant  Follicular  Lymphoma 


Table  7 

INCIDENCE  OF  ALL  LYMPHOMAS  BY  AGE  AND  SEX 
SIX-COUNTY  AREA  OF  NEBRASKA,  1957-1967 

— Male  — — Female  — 


Population^ 

Observed 

Expected 

Observed 

Expected 

Observed 

Expected 

Observed 

Expected 

Age 

Male 

Female 

Cases 

Cases 

Rate 

Rate** 

Cases 

Cases 

Rate 

Rate^^ 

0-  4 ___ 

_ 5,808 

5,528 

3 

1 

4.7 

0.9 

1 

0 

1.6 

0.4 

5-14  

-10,621 

10,383 

3 

1 

2.6 

0 9 

0 

0 

0.0 

0.4 

15-24  

_ 6,675 

7,036 

3 

2 

4.1 

2.4 

3 

1 

3.9 

1.2 

25-34  

_ 5,796 

6,206 

6 

2 

9.4 

4.0 

1 

2 

1.5 

2.3 

35-44  

_ 6,386 

6,504 

6 

4 

8.5 

5.9 

3 

3 

4.2 

3.7 

45-54  

_ 6,162 

6,394 

10 

8 

14.8 

11.8 

6 

5 

8.5 

7.1 

55-64  

_ 5,346 

5,859 

25 

13 

42.5 

22.5 

21 

10 

32.6 

15.7 

65-74  

_ 4,590 

4,817 

21 

19 

41.6 

38.2 

24 

13 

45.3 

24.5 

75-84  

_ 1,984 

2,404 

28 

10 

128.3 

43.9 

17 

8 

64.3 

31.4 

85  + 

_ 388 

553 

4 

2 

93.7 

40.8 

4 

2 

65.8 

25.2 

Unknown 

- 

4 

4 

Total  _ 

-53,756 

55,684 

113 

62 

19.1 

84 

44 

13.7 

♦Based  on  United  States  Census  1960  (37) 

♦♦Based  on  Age-Adjusted  and  Age  Specific  Death  Rates  for  Malignant  Neoplasms  1960  (38). 
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months  (Table  8).  When  the  male  cases  are 
analyzed  by  sepai’ating  the  year  into  thirds, 
there  appears  to  be  a significant  increase 
(.02<P<.05)  in  the  months  of  May,  June, 
July,  and  August,  but  there  is  no  seasonal 


difference  in  the  distribution  of  female  cases. 
However,  all  the  childhood  cases  occurred 
in  the  winter  and  spring,  one  each  in  Decem- 
ber and  January,  and  two  each  in  February 
and  May. 


Table  8 


SEASONAL  DISTRIBUTION  OF  LYMPHOMAS* 
SIX-COUNTY  AREA  OF  NEBRASKA,  1957  - 1967 


Season 

Total 

Child- 

hood 

Adult 

LY 

LS 

HD 

RCS 

MM 

GFL 

Winter 

32 

4 

28 

12 

10 

4 

6 

0 

Spring- 

49 

2 

47 

21 

11 

8 

8 

1 

Summer 

56 

0 

56 

23 

16 

4 

12 

1 

Fall  

43 

0 

43 

15 

10 

3 

13 

2 

Months** 

JFMA 
MJJA 
SOND  __ 

Male 
_ 28 
. 47 

- 28 

Female 

23 

28 

26 

Total 

51 

75 

54 

*LY — Lymphoma 
LS — Lymphosarcoma 
HD-  Hodgkin’s  Disease 
RCS — Reticulum  Cell  Sarcoma 
MM- -Multiple  Myeloma 
GFL — Giant  Follicular  Lymphoma 

**First  letter  of  month 


A Black  Week 

At  the  Omaha  Medical  College 


The  week  of  November  11 
through  17,  1900,  was  a par- 
ticularly black  one  for  the 
Omaha  Medical  College.  On  Saturday,  the 
17th,  the  O.M.C.  football  team  was  defeated 
by  Tarkio  (Mo.)  College  by  a score  of  52 
to  6.1  This  was  the  Medics’  first  defeat  of 
the  year  and  the  first  time  they  had  been 
scored  against  in  two  years.  But,  although 
this  defeat  was  the  result  of  “fouling  and 
slugging”  and  “slugging  ...  as  though  in  a 
pugilistic  mill”*  it  was  but  an  anticlimax 
to  the  intraschool  riot  that  occurred  in  Lec- 
ture Room  Number  2 of  O.M.C.  on  the  pre- 
ceding Thursday. 

Omaha  Medical  College  shared  its  school 
building  with  the  Omaha  Dental  College  at 

*'rhis  game  was  unfortunate  for  O.M.C.  because  of  the  de- 
feat and  not  necessarily  because  the  way  the  game  was  played. 
In  1905.  football  in  this  country  had  gotten  so  rough  that 
President  Theodore  Roosevelt  threatened  to  abolish  the  game 
by  executive  order  if  the  colleges  themselves  did  not  do  some- 
thing about  it.  (2) 
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the  corner  of  12th  and  Pacific  Streets.  It 
was  then  part  of  Omaha  University,  and 
was  not  to  become  the  College  of  Medicine 
of  the  University  of  Nebraska  until  two 
years  later.^  Some  of  the  classes  were  at- 
tended by  both  the  Medics  and  the  Dents 
and,  unlike  most  of  today’s  students,  there 
was  considerable  competition  for  the  first 
row  seats.  Lecture  Room  No.  2 had  been 
the  site  of  arguments  and  some  fights  over 
these  choice  seats  for  several  years  and  it 
was  here  that  the  riot  began  that  gained 
O.M.C.  national  notoriety^  as  well  as  the  near 
demise  of  two  of  the  dental  students. 
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One  of  the  Ijeeture  Rooms  at  O.M.C.  from  a 1900  Issue  of  The  Pulse 


Lecture  Room  No.  2 was  on  the  third 
floor.  It  was  an  amphitheater  with  the  two 
exits  being  on  either  side  of  the  professor’s 
rostrum  which,  in  turn,  faced  a steep  tier 
of  benches.  A single  aisle  in  the  middle 
of  the  amphitheater  divided  the  room  into  a 
northern  section  which  was  assigned  to  the 
medical  students  and  southern  section  where 
the  dental  students  were  supposed  to  sit. 
Since  there  were  more  medical  than  dental 
students,  the  medics  tended  to  overflow  into 
the  dental  section. 

The  prelude  to  the  great  battle  began  Wed- 
nesday, November  14th.®  Some  freshman 
medical  students  arrived  late  and  attempted 
to  occupy  seats  assigned  to  the  freshman 
dental  students.  A fight  ensued  which  re- 
sulted in  driving  the  Medics  from  the  room. 
Casualties  were  limited  to  an  assortment  of 
bruises.  However,  plans  for  revenge  were 
plotted  by  the  defeated  medical  students. 

The  following  morning  the  Medics  ap- 
peared early  for  Professor  Rice’s  lecture  on 
materia  medica.  By  the  time  the  Dents 
arrived,  the  choice  seats  were  occupied.  One 
look  at  the  formidable  array  of  their  enemy 
caused  the  dental  students  to  retreat  into 
the  hallway  near  the  stairs.  They  parleyed 
and  when  they  returned  to  the  lecture  room, 
their  spokesman  said,  “We  are  willing  to  ar- 
bitrate this  matter”  to  which  the  Medics 
replied,  “Throw  him  out!” 

“We  would  like  to  settle  this  thing  in  a 
peaceful  way”  challenged  the  dental  stu- 
dent’s spokesman,”  but  we’ll  jar  you  loose 
here  pretty  quick  if  you  don’t  listen  to  rea- 
son.” At  that  the  Dents  poured  into  the 
room  through  the  two  doorways  and  the 
battle  was  engaged  with  great  ferocity. 

As  the  fighting  increased,  more  efficient 
weapons  than  fists  and  feet  were  sought. 
An  attempt  was  made  to  pull  up  the  benches, 
but  they  were  too  securely  fastened  down. 
Then  someone  tore  off  the  railing  that  sur- 
rounded the  rostrum  and,  armed  with  these 
bludgeons,  the  fighting  grew  bloodier  and 
more  heated. 

Gradually,  the  Dents  were  forced  to  re- 
treat out  of  the  lecture  room  into  the  hall 
and  down  the  stairs.  One  Medic  threw  Dale 


Woods,  a freshman  dental  student,  down  the 
stairs.  Woods  struck  his  head  on  some  wood- 
work and  was  rendered  unconscious.  Other 
dental  students  fell  down  the  stairs  onto 
Woods.  At  about  the  same  time,  another 
dental  student,  McCann,  fell  down  at  the  top 
of  the  stairs  because  of  “internal  injuries.” 

The  whole  riot  had  lasted  about  50  min- 
utes. It  was  just  about  over  when  the  police, 
patrol  wagon  and  all,  arrived. 

Woods  was  disentangled  from  the  pile  of 
dental  students  at  the  foot  of  the  stairs  and 
taken  across  the  street,  unconscious,  to  jan- 
itor Johnson’s  house.  He  was  well  attended 
for  by  a senior  medical  student  because  by 
that  evening  he  had  practically  recovered. 

McCann  had  suffered  an  aggravation  of  a 
pre-existing  hernia.  He  was  taken  to  the 
Swedish  Hospital,  where  surgery  was  seri- 
ously entertained.  However,  he  responded 
“.  . . by  application  of  the  usual  methods” 
so  that  by  10  p.m.  he  was  “.  . . resting  nice- 
ly ..  . although  suffering  considerable 
pain.”  Later  he  was  transferred  to  Im- 
manuel Hospital  where  he  got  along  “.  . . as 
well  as  could  be  expected.”® 

The  faculty  met  that  night  and  decided 
to  cancel  the  freshman  classes  for  one  week.'^ 
Too,  a new  seating  arrangement  was  agreed 
upon.  From  now  on,  students  would  be  as- 
signed seats  by  the  date  of  their  matricula- 
tion, which  would  result  in  medical  and  dental 
students  being  mixed  together  throughout 
the  amphitheater. 

And  so  ended  the  riot. 

The  school’s  publication.  Pulse,  comment- 
ed, “The  same  old  annual  trouble  which  we 
may  call  Medics  vs  Dentals  almost  culmin- 
ated in  a very  serious  way,  but  according 
to  reports  all  is  well.  Now  let  there  be 
peace.”®  A senior  medical  student  who, 
probably  wisely,  preferred  to  remain  anony- 
mous even  composed  a poem  to  commemor- 
ate the  event : 

“We  remember,  we  remember. 

In  the  autumn  of  the  year. 

When  the  senior  class  were  freshman. 
And  alumni  boys  were  here; 
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How  they  told  us  we  must  struggle 
Like  the  soldiers  from  the  tents, 

To  uphold  the  Medic’s  honor  — 

To  annihilate  the  Dents. 

We  remember  how  we  struggled, 

We  remember  how  we  felt; 

We  remember  how  they  struggled, 

And  the  awful  jolts  they  dealt; 

But  beyond,  above  and  better. 

We  remember  that  it  blends 
Heart  to  heart,  and  Dent  to  Medic  — 
Ever  after,  we  were  friends. 

As  the  travail  of  a woman 
Or  a nation’s  awful  throe. 

At  the  birth  of  a new  power 
So  the  great  professions  grow. 

Here  the  farmei’  meets  the  farmer; 

City  guy  meets  other  guys. 

And  the  scrap,  once  and  forever. 

They  grow  great  good  and  wise. 

So  we’ll  wait  until  Elijah 
Sounds  St.  Peter’s  final  call, 

Then  we’ll  step  across  the  border 
To  the  gold  heavenly  hall ; 

Occupied  by  holy  angels 

And  by  him  who  here  repents; 

Or,  in  other  words,  by  women. 

With  the  Medics  and  the  Dents. 

But  to  draw  a little  moral. 

To  be  honest  and  be  fair, 

There  will  be  no  patrol  wagons 
Police  nor  reporters  there.”® 

The  students  apparently  were  not  plagued 
by  any  remorse.  The  freshman  medical  stu- 
dents declared  that  they  were  desirous  of 
extending  “.  . . good  will  and  best  wishes 
for  a speedy  recovery  to  both  Woods  and 
McCann  . . . (but)  . . . ‘We  have  met  the 
enemy  and  they  are  ours.’  . . . Several  skirm- 
ishes have  been  indulged  in,  but  the  last 
grand  battle  occurred  when  the  Medics,  in 
a solid  phalanx  moved  on  the  Dents,  result- 
ing in  the  rout  and  defeat  of  the  last  named 
body.”i®  And  from  the  opposing  side,  the 
freshman  dental  students  wrote  in  the  Pulse 
that  although  “.  . .the  Medics  kept  (us)  out 
of  the  lecture  room  till  after  hostilities 
ceased,  ...  we  feel  that  the  Medics  took  an 
undue  advantage  of  the  situation.  However, 
the  Dents  are  very  well  satisfied  with  the 
results  of  the  differences  of  opinion,  and  feel 


that  justice  has  been  shown  both  classes  in 
the  present  allotment  of  seats.’’^^ 

It  should  not  be  assumed  that  this  sort  of 
rowdy  activity  was  confined  to  the  medical 
students  at  Omaha  Medical  College.  When 
the  elder  of  the  Mayo  brothers  attended  the 
University  of  Michigan  Medical  College  in 
1880,  his  fellow  students  were  a “.  . . rough 
and  ready  lot  , . . who  talked,  clapped, 
stamped,  and  jeered  at  will,  making  no  out- 
ward signs  of  any  respect  they  felt  for  the 
professor  . . . The  playfulness  often  took 
the  form  of  seizing  some  luckless  boy  in  one 
of  the  front  seats  and  passing  him  from 
row  to  row  of  the  amphitheater  until  the 
last  row  received  him  and  set  him  upright, 
half  afraid  to  return  to  his  seat  lest  he  be 
made  to  take  the  unpleasant  journey  all  over 
again. ”12  Charles  Mayo,  the  younger 
brother,  was  often  the  victim  of  such  “pass- 
ing a boy  up”  when  he  was  a student  at 
Chicago  Medical  College  in  1885.1® 

In  1901,  the  Medical  Record,  a prestigous 
medical  journal  published  in  New  York, 
reported  the  hazing  of  a medical  student  at 
the  University  of  Maryland,  Baltimore. i^  “A 
student  . . . whose  mustache  had  been  cut 
off  by  some  of  his  fellow  students  in  an 
upper  class,  caused  the  arrest  and  fining 
of  his  tormentors.  Eeeling  ran  high  against 
him,  and  in  order  to  give  it  time  to  subside 
he  remained  away  from  lectures  for  a week 
or  ten  days.  His  stay  was  not  long  enough, 
however;  for,  on  putting  in  an  appearance 
in  the  lecture  room  he  was  greeted  with 
hisses  and  groans  and  pelted  with  rotten 
eggs  . . .” 

In  the  following  year,  it  was  reported 
that  nine  medical  students  were  suspended 
from  the  University  of  Iowa  for  disorderly 
conduct  which  caused  83  of  their  classmates 
to  go  out  on  strike.i® 

In  1906,  Creighton  Medical  College  was 
at  least  threatened  with  a suit  for  $50,000 
by  a medical  student  who  claimed  that  he 
had  been  completely  incapacitated  by  haz- 
ing. He  stated  that  he  had  been  dragged 
from  the  classroom  by  some  sophomores 
who  wanted  to  throw  him  down  a ventilating 
shaft  and  in  the  ensuing  fight  he  had  injured 
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his  back  and  was  now  required  to  use 
crutchesd® 

A frequently  heard  comment  nowadays  is 
that  today’s  students  are  more  mature  than 
in  the  past.  If  this  is  one  reason  why  such 
riots  as  that  which  erupted  in  Lecture  Room 
No.  2 do  not  occur  now,  part  of  this  matur- 
ation is  due  to  the  increased  educational  ex- 
perience that  our  present  students  bring  to 
medical  college.  Around  the  turn  of  the 
century,  most  students  entered  American 
medical  colleges  just  out  of  high  school  and 
some  colleges  did  not  even  require  this. 

But  this  added  time  in  school  before 
entering  medical  college,  does  not  seem  to 
explain  most  of  the  change  in  the  students’ 
behavior.  That  today’s  students  are  capable 
of  revolting  and  rioting  is  well  known  by 
anyone  capable  of  reading  the  newspapers 
or  watching  television.  However,  although 
accidents  secondary  to  fraternity  hazing  still 
occur  occasionally,  generally  our  students’ 
agitations  are  motivated  and  directed  to- 
ward what  they  feel  are  improvements  in  our 


society  and  this  is  certainly  a more  com- 
mendable goal  than  fighting  for  the  front 
row  seats  in  the  classroom. 

I would  like  to  thank  Mrs.  Bernice 
Hetzner  for  her  assistance  in  finding 
some  of  the  O.M.C.’s  ancient  lore. 
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Crohn's  Disease  of  the  Colon 
And  Ulcerative  Colitis* 


Introduction 

BURRILL  Crohn  first  reported  on 
“Regional  ileitis ; pathological 
and  clinical  entity”  in  1932, 
and  six  years  later  published  a paper  on 
“Right-sided  regional  colitis”  which  he  con- 
sidered to  be  a variant  of  ulcerative  colitis. 
The  existence  of  such  a peculiar,  right-sided 
or  segmental  form  of  ulcerative  colitis  was 
noticed  by  several  authors  but  it  was  Wells 
in  1952  who  first  described  a granulomatous 
rather  than  ulcerative  type  of  colitis.^  In 
1960,  Lockhart-Mummery  and  Morson  of- 
fered a sound  clinicopathologic  basis  for  this 
entity  and  attempted  to  draw  a distinction 
between  it  and  ulcerative  colitis.^  W olf , Mar- 
shak® and  Janowitz®  made  significant  contri- 
butions to  the  description  of  the  clinical,  ra- 
diologic, and  pathologic  features  of  this  dis- 
ease, which  at  the  present  time  is  generally 
accepted  as  a distinct  clinical  entity  to  be 
differentiated  from  ulcerative  colitis.  Nev- 
ertheless the  distinction  between  the  two  still 
remains  impossible  in  about  10%  of  the 
cases  even  for  those  who  have  accumulated 
vast  experience  in  the  treatment  of  both 
diseases.  The  case  presented  here  illus- 
trates some  of  the  difficulties  in  making  this 
differentiation. 

Case  Presentation 

A 36  year  old  white  man  was  admit- 
ted to  the  Omaha  Veterans  Administra- 
tion Hospital  on  11-23-71  with  a chief 
complaint  of  bloody  diarrhea  for  two 
days.  For  six  years  before  this  admis- 
sion he  carried  a diagnosis  of  “ulcera- 
tive colitis”  because  of  yearly  episodes 
of  severe,  nonbloody  diarrhea  and  fever 
lasting  one  to  two  weeks.  He  was 
treated  with  short-term  steroid  and 
long-term  salicylazosulfapyridine  thera- 
py. His  past  history  included  a perianal 
fistula,  successfully  treated  by  a fistu- 
lotomy four  years  prior  to  the  present 
admission  and  a pneumococcal  pulmon- 
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ary  infection  successfully  treated  with 
antibiotics  in  1969, 

On  physical  examination  he  appeared 
to  be  in  good  health  but  presented  some 
tenderness  to  deep  palpation  of  the  lower 
abdomen.  Proctosigmoidoscopy  showed 
an  edematous  and  friable  rectal  mucosa 
but  was  otherwise  normal.  The  hemo- 
globin was  8.6  grams  %,  BUN  24  mg 
%,  creatinine  1.4  mg  % ; urinalysis  and 
urine  culture  were  negative.  A barium 
enema  (figure  1)  showed  the  presence 
of  two  strictures  in  the  left  colon  as 
well  as  several  fissures  originating  from 
the  area  of  the  rectosigmoid  and  lead- 
ing to  the  pericolic  tissues.  An  intraven- 
ous pyelogram  demonstrated  moderate 
hydronephrosis  on  the  right,  and  a retro- 
grade pyelogram  on  the  same  side  dem- 
onstrated marked  narrowing  of  the  dis- 
tal ureter  with  proximal  dilatation  (fig- 
ure 2) . An  upper  gastrointestinal  series 
and  small  bowel  follow-through  were 
normal.  A rectal  biopsy  was  compatible 
with  “mild  nonspecific  colitis.” 

He  followed  a febrile  course  with 
temperature  spikes  up  to  102°  F (38.9° 
C)  and  progressively  increasing  abdom- 
inal pain  and  tenderness.  After  pre- 
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operative  preparation  his  abdomen  was 
explored  on  12-23-71.  The  transverse, 
descending  and  sigmoid  colon  appeared 
thickened  and  hyperemic.  A dense  in- 
flammatory process  was  present  in  the 
pelvis  and  involved  the  distal  sigmoid 
as  well  as  both  ureters.  Grossly,  the 
upper  rectum  appeared  minimally  in- 
volved. A subtotal  colectomy,  ileostomy, 
and  bilateral  ureterolysis  were  performed 
with  preservation  of  the  rectal  segment. 
The  patient  tolerated  the  procedure  well 
and  followed  an  uneventful  postoperative 
course  except  for  moderate  skin  irritation 
around  the  ileostomy  which  was  suc- 
cessfully treated.  A follow-up  intraven- 


ous pyelogram  demonstrated  markedly 
improved  drainage  on  the  right,  and  a 
creatinine  clearance  was  normal. 

The  resected  specimen  revealed  the 
presence  of  mucosal  ulceration,  stricture 
formation  and  “cobblestoning”  of  the 
mucosal  surface  (figure  3),  Microscopic 
examination  demonstrated  a transmural 
inflammatory  reaction  as  well  as  sub- 
mucosal granulomas  (figure  4),  com- 
patible with  Crohn’s  disease  of  the  colon. 

Discussion 

There  are  three  fundamental  differences 
between  Crohn’s  disease  of  the  colon  and  ul- 
cerative colitis,  which  would  certainly  justify 


Figure  1.  Preoperative  barium  enema,  demonstrating  multiple  strictures  and 
sinus  tracts  as  well  as  some  cobblestoning  of  the  mucosa  at  the  splenic  flexure. 
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peristent  attempts  to  establish  a precise  diag- 
nosis in  any  given  patient:  (1)  Crohn’s  dis- 
ease is  more  resistant  to  medical  manage- 
ment and  therefore,  if  intractable,  deserves 
an  earlier  operative  intervention  than  ulcera- 
tive colitis.  (2)  Patients  with  Crohn’s  dis- 
ease are  at  a significant  risk  of  recurrence 
after  resectional  therapy  while  those  with 
ulcerative  colitis  are  usually  cured  by  a proc- 
tocolectomy; therefore  resectional  therapy 
for  granulomatous  colitis  should  be  limited  to 
significantly  diseased  segments.  (3)  Al- 


though patients  with  Crohn’s  disease  of  the 
colon  have  only  been  followed  for  about  10 
years,  the  preponderance  of  current  evidence 
indicates  that  it  entails  a much  lesser  risk 
of  malignant  degeneration  than  ulcerative 
colitis.  Therefore,  the  surgeon  should  be 
willing  to  preserve  a minimally  involved  rec- 
tal segment  in  Crohn’s  disease  with  much 
less  trepidation  than  in  ulcerative  colitis. 

The  distinction  between  the  two  diseases 
may  be  impossible  to  make  in  some  patients 
but  can  be  achieved  in  the  majority  of  them 


Figure  2.  Preoperative  retrograde  pyelogram  demonstrating  right  ureteral  ob- 
struction. 
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if  all  diagnostic  modalities  are  employed.  On 
clinical  grounds,  there  are  six  principal  fea- 
tures that  may  be  used  to  distinguish  these 
two  entities:  (1)  Bloody  diarrhea  is  much 
more  common  in  ulcerative  colitis.  (2)  Ab- 
dominal pain  is  much  more  frequent  in 
Crohn’s  disease.  (3)  Abdominal  masses  oc- 
cur in  Crohn’s  disease  frequently  but  are  not 
present  in  ulcerative  colitis  unless  a perfor- 
ation has  occurred.  (4)  On  sigmoidoscopy 
the  rectum  is  normal  in  50%  of  patients  with 
granulomatous  but  only  5%  of  those  with 
ulcerative  colitis.  (5)  Onset  late  in  life 
is  more  compatible  with  Crohn’s  disease. 
(6)  Perianal  pathology  is  much  more  fre- 
quent in  Crohn’s  disease. 

Radiographically,  there  are  seven  features 
that  characterize  granulomatous  colitis: 
(1)  “Skip  areas”  may  be  observed  in  the 


colon.  (2)  Longitudinal  ulcerations  are 
more  frequent  in  Crohn’s  disease.  (3)  The 
colonic  wall  may  assume  a “spicular”  appear- 
ance due  to  transverse  fissuring.  (4)  “Pseu- 
dodiverticula”  may  be  seen,  due  to  eccentric 
involvement  of  the  colonic  wall  and  plication 
of  the  normal  segment.  (5)  Benign  stric- 
tures are  much  more  common  in  Crohn’s  dis- 
ease. (6)  The  mucosa  may  present  a “cobble- 
stone” ap])earance  created  by  “criss-crossing” 
longitudinal  and  transverse  ulcerations.  (7) 
Internal  fistulae  may  be  present. 

Angiographic  studies  may  be  helpful  in 
distinguishing  these  two  entities. ^ Decreased 
diameter  and  luminal  irregularities  of  intest- 
inal arteries  have  been  observed  in  Crohn’s 
disease  while  the  same  vessels  are  smooth  and 
dilated  in  ulcerative  colitis. 

The  microscopic  picture  of  this  disease  is 


Figure  3.  Gross  specimen  showing  benign  stricture  and  cobblestone  x^attern  of 
the  mucosa. 
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characterized  by  a transmural  granulomatous 
reaction  which  may  also  be  found  in  the  re- 
gional lymph  nodes  and  the  wall  of  fistulous 
tracts.  The  granulomas,  identical  to  those 
found  in  sarcoidosis,  are  composed  of  multi- 
nucleated  Langhans’  giant  cells,  epithelioid, 
and  mononuclear  cells.  They  are  present  in 
a variable  proportion  of  specimens  depend- 
ing on  the  diligence  with  which  they  are 
sought.  They  may  be  so  infrequent  that  only 
serial  and  multiple  sections  will  detect  them 
and  they  are  more  likely  to  be  found  in  the 
submucosa  than  other  layers  of  the  colonic 
wall.  In  their  absence,  “fissures,”  micro- 
scopic sinuses  extending  from  the  mucosa  to 
the  pericolic  tissues  represent  the  next  best 
diagnostic  criterion.  It  has  been  claimed  that 
carefully  studied  rectal  biopsies  including  the 
submucosa  will  reveal  the  presence  of  granu- 
lomas in  over  50%  of  patients  with  Crohn’s 
disease. 

Preservation  of  the  rectal  segment  is 
known  to  fail  in  Crohn’s  disease  in  about 


50%  of  the  cases  but  still  represents  a worth- 
while effort,  since  most  of  these  patients 
are  still  young  and  since  it  is  practically  im- 
possible to  predict  the  precise  outcome  in  any 
given  case. 

Through  careful  studies  of  astute  gastro- 
enterologists on  both  sides  of  the  Atlantic, 
significant  progress  has  been  made  in  dif- 
ferentiating these  two  similar  types  of  colitis. 
Nevertheless  several  aspects  of  these  dis- 
eases deserve  further  studies : The  long-term 
natural  history  of  Crohn’s  disease,  and  es- 
pecially its  malignant  potential  deserve  close 
scrutiny ; the  etiology  of  both  diseases  needs 
further  elucidation  and  more  reliable  diag- 
nostic tests  should  be  developed  for  proper 
classification  of  cases  that  cannot  be  ac- 
curately identified  at  the  present  time. 

Summary 

A case  of  Crohn’s  disease  of  the  colon 
with  severe  pelvic  inflammation  and  bilateral 
ureteral  obstruction  is  presented.  The  dif- 
ferential diagnosis  between  granulomatous 


Figure  4.  Microscopic  section  demonstrating  granuloma  near  the  muscular  coat  of  the  colon  and  depicting  the  trans- 
■*  mural  nature  of  the  inflammatory  process. 
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and  ulcerative  colitis  is  analyzed  and  guide- 
lines for  the  surgical  treatment  of  this  dis- 
ease described. 
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Modified  Bovine  Arterial  Heterografts: 
An  Alternate  Means  of  Arterial 
Vascular  Reconstruction 


Introduction 

Methods  for  treatment  of  symp- 
tomatic arterial  obliterative  dis- 
ease, especially  of  the  femoro- 
popliteal  area  are  commonly  performed  pro- 
cedures in  many  hospitals.  Autogenous  tis- 
sue grafts  (usually  venous),  textile  grafts, 
used  in  bypass  procedures,  and  endarterec- 
tomy are  various  methods  currently  being 
used  for  such  arterial  reconstruction.  Nu- 
merous authors  have  pointed  out  the  superi- 
ority of  autogenous  tissue  grafts  to  the  use 
of  either  endartei'ectomy  or  the  synthetic 
textile  grafts  currently  available.  Both  in 
terms  of  immediate  and  long-term  success, 
the  use  of  autogenous  venous  grafts  has 
proven  to  be  the  most  desirable  means  of 
reconstruction. 

There  are  instances,  however,  when  auto- 
genous tissue  either  is  not  available,  or  is 
found  to  be  unsuitable  for  use,  often  even 
after  tedious  surgical  dissection.  It  is  in 
such  situations  that  the  value  of  a readily 
available,  and  functional,  arterial  substitute 
is  most  appreciated.  Rosenberg,  Keshishian, 
and  others  have  demonstrated  the  value  of 
chemically  modified  bovine  carotid  arteries 
as  arterial  substitutes.  Not  only  are  such 
treated  arteries  nonantigenic,  but  follow-up 
studies  suggest  that  their  durability  as  well 
as  their  patency  rates  are  superior  to  endar- 
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terectomy  or  the  use  of  textile  grafts.  The 
author  wishes  to  report  limited  experience 
in  use  of  such  bovine  arterial  substitutes. 

Patient  Selection  and  Technique 

Bovine  heterografts  were  utilized  for 
arterial  vascular  reconstruction  in  five  pa- 
tients. All  patients  on  whom  these  hetero- 
grafts were  used  were  individuals  in  whom 
autogenous  . saphenous  veins  were  unavail- 
able or  were  found  to  be  inadequate  at  the 
time  of  surgery,  and  also,  in  instances  where 
other  types  of  reconstruction  were  consid- 
ered undesirable.  Availability  of  the  bovine 
arterial  heterografts  was  a major  factor  in 
the  decision  to  use  this  particular  substi- 
tute. Three  patients  had  severe  intermittent 
claudication  and  severe  rest  pain  as  major 
indications  for  their  reconstructive  proce- 
dure. One  patient,  as  well  as  having  these 
symptoms,  also  had  gangrene  secondary  to 
chronic  arferial  insufficiency  and  an  asso- 
ciated diabetic  condition.  The  fifth  patient 
had  a bovine  arterial  heterograft  inserted  as 
an  axillofemoral  arterial  conduit  for  the 
staged  treatment  of  an  infected  aortoiliac  bi- 
furcation prosthesis.  In  all  cases,  prelim- 
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inary  angiograms  demonstrated  the  site  and 
the  extent  of  the  lesion  as  well  as  the  pres- 
ence of  adequate  arterial  inflow  and  distal 
runoff.  Inadequate  arterial  inflow  had  pre- 
viously been  corrected  in  all  patients  in  which 
this  was  considered  to  be  a major  factor. 
Four  of  the  five  patients  had  had  previous 
arterial  reconstructive  surgery.  The  only 
exception  was  in  the  patient  with  concomit- 
ant gangrene  of  the  great  toe.  Two  patients 
had  had  a previous  femoropopliteal  arterial 
bypass  reconstructive  procedure  performed 
using  autogenous  saphenous  vein.  In  both 
the  saphenous  vein  was  less  than  4 mm  in 
diameter  and  probably,  therefore,  was  un- 
suitable for  use.  Failure  in  both  instances 
was  evident  in  the  early  postoperative  period. 
An  additional  patient  had  had  an  aorto- 
femoral  bifurcation  graft  inserted  and  a 
unilateral  femoropopliteal  arterial  recon- 
struction, using  autogenous  vein  as  staged 
procedures.  In  the  fifth  patient,  a bovine 
heterograft  was  used  because  of  suspected 
infection  of  the  femoral  limb  of  an  infected 
aortic  bifurcation  prosthesis.  The  use  of  a 
textile  graft  in  such  a situation  was  not 
deemed  advisable. 

The  heterografts  are  supplied  sterile  in  a 
preservative.  Preoperatively,  for  femoro- 
popliteal construction,  the  distance  between 
the  anterior  superior  iliac  spine  to  the  tibial 
tubercle  is  measured.  The  heterografts  are 
ordered  according  to  this  measurement.  As 
recommended  after  removal  from  their  sterile 
container,  these  grafts  are  soaked  in  a hepar- 
inized saline  solution  until  used.  Procure- 
ment procedures  result  in  grafts  measuring 
30  to  40  cm  in  length  with  an  internal  di- 
ameter of  7 to  10  mm.  Usually  at  least  two 
grafts  will  be  necessary,  particularly  for 
femoropopliteal  reconstruction,  unless  a da- 
cron-bovine composite  graft  is  used.  In  one 
instance  of  femoropopliteal  reconstruction, 
a single  40  cm  graft  was  found  to  be  suit- 
able. 

The  flexibility  and  ease  of  handling,  pri- 
marily because  of  its  size,  is  in  marked 
contrast  to  other  grafts.  With  two  excep- 
tions, it  handles  like  a normal  human  artery. 
Because  of  the  shaggj'^  coat  of  the  outer  ad- 
ventitial fibers  which  tend  to  bind  the  suture 
as  it  is  pulled  through,  the  use  of  a monofila- 


ment polypropylene  suture  is  preferred. 
Also,  passing  the  suture  from  within  the 
lumen  to  the  outside  lessens  this  adven- 
titial binding  tendency.  Silk  sutures  should 
not  be  used.  There  is  also  noted  to  be  some 
leakage  at  sites  of  needle  perforations.  For 
this  reason,  cutting  needles  should  not  be 
used.  Performance  of  the  distal  anastomosis 
first  is  preferred  for  technical  reasons.  The 
tunnel  is  made  through  hunter’s  canal,  below 
the  deep  fascia  and  sartorius  muscle  into 
the  femoral  triangle.  This  tunnel  should  be 
considerably  wider  than  the  diameter  of  the 
graft.  Failure  to  do  so  results  in  binding 
between  the  adventitia  of  the  graft  and  sur- 
rounding tissues.  This  predisposes  to  twist- 
ing of  the  graft,  which  is  frequently  un- 
detected and  often  leads  to  inadequate  flow 
and  early  thrombosis.  Though  a running 
suture  line  technique  may  be  used,  meticu- 
lous interrupting  technique  using  00000  su- 
ture material  has  been  found  to  be  prefer- 
able. The  graft  is  inserted  under  minimal 
tension  with  the  knee  and  thigh  fully  ex- 
tended. This  should  allow  for  a graft  inser- 
tion without  redundancy.  All  grafts  are 
inserted  using  systemic  heparinization.  If 
preoperative  angiograms  have  demonstrated 
adequate  proximal  inflow  as  well  as  distal 
runoff,  function  will  be  immediate.  Indeed, 
one  is  greatly  impressed  by  the  quality  of 
distal  pulsations  compared  to  what  is  often 
seen  when  autogenous  saphenous  vein  by- 
passes are  done.  Other  than  anastomotic 
technical  errors,  unrecognized  twisting  of 
the  graft  would  seem  to  be  the  major  tech- 
nical mishap. 

Result 

All  grafts  continue  to  function  in  the  four 
long-term  survivors.  The  longest  functioning 
graft  is  of  nine  months  duration.  In  this  pa- 
tient, the  initial  reconstructive  procedure  had 
consisted  of  insertion  of  an  aorto-bilateral  fe- 
moral textile  prosthetic  bypass  procedure 
for  aortoiliac  disease;  approximately  one 
year  later  a femoropopliteal  bypass  proce- 
dure on  the  right  leg  was  performed,  using 
autogenous  saphenous  vein.  This  graft 
thrombosed  in  the  immediate  postoperative 
period.  Reexploration  was  done,  but  flow 
could  not  be  successfully  reestablished.  Three 
months  later,  a composite  graft  consisting 
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of  a 40  cm  segment  of  bovine  heterograft 
sewn  to  a 10  cm  segment  of  dacron  crimp 
graft  was  inserted  between  the  right  limb 
of  the  aortofemoral  prosthesis  and  the  distal 
popliteal  artery.  (Figures  1 and  2) 

The  second  patient  had  had  an  aorto- 
femoral bifurcation  textile  graft  inserted 
for  symptoms  related  to  chronic  throm- 
bosis of  the  terminal  aorta.  Nine  months 
postoperatively,  acute  thrombosis  of  the 
right  limb  of  this  graft  occurred.  Throm- 
bectomy was  performed  with  a concomitant 
angioplasty  of  the  superficial  and  deep  fe- 
moral arteries  to  improve  distal  run-off. 
Ten  months  following  this  procedure,  throm- 
bosis of  the  left  limb  of  the  aortic  bifurca- 
tion graft  occurred.  Thrombectomy  with 
deep  femoral  artery  angioplasty  was  per- 
formed successfully.  It  was  noted  at  this 
time,  that  the  previously  patent  left  super- 


ficial femoral  artery  had  become  occluded. 
Severe  rest  pain  recurred,  however,  follow- 
ing this  procedure.  A repeat  femoral  arteri- 
ogram demonstrated  loss  of  previously  dem- 
onstrated collateral  circulation  between  the 
deep  femoral  arteidal  system  and  the  pop- 
liteal artery.  A bovine  heterograft  was  in- 
serted, therefore,  between  the  left  limb  of 
the  aortofemoral  textile  prosthesis  and  the 
distal  popliteal  artery. 

In  the  third  patient,  a previous  super- 
ficial femoral  angioplasty-distal  popliteal  ar- 
terial bypass  procedure  was  performed  on 
the  left  leg  for  occlusive  disease  of  the  super- 
ficial femoral  artery.  This  type  of  recon- 
struction was  utilized  because  of  the  inade- 
quate diameter  of  the  long  saphenous  vein. 
Early  postoperative  thrombosis  occurred  and 
attempted  thrombectomy  was  not  successful. 
As  expected,  incapacitating  claudication  per- 


Figrure  1.  Preoperative  rigrlit  femoral  arteriogram  demonstrates  right  limb  of  textile  aortjifemural  jn'osthtsis,  the 
occluded  superficial  femoral  artery,  with  reconstitution  of  the  popliteal  aidierial  systems  by  way  of  deep  femoral  col- 
laterals (arrow). 
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sisted.  Three  months  later,  a bypass  was 
performed  using  two  bovine  heterografts  in- 
serted between  the  common  femoral  artery 
and  the  distal  popliteal  artery. 

The  fourth  patient,  a diabetic,  had  occlu- 
sive disease  of  the  right  superficial  femoral 
artery,  with  gangrene  of  the  right  great  toe, 
and  an  ischemic-diabetic  ulcer  on  the  heel. 
The  i)atient  had  also  had  a previous  stroke, 
with  a right  residual  hemiparesis.  Because 
of  social  factors  existing  in  the  home  en- 
vironment amputation  would  no  doubt  have 
resulted  in  permanent  institutionalization  of 
this  patient.  Therefore,  a reconstructive 
procedure  using  two  bovine  heterografts  was 
performed  between  the  common  femoral  ar- 
tery and  the  distal  popliteal  arteiy.  Later, 
an  open  amputation  of  the  great  toe  and 
head  of  the  first  metatarsal  with  excision  de- 
bridement of  the  ulcer  of  the  heel  was  ])er- 


formed.  Healing  of  both,  although  not  com- 
plete, three  months  postoperatively,  is  nearly 
so.  The  patient  is,  however,  able  to  walk  on 
this  extremity. 

The  fifth  patient  had  a bilateral  axillo- 
femoral  arterial  bypass  performed  as  a 
staged  procedure  for  the  treatment  of  an 
infected  aortic  bifurcation  prosthesis.  Bo- 
vine heterografts  were  used  on  the  left  side 
because  of  suspected  infection  in  the  left  fe- 
moral groin  incision.  This  patient  expired 
two  weeks  postoperative  of  intraabdominal 
sepsis.  Both  axillofemoral  bypass  grafts 
were,  however,  functioning  at  the  time  of 
death. 

In  the  four  surviving  patients,  all  symp- 
toms of  claudication  have  been  significantly 
and  dramatically  improved.  Distal  pulsa- 
tions at  the  ankle  were  restored  in  all  cases 


Figure  2.  Postoperative  right  femoral  arteriogram.  Note  smooth,  natural  appearing  configuration  especially  at 
the  junction  distally  between  the  bovine  heterograft  and  the  popliteal  artery. 
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and  continue  to  be  so.  As  stated,  the  long- 
est followup  is  nine  months,  the  shortest 
three  months.  The  ischemic  complications 
in  that  patient  previously  outlined  have  also 
shown  dramatic,  although  not  complete, 
healing.  Femoral  arteriograms  have  been 
performed  on  all  patients,  demonstrating  the 
patency  of  all  grafts. 

Discussion 

There  is  general  agreement  that  autogen- 
ous vascular  tissue  is  the  best  material  for 
use  in  arterial  reconstruction  performed  for 
the  treatment  of  arteriosclerotic  occlusions 
of  the  femoropopliteal  area.  Experience  has 
also  shown  that  in  15%  to  20%  of  the  cases, 
autogenous  tissue,  generally  long  saphenous 
vein,  is  either  unavailable  or  unsuited,  struc- 
turally or  anatomically,  for  this  use.  Many 
methods  have  been  developed  to  allow  the  use 
of  some  small  saphenous  veins,  veins  from 
the  upper  extremity,  or  contralateral  long- 
saphenous  veins.  All  have  the  disadvantage 
in  that  they  involve  time-consuming  and  te- 
dious dissection  and  preparation.  There  is 
also  an  associated  high  incidence  of  early 
as  well  as  late  thrombosis,  especially  with 
the  use  of  veins  from  the  upper  extremity. 
The  substitution  of  textile  grafts  in  such 
situations  has  generally  been  shown  to  yield 
unacceptable  thrombosis  rate,  frequently 
with  the  extremity  being  made  more  ischemic 
than  it  was  prior  to  reconstruction. 

In  1956,  Rosenberg  and  colleagues  devel- 
oped an  enzyme  treated  bovine  carotid  artery 
as  an  arterial  substitute.  Further  modifica- 
tions of  this  graft,  both  in  selection  as  well 
as  preparation,  were  made  following  long- 
teiTn  performance  studies  in  animals,  and  in 
selected  patients  having  symptomatic  seg- 
mental arterial  occlusive  disease.  The  cur- 
rent heterografts  available  are  prepared  by 
treating  with  ficin  and  tanning  with  dial- 
dehyde starch.  Immunological  studies  of 
these  chemically  modified  heterografts  have 
shown  them  to  be  nonantigenic.  Careful 
followup  in  clinical  situations  where  these 
grafts  have  been  used  has  demonstrated  no 
adverse  reactions,  either  to  the  host,  or 
the  graft,  which  can  be  construed  as  being 
the  result  of  an  immunologic  reaction. 

Long-term  followup  in  clinical  trials  has 
demonstrated  the  superiority  of  bovine 


heterografts  to  either  textile  grafts  or  en- 
darterectomy. Early  failure  of  graft  func- 
tion is  due  to  technical  factors  — hemor- 
rhage, inadequate  suturing,  and  also  im- 
proper patient  selection  (poor  inflow  or  in- 
adequate distal  runoff).  Late  failure  is 
caused  chiefly  by  either  inadequate  distal 
runoff,  aneurysmal  degeneration  of  the 
graft,  or  intimal  thickening  at  the  distal 
anastamosis.  It  is  probably  these  factors 
which  account  for  the  slight  superiority  of 
autogenous  venous  tissue  to  heterografts. 

Poor  distal  runoff  affects  particularly  the 
longterm  patency  of  any  arterial  conduit, 
saphenous  venous  autografts,  however,  hav- 
ing a lower  failure  rate  due  to  this  cause 
than  any  other  type  of  conduit.  The  reason 
for  this  difference  will  be  discussed  below. 

Two  types  of  aneurysmal  deformities  have 
been  reported  following  the  use  of  bovine 
heterograft:  aneurysmal  formation  at  the 
site  of  the  anastamosis,  and  a generalized 
aneurysmal  dilatation  of  the  entire  graft. 
The  anastomotic  aneurysms  probably  present 
a technical  error  and,  therefore,  may  not  be 
the  result  of  graft  degeneration.  Certainly 
the  same  complication  is  seen  both  with  au- 
togenous venous  grafts  and  textile  grafts. 
Only  one  instance  of  generalized  aneurysmal 
dilatation  has  been  reported,  this  occurring 
23  months  after  insertion.  Quite  obviously, 
further  long-term  followup  studies  will  be 
necessary  before  the  incidence  of  aneurysmal 
dilatation  will  be  accurately  known. 

The  effect  of  “neointimization”  on  patency 
rates  is  rather  complex.  The  intimization 
seen  in  textile  grafts  and  bovine  hetero- 
grafts inserted  in  dogs  is  quite  different 
from  what  is  seen  in  specimens  obtained 
following  clinical  use.  It  has  been  suggested 
that  a true  neointima  does  not  form  in  modi- 
fied bovine  grafts.  Although  organized 
mural  thrombi  do  develop,  this  intramural 
thrombus  formation  is  thought  to  be  the 
i-esult  of  flow  relationships  between  a graft 
with  a larger  intraluminal  diameter  than 
the  cross-sectional  diameter  of  the  runoff 
vessel.  Eddying  and  turbulence  promote 
thrombosis  on  the  wall  of  the  graft  until 
equalization  of  the  cross-sectional  diameter 
of  both  grafts  and  distal  runoff  vessel  are 
achieved.  The  more  oversized  the  graft  is 
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compared  to  the  runoff  vessel,  the  more 
mural  thrombus  formation  will  be  seen. 
This  type  of  intimal  thickening  is  not  seen 
to  this  degree  with  autogenous  venous  grafts 
and  no  doubt  is  a major  reason  for  their  su- 
periority. 

Although  these  heterografts  have  been 
used  in  areas  of  infection,  caution  is  advised 
in  those  areas  where  bacterial  enzymatic  di- 
gestion might  be  anticipated.  The  use  of 
bovine  heterografts  in  areas  of  infection  is 
limited  but  in  those  instances,  the  infection 
has  healed  without  any  adverse  effects  on 
the  graft. 

In  spite  of  a slightly  higher  failure  rate 
of  bovine  heterografts,  compared  to  auto- 
genous venografts,  heterografts  do  have 
certain  advantages  which  suggest  that  they 
are  an  ideal  arterial  prosthetic  substitute. 
Indeed,  Keshishian  preferentially  uses  these 
grafts  in  all  cases  of  femoropopliteal  recon- 
struction in  spite  of  the  availability  of  ade- 
quate autogenous  venous  tissue. 

Perhaps  the  major  advantage  of  these 
heterografts  is  their  ready  availability.  This 
will  be  evident  to  anyone  who  has  labored  to 
prepare  a saphenous  vein  for  use.  It  be- 
comes even  more  important  in  a poor  risk 
patient  where  decrease  in  blood  loss  as  well 
as  operative  time  are  important.  Ease  of 
handling  and  suturing  are  also  very  major 
advantages  to  the  use  of  heterogi’afts. 
Again  the  comparison  between  heterografts 


and  saphenous  veins  very  strongly  supports 
this  contention. 

Last  but  not  least,  long-term  patency 
rates  compare  favorably  to  those  of  auto- 
genous venous  tissue,  68%  to  75%  at  the 
end  of  two  years  (77%  patency  rate  in 
Keshishian’s  series).  Indeed,  bovine  hetero- 
grafts may  prove  to  be  the  preferred  method 
of  arterial  vascular  reconstruction  for  the 
treatment  of  occlusive  disease,  particularly 
of  the  lower  extremities. 

Summary 

The  use  of  modified  bovine  arterial  hetero- 
graft as  a means  of  alternative  arterial  vas- 
cular reconstruction  has  been  presented. 
Although  one  perhaps  should  use  caution  in 
the  routine  use  of  this  material  for  femoro- 
popliteal reconstruction  when  autogenous 
venous  tissue  is  available,  the  availability  as 
well  as  ease  of  handling  and  favorable  com- 
parison of  its  long-term  patency  would  sug- 
gest wider  application  of  its  use. 
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Medicinews 


Barbiturate  abuse 

In  hearings  before  the  Senate  Health  Sub- 
committee on  the  general  subject  of  bar- 
biturate abuse  the  Food  and  Drug  Admin- 
istration has  informed  the  Subcommittee 
that  it  concurs  with  the  Bureau  of  Narcotics 
and  Dangerous  Drugs  in  recommending  that 
9 short  to  intermediate  acting  barbiturates 
be  transferred  to  Schedule  II  of  the  Con- 
trolled Substances  Act.  Sherwin  Gardner, 
Acting  Commissioner  of  Food  and  Drugs 
testified  in  favor  of  the  transfer,  stating 
that  the  substances  in  question  were  capable 
of  producing  tolerance,  psychic  dependence, 
and  physical  dependence.  He  said  that  the 
risk  of  harm  to  the  public  is  directly  related 
to  the  availability  of  these  drugs  for  ex- 
cessive and  illicit  distribution  and  that  there 
is  evidence  of  extensive  diversion  of  amo- 
barbital,  pentobarbital,  and  secobarbital  into 
illicit  traffic. 

Herbert  A.  Raskin,  M.D.,  Chairman  of 
AMA’s  Committee  on  Alcoholism  and  Drug 
Dependence,  reviewed  the  Association’s  his- 
tory of  concern  with  the  proper  prescribing 
of  drugs  and  outlined  ongoing  efforts  to 
control  drug  abuse.  Doctor  Raskin  observed 
that  there  is  no  definitive  evidence  of  sig- 
nificant diversion  of  the  barbiturates  in 
question  through  overprescribing  by  physi- 
cians. He  emphasized  that  an  effective  set 
of  medical  guidelines  might  have  a “desir- 
able impact  on  the  ‘hidden’  abuse  problem,” 
but  guidelines  on  medical  usage  would  not 
reduce  the  magnitude  of  the  “street  prob- 
lem.” “Although  extreme  care  should  be 
exercised  to  prevent  the  misuse  and  abuse 
of  psychoactive  drugs,”  Doctor  Raskin  said, 
“it  is  important  that  useful  therapeutic 
agents  be  available  to  patients  when  they  are 
clinically  indicated.  Proper  medical  care  must 
not  be  impeded  by  unwarranted  regula- 
tion.” 

Among  other  witnesses  was  Henry  Brill, 
M.D.,  who  appeared  on  behalf  of  the  Na- 
tional Commission  on  Marihuana  and  Drug 
Abuse.  Supporting  the  Commission’s  find- 
ing that  short  acting  barbiturates  should  not 


at  this  time  be  moved  from  Schedule  HI  to 
Schedule  II,  he  said,  “the  proposed  re- 
scheduling would  do  more  haim  than  good.” 
Doctor  Brill  supported  a system  of  self- 
policing through  which  the  medical  and 
pharmaceutical  professions  would  develop 
guidelines  for  the  prescription  of  barbitu- 
rates. 

Health  programs  extended 

By  a vote  of  372  to  1,  the  House  has  passed 
H.R.  7806,  the  Health  Programs  Extension 
Act  of  1973.  The  bill,  which  is  similar  to 
the  Senate-passed  S.  1136,  authorizes  a one 
year  extension  for  12  Public  Health  Service 
Act  authorities  currently  scheduled  to  ex- 
pire on  June  30.  The  expiring  authorities 
include  Regional  Medical  Programs,  Com- 
prehensive Health  Planning,  the  Hill-Bur- 
ton Program,  and  aid  to  Community  Mental 
Health  Centers. 


PHS  extension  sent  to  president 

The  Senate  by  a vote  of  94-0  has  con- 
curred in  a one-year  extension  of  expiring 
authorities  under  the  Public  Health  Seiw- 
ice  Act.  The  Senate,  in  passing  S.  1136, 
adopted  the  provisions  of  the  Health  Pro- 
gram Extension  Act  of  1973  which  passed 
the  House  last  week.  (For  details  see  L.R. 
Vol.  XIV,  No.  20).  The  measure  will  now 
be  sent  to  President  Nixon.  The  bill  would 
authorize  $1.27  billion  for  fiscal  year  1974. 
Expiring  authorities  include  Regional  Medi- 
cal Programs,  Comprehensive  Health  Plan- 
ning, the  Hill-Burton  Program,  and  aid  to 
the  Community  Mental  Health  Centers. 


PSRO  council  members  named 

HEW  Secretary,  Caspar  W.  Weinberger, 
has  announced  the  appointment  of  11  physi- 
cians to  the  National  Professional  Standards 
Review  Council.  Among  other  functions. 
Council  will  advise  the  Secretary  on  matters 
pertaining  to  the  administration  of  Profes- 
sional Standards  Review  Organizations 
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(PSRO)  which  are  to  be  developed  in  ac- 
cordance with  P.L.  92-603,  the  1972  Social 
Security  Amendments.  The  following  phy- 
sicians were  appointed  to  serve  three-year 
terms  on  the  Council  . . . Clement  R.  Brown, 
M.D.,  Chicago,  Illinois  . . . Ruth  M.  Coveil, 
M.D.,  LaJolla,  California  . . . Merlin  K. 
DuVal,  M.D.,  Tucson,  Arizona  . . . Thomas 
J.  Greene,  M.D.,  Detroit,  Michigan  . . . Rob- 
ert J.  Haggerty,  M.D.,  Rochester,  New  York 
. . . Donald  C.  Harrington,  M.D.,  Stockton, 
California  . . . Robert  B.  Hunter,  M.D.,  Se- 
dro  Wooley,  Washington  . . . Alan  R.  Nel- 
son, M.D.,  Salt  Lake  City,  Utah  . . . Ray- 


mond J.  Saloom,  D.O.,  Harrisville,  Pennsyl- 
vania . . . Ernest  W.  Saward,  M.D.,  Roches- 
ter, New  York  . . . Willard  C.  Scrivner, 
M.D.,  Belleville,  Illinois. 

The  law  requires  that  the  Council  consist 
of  physicians  of  recognized  standing  and 
distinction  in  the  appraisal  of  medical  prac- 
tice. A majority  of  the  members  must  be 
recommended  by  national  organizations  rep- 
resenting practicing  physicians.  Other 
members  include  physicians  recommended 
by  consumer  groups  or  other  health  care 
interests.  More  than  200  nominations  were 
received  during  the  selection  process. 


While  Making  Rounds 


The  Chart. 

“He  is  severely  compensated.” 

Words  We  Can  Do  Without. 

Redundancy,  humanistic,  idiopathic,  ques- 
tionable, Linremai’kable,  however,  pos- 
sible, desiterata,  backorder. 

Definition. 

Doorway.  After  a visitor  has  come  into 
your  office  and  talked  endlessly,  has 
said  his  good-bye  and  left,  a doorway 
is  something  he  goes  to,  when  you  think 
he  is  leaving,  where  he  stops  and  turns 
around  and  repeats  his  talk  all  over 
again. 

Anatomy  Lesson,  Or  Now  You  Know. 

Q.  I don’t  see  a scar,  where  were  you 
vaccinated  ? 

A.  In  New  York. 

Definition. 

Alcoholic:  someone  who  drinks  more  than 
you  do. 

Diagnosis. 

“Impression:  Deferred.” 

0 To  Be  In  England. 

In  England,  the  average  consultation  time 
in  a general  practitioner’s  office,  I have 


read,  is  5 to  6 minutes.  I have  also 
read  that  it  may  take  two  weeks  to 
see  your  doctor  there,  and  you’re  not 
always  sure  of  getting  the  one  you 
want. 

Section  On  Pain. 

Q.  How  often  do  you  get  the  pains? 

A.  Every  five  minutes. 

Q.  How  long  does  each  pain  last? 

A.  A quarter  of  an  hour. 

A Remarkable  Reference  I .Just  Found. 

Abel,  J.  J.,  et  al:  On  the  removal  of  dif- 
fusible substances  from  the  circulating 
blood  by  means  of  dialysis.  Trans.  Ass. 
Amer.  Phycns.  1913,  28,  51-54. 

O Diagnoses ! 

“Relative  to  those  findings  our  final  diag- 
nosis would  rest.” 

Quote  Unquote. 

“The  patient  dies  while  the  physician 
sleeps.” 

Shakespeare 

Silver  Threads  Department. 

The  breathing  gradually  stopped  during 
the  operation,  and  I carried  on  for  him. 
He  awoke  promptly,  his  color  was  good. 
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and  he  did  everything,  including  talk- 
ing to  me.  Everything  but  breathe ; 
when  I asked  him  to  breathe,  he  did, 
but  then  stopped  again. 

The  surgeon  had  ordered  a 32nd  of  a grain 
of  Dilaudid,  and  a nurse  had  written  a 
32nd  given.  I asked  our  nurse  to  call 
the  floor  nurse,  who  said  yes,  she  had 
given  a 32nd.  How  did  you  measure  it, 
the  O.R.  girl  asked.  I gave  him  two 
sixteenths,  she  replied ; then  we  knew. 

The  Abstract. 

“Chronic  use  of  marijuana  was  not  ac- 
companied by  significant  deterioration 
in  functioning  and  adaptation  but  was 
accompanied  by  increasing  accultura- 
tion into  a relativistic,  gratification- 
oriented,  stimulus  - seeking  value  sys- 
tem.” 

I still  won’t  try  it. 

On  A Clear  Day. 

Einstein  couldn’t  figure  out  why  those  toy 
birds  bob  that  you  set  on  the  edge  of 
a glass  of  water;  Edison  didn’t  believe 
there  was  energy  in  the  atom ; Newton 
thought  the  sun  was  inhabited ; and 
somebody  who  repeated  Franklin’s 
lightning  experiment  was  struck  dead. 

I know  why  the  birds  bob  and  I believe 
there’s  energy  in  the  atom.  I’m  sure 
nobody  lives  in  the  sun,  and  you  won’t 
catch  me  flying  a kite  in  a thunder- 
storm. But  editors  are  modest  fellows. 

Our  Chart  Of  The  Month. 

“Diagnosis:  Abdominal  pain.” 


Department  of  Curious  Coincidences. 

The  sun  rotates  once  a month,  and  a 
month  is  the  time  of  the  revolution 
of  the  moon. 

I Read  It  Again,  Too. 

“Current  physical  examination  was  not 
remarkable  inasmuch  as  patient  had 
not  taken  any  copious  ethanol  prioi'  to 
admission.” 

On  Insomnia. 

If  you  have  difficulty  falling  alseep, 
you’re  in  good  company.  Edison,  Emily 
Bronte,  Churchill,  and  F.  Scott  Fitz- 
gerald had  the  same  trouble. 

Etiology,  Therapy,  And  Prognosis. 

“English  physicians  kill  you,  the  French 
let  you  die.” 

Melbourne 

The  Specialist. 

“A  doctor  that  doctors  only  the  upper 
part  of  your  throat,  he  doesn’t  know 
where  the  lower  part  goes  to.” 

Will  Rogers 

On  Prescription  Writing. 

We  used  to  write  six-line  prescriptions  and 
they  had  this  advantage:  one  of  the  six 
things  might  get  the  patient  well.  But 
they  had  a drawback,  too ; you  could 
never  be  sure  which  medicine  cured  him. 
Of  course,  it  didn’t  really  matter.  He 
was  cured ; and  besides,  you  could  al- 
ways write  the  same  prescription  again, 
if  you  could  remember  it. 

F.C. 
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President's  Page 


TITLE:  ABORTION 

The  83rd  Session  of  the  Nebraska  Legisla- 
ture has  adjourned  and  LB-286  has  become 
law.  The  Nebraska  Medical  Association 
has  spent  an  inordinate  amount  of  time 
examining  and  discussing  the  problems  of 
abortion.  Now  that  we  do  have  a new 
Nebraska  law  on  abortion,  and  now  that  we 
have  become  more  accustomed  to  the  re- 
cent U.S.  Supreme  Court  decision  concern- 
ing abortion,  perhaps  we  should  step  back 
and  evaluate  our  thoughts  about  abortion. 

Abortion  is  perhaps  one  of  the  most  emo- 
tional subjects  to  be  debated  by  the  Ne- 
braska Medical  Association  in  recent  years. 
It  presents  problems  in  religious  and  medical 
ethics,  and  in  personal  and  public  morals, 
which  are  hard  to  define.  Our  Association 
has  among  its  members  those  who  repre- 
sent and  advocate  each  facet  of  the  problems 
of  abortion. 

The  Medical  Association,  during  the  past 
Legislative  Session,  made  every  attempt  to 
evaluate  the  problem  on  scientific  and  medi- 
cal grounds.  Although  we  each  felt  capable 
of  making  a moral  judgment,  we  realize 
that  what  really  was  desired  of  us  was  a 
sound  medical  evaluation  of  the  problems 
presented  by  abortion.  Hence,  for  the  most 
part,  our  efforts  were  directed  to  that  end. 

During  the  lengthy  discussions  which 
were  held  duiing  the  Reference  Committee 
meetings  at  the  Nebraska  Medical  Associa- 
tion’s Annual  Session,  and  also  during  the 
lengthy  hearings  of  the  Legislative  Com- 
mittees, a thread  of  morality  seemed  to 
weave  itself  through  all  the  discussion  par- 
ticularly as  far  as  the  physicians  were  con- 
cerned. This  moral  issue  was  a deep  sense 
of  respect  for  human  life  that  physicians  by 
training  and  precept  have  developed  over 
the  generations.  Anything  so  deep-seated 
and  fundamental  as  this  is  not  to  be  easily 
discarded  by  an  arbitrary  decision,  even 
if  it  has  been  made  by  the  U.S.  Supreme 
Court. 

It  may  very  well  be  that  we  needed  to 
be  stimulated  to  revise  our  abortion  laws  in 


light  of  present  day  social  changes.  It 
cannot  be  argued  that  most  of  the  previous 
legislation  in  this  regard  was  many  years 
old  and  devised  in  a day  when  present  day 
concepts  were  unpopular.  The  fact  remained 
that  elective  abortion  is  still  a responsible 
medical  decision  which  must  be  made  only 
after  all  matters  have  been  carefully  con- 
sidered. 

The  many  discussions  reaffirmed  in  my 
mind  that  we,  as  physicians,  practice  a heal- 
ing art,  not  one  of  destruction.  I am  well 
aware  that  the  Supreme  Court  decision 
gives  the  right  of  decision  of  abortion  to  the 
mother  and  her  physician.  But  at  the  same 
time,  it  does  not  require  that  any  physician 
must  do  what  he  considers  medically  and 
morally  inappropriate. 

We  may  have  lost  some  of  the  lustre  of 
our  forebears  in  the  profession  but  we  have 
held  fast  to  our  responsible  ethic.  Each 
physician  must  continue  to  make  the  moral 
judgment  on  abortion  on  his  own  values. 
Care  must  be  taken  that  no  one  be  forced 
to  alter  his  moral  judgment  because  of  this 
change  in  the  Law. 

JOHN  D.  COE,  M.D. 

President 

Nebraska  Medical  Association 
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Woman’s  Auxiliary  — Kearney 


P G 
I A 
C L 
T L 
U E 
R R 
E Y 


1.  Left  to  right:  Mrs.  James  Carlson, 
Dr.  Frank  Stone,  Dr.  John  Coe,  Dr. 
Frank  Cole  and  Mrs.  Warren  Bosley. 

2.  Ml’S.  Kenneth  McGinnis,  President- 
Elect,  Woman’s  Auxiliary  to  the 
NMA. 

3.  Dr.  Stone 

4.  Left  to  right:  Mrs.  James  Carlson 
and  Mrs.  Warren  Bosley 

5.  Mrs.  James  Carlson  and  Dr.  Frank 
Cole  (Editor). 

6.  Mrs.  Warren  Bosley,  President,  WA, 
NMA  and  Dr.  Coe. 

7.  Mrs.  James  Carlson,  out-going  Pres- 
ident and  Dr.  Stone. 
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Annual  Session  — Kearney 


1.  Doctor  Frank  P.  Stone  installing-  Doctor  John  D.  Coe  as  Presi- 
dent of  the  NMA. 

2.  Doctor  John  D.  Coe  presenting  Doctor  Frank  P.  Stone  with 


3. 

i^ast  Piesident’s  badge. 
Doctor  Frank  P.  Stone 

presenting 

fifty-year 

pin 

to 

Doctor 

4. 

Earl  F.  Leininger. 
Doctor  Frank  P.  Stone 

presenting 

fifty-year 

pin 

to 

Doctor 

5. 

0.  A.  Kostal. 

Doctor  Frank  P.  Stone 

presenting 

fifty-year 

pin 

to 

Doctor 

6. 

A.  J.  Schwedhelm. 
Doctor  Frank  P.  Stone 

presenting 

fifty-year 

pin 

to 

Doctor 

7. 

W.  Max  Gentry. 

Doctor  Frank  P.  Stone 

presenting 

fifty-year 

pin 

to 

Doctor 

Malcoin  B.  Wilcox. 

8.  Doctor  Robert  B.  Hunter,  Member  AMA  Board  of  Trustees, 
addressing  House  of  Delegates. 

9.  NM.A.  House  of  Delegates  in  session. 

10.  Doctor  John  R.  Schenken  speaking  at  Prayer  Breakfast.  Doc- 
tor John  D.  Coe  presiding. 
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Down  Memory  Lane 


1.  Medicine  is  admittedly  in  a state  of 
flux,  but  nowhere  in  the  past  two  years 
has  the  turmoil  been  greater  than  anent  our 
views  of  the  treatment  of  diabetes  mellitus. 

2.  Focal  infection  as  a cause  of  or  a con- 
tributing factor  to  remote  disease  is  an  es- 
tablished fact. 

3.  How  many  primiparas  get  through 
labor  with  a first  class  perineum? 

4.  In  one  address  the  author  stated  that 
we  have  too  many  hospitals.  True,  but 
what  may  we  expect  when  it  is  possible 
for  unscrupulous  persons  to  rent  any  avail- 
able dwelling  or  store  building,  and  install 
a lot  of  unnecessary  and  obsolete  electiical 
equipment  to  impress  the  patient  by  calling 
it  a hospital. 

5.  The  Republican  Valley  Medical  So- 
ciety met  at  McCook,  June  1st.  About  fifty 
members  attended. 

6.  While  the  discovery  of  insulin  has 
been  one  of  the  great  achievements  of  the 
century  in  medical  science,  yet  we  must  not 
be  carried  away  by  the  romance  and  notor- 
iety of  it,  and  by  our  desire  for  an  easy  way 
out  of  a difficult  disease. 

7.  No  type  of  neoplasm  is  more  malig- 
nant than  the  melanocarcinoma  originating 
in  pigmented  moles. 

8.  Be  it  resolved,  that  the  status  of  the 
clinical  pathologist  and  the  radiologist  is  on 
a par  with  that  of  the  internist,  surgeon  or 
other  specialists  in  medicine,  and  conform- 
able to  the  same  code  of  ethics  and  high 
moral  standards. 

9.  It  is  a sad  commentary  on  our  profes- 
sion that  we  have  men  in  our  ranks  who  are 
so  lacking  in  decency  and  principle  that  they 
purposely  mislead  the  public  for  personal 
gain. 

10.  The  number  of  nurses  graduated 

from  different  hospitals  this  spring  is  as 
follows : University  Hospital,  7 ; St.  Jo- 

seph’s Hospital,  14  ; Methodist  Hospital,  19  ; 
Lord  Lister  Hospital,  3;  Clarkson  Hospital, 


4 ; St.  Catherine’s  Hospital,  13 ; and  Paxton 
Memorial  Hospital,  8,  all  of  Omaha;  St. 
Elizabeth’s  Hospital,  Lincoln,  6;  and  Camp- 
bell Hospital,  Norfolk,  5. 

Nebraska  State  Medical  Journal 
July,  1923 


Books 

Book  Reviews 

Principles  of  Clinical  Electrocardiography,  by 
Mervin  J.  Goldman,  M.D.;  soft,  flexible,  but  not 
paper  cover;  18%  by  26  cm  (7%  by  1014  in.); 
$8.00;  published  June  1973  by  Lange  Medical  Pub- 
lications, Los  Altos,  California. 

The  author  is  Professor  of  Medicine  at  the  Uni- 
versity of  California  School  of  Medicine,  San  Fran- 
cisco. The  book  is  in  its  eighth  edition;  it  has  20 
chapters,  an  appendix,  a good  list  of  references, 
and  a fine  index. 

What  is  striking  about  this  book  is  the  profu- 
sion of  figures;  these  are  anatomical  sketches  and 
of  course  electrocardiograms,  and  I could  find  no 
page  without  them.  Figures  abound  in  EKG 
books,  but  they  are  everywhere  here,  and  this  is 
an  asset. 

The. pages  are  large  and  there  are  400  of  them, 
but  much  space  is  taken  up  by  the  illustrations. 
Discussions  are  good,  the  print  is  excellent,  and 
reading  is  ahnost  effortless.  It  is  well  worth  the 
price. 

F.C. 


The  Critical  Issues  of  Community  Mental  Health, 
edited  by  Harry  Gottesfeld,  Ph.D.;  hard  cover;  296 
pages;  15  by  21.5  cm  (5%  by  8%  in.);  $12.95; 
published  1972  by  Behavioral  Publications,  New 
York. 

Harry  Gottesfeld  is  Director  of  Mental  Health, 
New  York  City  Health  and  Hospitals  Corporation. 
The  book  is  divided  into  six  sections  and  further 
into  12  chapters;  there  is  no  index.  The  contributors 
number  14,  8 of  whom  are  MDs.  Do  neurotics 
improve  without  help;  do  hospitals  block  the  com- 
munity mental  health  approach;  is  the  American 
system  the  leading  cause  of  psychiatric  disability? 
These  are  some  of  the  things  the  contributors  write 
about.  The  issues  stem  from  a search  of  the  litera- 
ture which  furnished  material  that  went  to  800 
mental  health  professionals;  questions  are  included 
in  the  final  pages. 
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The  printing:  is  very  good;  it  is  all  good  reading, 
no  matter  what  you  think  of  the  issues. 

F.C. 

I have  just  received  a copy  of  “Medical  mal- 
practice: report  of  the  secretary’s  commission  on 
medical  malpractice.’’ 

And  with  it  came  a copy  of  “Appendix;  Report 
of  the  secretary’s  commission  on  medical  malprac- 
tice.’’ Both  were  published  in  1973,  and  both  came 
from  HEW. 

The  “Report”  is  146  pages  long. 

The  “Appendix”  is  870  pages  long. 

F.C. 

Resocialization:  An  American  Experiment,  by 
Daniel  B.  Kennedy  and  August  Kerber;  13.5  by 
21  cm  (5%  by  814  in.);  $9.95  hardbound;  $4.95 
paperbound;  published  1973  by  Behavioral  Pub- 
lications, New  York;  191  pages. 

Dr.  Kennedy  is  a Ph.D.,  is  Instructor  at  the  Uni- 
versity of  Detroit,  and  has  served  as  probation 
officer  and  counselor  at  federal  institutions.  Dr. 
Kerber  is  a Ph.D.  and  is  Professor  of  Educational 


Wash  ingtoNotes 

Utilization 

Strong  protest  from  the  AMA  and  others 
has  led  the  Secretary  of  the  Department  of 
HEW  to  hold  letters  from  Social  Security’s 
Bureau  of  Health  Insurance  that  ordered 
Medicare  and  Medicaid  intermediaries  to 
augment  hospital  utilization  review  by  re- 
quiring a preadmission  certification  pro- 
gram, and  the  use  of  national,  regional  or 
other  appropriate  data  on  length  of  stay  by 
diagnosis  to  establish  extended-stay  cutoff 
dates. 

In  letters  and  visits  with  HEW  Secre- 
tary Caspar  W.  Weinberger,  AMA  board 
chairman,  John  R.  Kernodle,  M.D.  urged 
that  “.  . . the  Social  Security  directive  be 
reveiewed,  not  only  from  the  standpoint  of 
its  validity  under  the  Medicare  law,  but 
also  with  respect  to  its  apparent  preemption 
of  functions  given  by  the  Congress  to  Pro- 
fessional Standards  Review  Organizations 
(PSRO). 

The  reason  for  the  new  procedures,  ac- 
cording to  Social  Security,  is  “increasing 
public  concern  at  all  levels  over  the  need 


Sociology  at  Wayne  State  University.  There  are 
8 chapters  in  the  book,  many  references,  a fine 
bibliography,  and  a good  index.  The  type  is  good, 
and  the  book  will  exercise  your  mind,  but  it  will  not 
strain  your  eyes. 

Society  tries  to  bring  back  the  illiterate,  the 
criminal,  and  the  chronically  unemployed  into  the 
mainstream;  and  resocialization  has  included  com- 
pensatoi"y  education,  criminal  rehabilitation,  and 
training  for  the  hardcore  unemployed.  The  text 
first  defines  and  then  examines  these  areas;  and 
finally  has  a chapter  on  counseling  and  psycho- 
therapy. 

F.C. 

Books  Received 

The  Chinese  Art  of  Healing,  by  Stephan  Palos; 
paperback;  237  pages;  $1.50;  published  1972  by 
Bantam  Books,  666  Fifth  Ave.,  New  York,  N.Y. 

A Civilian  Doctor  in  Vietnam,  by  Fred  Gloeckner, 
M.D.;  paperback;  123  pages;  $5.00;  published  by 
the  Winchell  Company,  1315  CheiTy  St.,  Philadel- 
phia. 


for  more  effective  utilization  of  health  care 
while  maintaining  or  improving  the  quality 
of  care  rendered.” 

Social  Security  describes  the  new  instruc- 
tions as  “processes  that  are  to  be  employed 
for  the  period  prior  to  the  emergence  of 
PSROs.  Hospitals  will  require  that  the  at- 
tending physician  present  appropriate  docu- 
mentation for  use  by  the  UR  committee,  or 
its  representative,  for  approval  of  the  hos- 
pital admission  prior  to  — or  at  the  time 
of  — elective  admissions,  and  within  one 
working  day  subsequent  to  emergency  or 
urgent  admissions. 


PSRO 

Some  150  physicians  representing  38  state 
medical  associations  and  foundations  have 
visited  congressmen  and  federal  officials  to 
make  a case  that  statewide  PSRO  coordinat- 
ing systems  should  be  permitted  when  the 
program  is  implemented. 

The  government  has  indicated  that  state- 
wide PSROs  are  likely  in  only  very  small 
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states  though  the  law  contains  no  such  re- 
striction. Chief  congressional  sponsor  of 
PSRO,  Senator  Wallace  Bennett  (R.,  Utah), 
insists  the  intent  of  the  law  is  to  bar  state- 
wide setups  in  larger  states. 

In  the  exchange  of  communications  be- 
tween the  HEW  Secretary  and  AMA  offi- 
cials, two  other  stands  of  organized  medicine 
were  made  abundantly  clear. 

Dr.  Kernodle  in  a letter  to  the  Secretary 
took  issue  with  Social  Security’s  opposition 
to  current  procedural  terminology  (CRT)  as 
a coding  system  for  carriers.  Dr.  Kernodle 
said  the  AMA  has  spent  many  years  and 
hundreds  of  thousands  of  dollars  in  develop- 
ing “what  we  think  is  the  finest  and  most 
complete  description  of  medical  and  surgical 
procedures  that  is  possible.” 

Dr.  Kernodle  wrote:  “The  final  and  most 
important  point  we  wish  to  make  (and  one 
that  is  at  the  core  of  many  other  areas  of 
concern)  is  our  firm  belief  that  medical  and 
health  matters  cuiTently  under  the  jurisdic- 
tion of  the  Social  Security  Administration 
and  the  Social  and  Rehabilitation  Service 
should  be  under  the  jurisdiction  of  the  Of- 
fice of  the  Assistant  Secretary  for  Health.” 

HMO 

The  Senate  has  approved  a drastically  re- 
duced Health  Maintenance  Organization  bill 
(69-25)  after  liberal  forces  led  by  Senator 
Edward  Kennedy  (D.,  Mass.)  fell  back  in 
retreat. 

The  measure  that  finally  emerged  after 
two  days  of  debate  called  for  spending  $805 
million  over  three  years  to  encourage  de- 
velopment of  pre-paid  group  practices  or 
contract  practice-type  organizations.  Last 
year,  the  Senate  overwhelmingly  voted  a 
$5.1  billion  HMO  program. 

The  legislation  now  goes  to  the  House 
where  a House  health  subcommittee  has 
approved  a $280  million  program.  The  Sen- 
ate has  been  warned  that  any  bill  far  exceed- 
ing the  Administration’s  request  for  an  ex- 
perimental, $60  million  first-year  plan  may 
face  a Presidential  veto. 

The  bill  adopted  by  the  House  Health  Sub- 
committee several  days  before  the  Senate 


vote  would  aid  about  100  HMDs  at  a cost 
of  some  $280  million  over  three  years.  This 
bill  still  must  be  voted  on  by  the  House 
Commerce  Committee  and  the  House. 

Malpractice 

The  creation  of  a new  Joint  Commission 
on  Medical  Malpractice  is  being  planned 
by  major  medical  organizations  as  a means 
of  cui-bing  the  rising  number  of  damage 
claims  and  controlling  health  care  costs. 

Joining  in  the  new  venture  would  be  the 
American  College  of  Surgeons,  American 
College  of  Physicians,  American  Hospital 
Association,  the  AMA,  and  representatives 
of  medical  specialty  societies. 

Budget  cuts 

John  A.  D.  Cooper,  president  of  the  As- 
sociation of  American  Medical  Colleges,  has 
blasted  the  Nixon  Administration’s  proposed 
budget  cuts  for  fiscal  year  1974,  saying 
they  present  a serious  financial  blow  to 
medical  education,  bio-medical  research,  and 
health  care. 

“Without  advance  warning  and  apparent- 
ly without  any  real  understanding  of  the 
consequences  of  their  decision,”  Dr.  Cooper 
said,  “the  Administration  is  seeking  to  ter- 
minate support  for  research  training.  Com- 
munity Mental  Health  Centers,  Hill-Burton 
hospital  construction,  the  Regional  Medical 
Program,  and  capitation  support  for  schools 
of  Veterinary  Medicine,  Pharmacy,  Optom- 
etry and  Podiatry.  In  nearly  all  other  areas 
of  the  proposed  budget,  the  President  is 
asking  the  Congress  to  curtail  or  cutback 
federal  monies  for  health.” 

Welcome  New  Members 

Robert  Eliot,  M.D. 

University  of  Nebraska 
Medical  Center 
Omaha,  Nebraska  68105 

Randell  Johnson,  M.D. 

University  of  Nebraska 
Medical  Center 
Omaha,  Nebraska  68105 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 

July  7 — Norfolk,  Elks  Lodge 
July  21  — Chadron,  Elks  Lodge 
August  4 — Scottsbluff,  St.  Mary’s  Hos- 
pital 

August  11  — Ord,  Elks  Lodge 

ELEVENTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  17,  1973,  Radis- 
son  Cornhusker  Hotel,  Lincoln,  Nebraska. 

OCCUPATIONAL  HEALTH  — 33rd  An- 
nual Congress,  AM  A,  at  the  Benjamin 
Franklin  Hotel  in  Philadelphia,  Septem- 
ber 17-18,  1973. 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  — 25th  Anniversary  Scien- 
tific Session  of  the  Nebraska  Chapter; 
at  the  1-80  Holiday  Inn,  Grand  Island,  Ne- 
braska, September  20  and  21,  1973.  Car- 
diovascular problems  will  be  discussed  on 
the  first  day,  and  emergency  room  prob- 
lems on  the  second.  Write  to:  Donald  J. 
Larson,  M.D.,  1219  13th  St.,  Aurora,  Ne- 
braska 68818. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

VIROLOGY  AND  IMMUNOLOGY  IN  HU- 
MAN CANCER  — National  Conference; 
Nov.  29-Dec.  1,  1973;  at  the  Waldorf-As- 
toria Hotel,  New  York  City;  sponsored  by 
the  American  Cancer  Society  and  the  Na- 
tional Cancer  Institute. 

AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to : Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 


NATIONAL  CONFERENCE  ON  VIROL- 
OGY AND  IMMUNOLOGY  IN  HUMAN 
CANCER  — November  29,  1973  - Decem- 
ber 1,  1973,  Waldorf-Astoria  Hotel,  New 
York,  New  York;  sponsored  by  American 
Cancer  Society,  National  Cancer  Institute. 
Write  to:  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Virology  and  Immunology 
in  Human  Cancer,  American  Cancer  So- 
ciety, Inc.,  219  East  42nd  Street,  New 
York,  New  York  10017. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  28  - May  1,  1974, 
Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  22-27,  1974,  Chicago, 
Illinois. 


Peritoneal  Dialysis  for  Acute  Renal  Failure 
After  Major  Abdominal  Surgery  — A.  H. 

Tzamaloukas  et  al  (Rhode  Island  Hosp, 
Providence  02903).  Arch  Surg  105:639- 
643  (May)  1973. 

Fourteen  patients  with  acute  renal  failure 
were  treated  for  peritoneal  dialysis  4 to  18 
days  following  major  abdominal  surgery. 
Despite  the  existence  in  every  patient  of  at 
least  one  complicating  factor,  such  as  pres- 
ence of  abdominal  drains,  generalized  peri- 
tonitis, gastrointestinal  bleeding,  or  hypo- 
tension, only  one  serious  complication  oc- 
curred (wound  dehiscence)  which  could  be 
attributed  to  peritoneal  dialysis.  The  pro- 
cedure was  effective  in  improving  the  bio- 
chemical parameters  and  the  signs  and 
symptoms  of  uremia  in  each  patient.  Four 
patients  recovered  completely;  the  remain- 
ing ten  patients  died  of  complications  un- 
related to  uremia. 
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In  Memoriam 


By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

DR.  F.  LOWELL  DUNN 

Doctor  F.  Lowell  Dunn  was  born  in  Erie, 
Pennsylvania  on  March  26,  1898.  He  was 
a graduate  of  the  University  of  Chicago  in 
1920  and  Harvard  Medical  School  in  1924. 

He  came  to  Omaha  in  1925  to  practice 
medicine  with  an  uncle  Doctor  A.  D.  Dunn. 
He  also  joined  the  faculty  of  the  University 
of  Nebraska  College  of  Medicine  where  he 
taught  cardiology  and  psyiology. 

Doctor  Dunn  was  instrumental  in  the  de- 
velopment of  the  C.  Louis  Meyer  Rehabili- 
tation Center  for  Children.  He  served  as 
president  of  the  Nebraska  Heart  Associa- 
tion, as  a delegate  to  the  Nebraska  Medical 
Association,  and  on  governing  boards  of 
many  organizations.  He  was  presented  a 
life  membership  in  the  Nebraska  Medical 
Association  in  1968. 

Doctor  Dunn  died  May  15,  1973  at  the  age 
of  75. 

He  is  survived  by  his  widow  Mrs.  Dunn; 
a son,  Thomas,  and  a daughter,  Jean,  both 
of  Omaha ; a brother,  Thomas,  and  a sister, 
Suzanne,  both  of  Erie,  Pa. ; and  a sister, 
Mrs.  James  Wilson  of  Philadelphia. 


DR.  E.  A.  WATSON 

Doctor  E.  A.  Watson  was  born  in  Plain- 
view,  Nebraska  on  August  1,  1883.  He 
graduated  from  the  Creighton  University 
School  of  Medicine  in  1908. 

Following  graduation  he  initially  located 
in  South  Dakota,  later  moving  to  Bruns- 
wick, Nebraska;  Kearney  and  Grand  Island 


where  he  set-up  practice  in  1914.  He  was 
later  joined  by  his  son.  Doctor  Donald  P. 
Watson,  in  his  practice,  following  which  he 
retired  in  1955  at  the  age  of  72. 

Doctor  Watson  died  on  April  2,  1973  at 
the  age  of  89. 

Doctor  Watson  was  a life  member  of  the 
Nebraska  Medical  Association. 

Survivors  included  two  sons,  Doctor  Don- 
ald P.  Watson  of  Grand  Island  and  Doctor 
James  W.  Watson  of  New  York  City;  one 
granddaughter  and  f o u r great-grandchil- 
dren. Mrs.  Lester  (Mildred)  Kienow  and 
Mrs.  R.  P.  (Betty)  Bush,  both  of  Plainview, 
were  nieces  and  Gordon  Watson  of  O’Neill, 
a nephew. 


DR.  DONALD  J.  WILSON 

Doctor  Donald  J.  Wilson  was  born  in 
Ashland,  Nebraska  on  February  21,  1899. 
He  was  a graduate  of  the  University  of  Ne- 
braska College  of  Medicine  in  1925. 

Doctor  Wilson  practiced  dermatology  in 
Omaha  for  many  years.  He  was  a former 
Professor  of  Dermatology  at  the  Univer- 
sity of  Nebraska  College  of  Medicine. 

He  was  a Past  President  of  the  Omaha 
Dermatological  Association  and  the  Ameri- 
can Board  of  Dermatology.  He  was  a Past 
Grand  Patron  of  the  Nebraska  Order  of 
Eastern  Star  and  the  Past  President  of  the 
Omaha  Lions  Club.  Doctor  Wilson  was  a 
life  member  of  the  Nebraska  Medical  Asso- 
ciation. 

Doctor  Wilson  died  April  23,  1973  at  the 
age  of  74. 

He  was  survived  by  his  widow,  Bernice ; 
a daughter,  Mrs.  Darrell  L.  Brock  of  Oma- 
ha; a son,  Don  Jay  of  Chicago,  Illinois;  a 
sister,  a brother  and  six  grandchildren. 
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Our  Medical  Schools 


Special  recog^nition 

Thirty-eight  graduates  and  one  faculty 
member  received  special  recognition  at  the 
commencement  exercises  of  the  University 
of  Nebraska  Medical  Center  Sunday,  May 
27,  in  the  arena  of  the  Omaha  Civic  Audi- 
torium. 

The  recipient  of  the  Distinguished  Teach- 
er award  was  Dr.  Edward  Holyoke,  who  will 
retire  soon  as  chairman  of  the  department 
of  anatomy,  a position  he  has  held  since 
I960.  Dr.  Holyoke  was  selected  for  this 
award  by  both  faculty  and  students  because 
of  “his  high  academic  standards,  empathy 
with  students,  enthusiasm  and  dedication.” 
A faculty  member  since  1931,  Dr.  Holyoke 
received  four  degrees  from  the  University 
of  Nebraska:  B.S.,  1930;  M.A.,  1932;  M.D., 

1934,  and  Ph.D.,  1938.  Dr.  Holyoke  will 
continue  to  teach  at  the  Medical  Center. 

Graduating  with  high  distinction  from 
the  College  of  Medicine  were  Dr.  James 
Armitage,  Kearney,  and  Dr.  Loran  Clement, 
Omaha.  Both  are  members  of  the  national 
honorary  medical  fraternity.  Alpha  Omega 
Alpha. 

Dr.  Clement  also  received  the  Upjohn 
Medical  Achievement  Award,  the  Dr.  C.  C. 
Tomlinson  Memorial  Scholarship  and  the 
Josephine  Kugel  Award  for  Outstanding 
Performance  in  Pediatrics.  Dr.  Armitage 
was  the  recipient  of  the  Donald  Walters 
Miller  Scholarship  and  the  Michael  Horbach 
Memorial  Award. 

Others  gi’aduating  with  high  distinction: 

Bachelor  of  Science  in  Nursing:  Deann 
Kay  Hildebrandt,  Omaha;  Janet  Hedlund 
Shepherd,  Wahoo;  Sandra  Thompson,  Suth- 
erland. 

Associate  of  Science  in  Nursing:  Patricia 
Kenyon  Koontz,  Omaha;  Virginia  Ann 
Vaughn,  Omaha. 

Bachelor  of  Science  in  Pharmacy : Daniel 
Moravec,  Jr.,  Lincoln;  Thomas  Swedenburg, 
Clarks;  Steven  Triplett,  Blair. 


Bachelor  of  Science  in  Medical  Tech- 
nology: Hollis  Krug  Hewitt,  Boone,  Iowa. 
Bachelor  of  Science  in  Physical  Therapy: 
Reynold  McMeen,  Lincoln. 

Twenty-six  were  graduated  with  distinc- 
tion ; 

Doctor  of  Medicine:  Ronald  Asher,  Ra- 
venna; James  Brooke,  Hastings;  Daniel 
Cronk,  Ord;  Steven  Reppert,  Pender;  Craig 
Stucky,  Lincoln;  Susan  Beachly  Williams, 
Lincoln. 

Bachelor  of  Science  in  Nursing:  Mary 

Louise  Arterburn,  Lamar;  Barbara  Dahms 
Hautzinger,  Omaha;  Laura  James,  Liberty, 
Missouri;  Sandra  Jarchow,  Daykin;  Joyce 
Zajicek  Miller,  Wilber;  Janice  Tiemann, 
Lincoln. 

Associate  of  Science  in  Nursing:  Laura 
Keiser,  Lincoln;  Sharon  Schroeder  Miller, 
Omaha ; Meredith  Clark  Smidt,  Burchard ; 
Terri  Obermeier  Urban,  Omaha. 

Bachelor  of  Science  in  Pharmacy:  John 
Krick,  Lincoln ; Charles  Sintek,  North  Loup. 

Bachelor  of  Science  in  Medical  Tech- 
nology: Donna  Dappen  Johnson,  Nebraska 

City;  Joyce  McMeen,  Lincoln;  Margene 
Pedersen,  Hardy;  Susan  Schroeder,  Pana- 
ma ; Ann  Schwab,  Hooper ; Diane  Sliva 
Weber,  Omaha. 

Bachelor  of  Science  in  Physical  Therapy: 
Susan  Stratman,  McCook. 

Associate  of  Science  in  Radiologic  Tech- 
nology: Randall  Whitmore,  Sm*prise. 

The  Student  American  Medical  Associa- 
tion presented  “Golden  Apple”  awards  to 
teachers  they  believe  have  contributed  sig- 
nificantly to  medical  education.  The  awards, 
by  classes,  went  to ; Freshmen  — Dr.  Wil- 
liam Ruegamer,  professor  and  chairman  of 
the  department  of  biochemistry ; Sopho- 
mores — Dr.  William  Dye,  associate  profes- 
sor of  microbiology;  Juniors  — Dr.  Cora- 
zon  David,  assistant  professor  of  pediatrics ; 
Seniors  — Dr.  Charles  Field,  assistant  pro- 
fessor of  obstetrics  and  gynecology. 
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other  awards  given  at  the  ceremony  to 
medical  graduates: 

Pfizer  Award:  Steven  Reppert,  Pender; 
New  York  Life  Insurance  Company  Four- 
Year  Scholarship:  Ci’aig  Stucky,  Lincoln; 
Roche  Award:  Dale  Michels,  Laurel;  John 
R.  Webster  Memorial  Scholarship : Ronald 
Asher,  Ravenna,  and  Mark  Meyer,  Hooper; 
Dr.  and  Mrs.  Joseph  T.  Freeman  Award: 
Joseph  Washburn,  Omaha;  W.  K.  Kellogg 
Foundation  Scholarship : Ronald  Asher,  Ra- 
venna; Jetur  Riggs  and  Jennie  Hanscom 
Conkling  Scholarship:  James  Brooke,  Hast- 
ings, and  Russell  Novak,  Lincoln;  Carrie  E. 
Grabher  Scholarship:  Dennis  Ross,  Aurora; 
Beulah  Meier  Scholarship:  Russell  Novak, 
Lincoln  and  Susan  Beachly  Williams,  Lin- 
coln; Alpha  Kappa  Kappa  Scholarship: 
Ward  Chambers,  Omaha;  Nebraska  Chapter 
of  the  American  Academy  of  Pediatrics : 
Craig  Stucky,  Lincoln;  Waldron  Cassidy 
Award  in  Otolaryngology,  and  Maxillo-Fa- 
cial  Surgery:  Louis  Kleager,  Hastings,  and 
William  Origer,  Lincoln;  Josephine  Kugel 
AAvard  for  Pediatrics:  Christopher  Wrenn, 
Scottsbluff ; Fay  Smith  Award  for  Family 
Practice:  Samuel  Boon,  Franklin;  Depart- 
ment of  Psychiatry  Award:  Sidney  Frank, 
Omaha;  Outstanding  Female  Student:  Wini- 
fred Cromer,  Phoenix,  Arizona. 

Awards  to  other  graduates: 

Charlotte  Burgess  Award:  Sandra 

Thompson,  Sutherland,  and  Virginia 
Vaughn,  Omaha;  Student  Nurse  of  the  Year 
Award:  Jane  Bruning,  Bruning,  and  Wini- 
fred Williams,  Omaha;  Student  Medical 
Technologist  of  the  Year  Award:  Margene 
Pedersen,  Hardy ; Susan  Schroeder,  Pana- 
ma; Ann  Schwab,  Hooper;  Physical  Thera- 
py Student  of  the  Year:  Sidney  Mosiman, 
Fairbury. 

An  honorary  Doctor  of  Science  degree 
was  conferred  upon  Dr.  Maiy  Lois  Mur- 
phy, New  York  City.  A Distinguished  Serv- 
ice to  Medicine  Award  was  given  to  Dr. 
Cecil  L.  Wittson,  former  chancellor  at  the 
Medical  Center. 

University  of  Nebraska  President  D.  B. 
Varner  presented  a record  number  of  de- 
grees for  the  Medical  Center:  395.  The  new 
all-time  high  was  due  in  part  to  the  partici- 


pation for  the  first  time  of  College  of  Phar- 
macy graduates  and  to  the  graduation  of  the 
College  of  Medicine’s  first  physician  aug- 
mentation class.  New  individual  highs  were 
set  in  the  number  of  graduates  in  medicine 
and  associate  degrees  in  nursing. 


Students  award 

Six  members  of  the  Creighton  University 
Medical  School  faculty  have  been  given 
“Golden  Apple”  awards  for  excellence  in 
teaching.  The  awards  are  presented  an- 
nually by  the  Creighton  Medical  Student 
Government. 

The  freshman  class  voted  Dr.  Julian  Bau- 
mel  their  award  for  excellence  in  teaching; 
the  sophomore  class  award  went  to  Dr.  J. 
K.  Abrenio;  the  junior  class  recognized  Dr. 
F.  M.  Gawecki  and  the  senior  class  award 
went  to  Dr.  D.  Arnold  Dowell.  The  house 
staff  award  was  given  to  Dr.  Larry  Cousins 
by  the  clinical  students  and  they  singled 
out  Dr.  Harry  Jenkins  for  an  award. 

The  awards  were  presented  at  the  Stu- 
dents’ Annual  Dinner-Dance  at  Peony  Park 
in  Omaha. 


Dr.  Harold  N.  Neu,  Sr.  Dr.  John  E.  Courtney 


Creighton  honors  faculty  members 

Two  Creighton  University  faculty  mem- 
bers were  honored  at  a recent  banquet  in 
Omaha.  Honoi-ed  at  a testimonial  dinner 
sponsored  by  the  Creighton  School  of  Medi- 
cine Departments  of  Surgery  and  Medicine 
were  Dr.  John  E.  Courtney  and  Dr.  Harold 
N.  Neu,  Sr. 
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Dr.  Harold  Neu  joined  the  faculty  of  the 
School  of  Medicine  in  1946,  soon  after  his 
return  from  World  War  II.  He  became  the 
first  salaried,  part-time  Chairman  of  the 
Department  of  Internal  Medicine  in  1950, 
and  as  such  was  responsible  for  guiding"  the 
department  during  the  transition  from  a 
totally  voluntary  faculty  to  one  based  on  a 
nucleus  of  full-time  teachers.  Having  ac- 
complished notably  in  this  regard,  he 
realized,  by  1954,  that  the  department 
should  have  a full-time  Chairman,  as  well  as 
full-time  members,  and  at  his  own  discretion 
he  resigned  from  a position  which,  until 
that  time  had  been  considered  to  be  a life- 
time right  of  the  incumbent.  He  personally 
engaged  in  the  search  for  and  selection  of 
the  first  full-time  Chairman  of  a clinical  de- 
partment in  the  School  of  Medicine.  He 
then  devoted  his  full  engeries  to  the  develop- 
ment of  a Cardio-Pulmonary  and  Respira- 
tory Center  in  St.  Joseph  Hospital.  This 
unit  became  an  eight  state  referral  center 
for  patients  afflicted  with  poliomyelitis,  and 
was  ultimately  one  of  the  showplaces  in  the 
United  States  for  the  care  of  such  patients. 
It  is  as  a direct  consequence  of  his  work  in 
this  area  that  the  present  Cardiac  and  Pul- 
monary Laboratories  of  the  School  of  Medi- 
cine exist.  Throughout  the  entirety  of  his 
association  with  the  University  Dr.  Neu 
has  been  an  effective,  devoted,  and  untiring 
teacher.  He  maintained  an  active  lecture 
program  for  the  sophomore  course  in  In- 
ternal Medicine  until  1969,  and  continues  to 
this  day  with  active  instruction  in  the  stu- 
dent clerkship  programs,  integrating  stu- 
dents assigned  to  his  service  into  the  care 
of  his  own  private  patients. 

Dr.  John  E.  Courtney,  a native  of  Seattle, 
Washington,  received  his  B.S.  degree  from 
Creighton  University  in  1926  and  his  M.D. 
degree  in  1930.  Following  an  internship 
at  the  Creighton-Memorial  St.  Joseph’s  Hos- 
pital, Dr.  Courtney  took  a preceptorship  un- 
der Dr.  John  Duncan,  a distinguished  sur- 
geon of  this  city.  In  1933  he  was  appointed 
to  the  faculty  of  the  Department  of  Surgery 
at  the  Creighton  University  School  of  Medi- 
cine and  subsequently  rose  to  the  rank  of 
Clinical  Professor.  Dr.  Courtney  is  certi- 
fied by  the  American  Board  of  Surgery,  a 
member  of  the  American  College  of  Sur- 


geons, a charter  member  of  the  American 
Association  for  the  Surgery  of  Trauma,  as 
well  as  numerous  other  professional  organ- 
izations. During  his  years  of  practice  he 
has  been  honored  by  his  fellow  physicians 
by  being  elected  as  an  officer  to  a variety 
of  professional  organizations.  He  has  been 
generous  with  his  time  and  knowledge  in 
teaching  students  at  the  University  and 
many  men  have  been  the  beneficiaries  of  his 
wise  counsel,  skilled  judgment,  and  mature 
thinking.  The  Department  of  Surgery  is, 
therefore,  pleased  on  this  occasion  to  honor 
Dr.  John  Ellsworth  Courtney. 

Toastmaster  for  the  banquet  was  Medical 
School  Dean,  Dr.  Joseph  M.  Holthaus.  The 
main  address  was  delivered  by  Mr.  Leo  A. 
Daly,  President  Leo  A.  Daly  Company. 

Creighton  award 

The  Creighton  Student  Board  of  Gover- 
nors presented  the  Robert  F.  Kennedy  Me- 
morial Student  Award  for  Teaching  Achieve- 
ment to  Frank  M.  Ferraro,  Ph.D.,  a pro- 
fessor in  the  microbiology  department  of 
the  School  of  Medicine.  The  award  is  worth 
$1,000. 

Dr.  Ferraro,  a native  Omahan,  received  a 
bachelor  of  science  in  pharmacy  and  master 
of  science  degrees  from  Creighton  and  a 
doctorate  degree  in  bacteriology  from  the 
University  of  Southern  California.  He 
served  on  the  faculty  of  the  School  of  Phar- 
macy from  1946  to  1955.  In  1956  he  joined 
the  medical  school  faculty. 

Medical  students  last  year  named  him  out- 
standing teacher  in  the  school.  Last  fall  he 
received  a 25-year  service  award  from  the 
university. 

Jeno  Kramar  named 

Jeno  L.  Kramar,  M.D.,  has  been  named 
Professor  Emeritus  of  Pediatrics  by  Creigh- 
ton University. 

Following  a very  distinguished  medical 
career  at  the  Universities  of  Budapest,  Pecs, 
and  Szeged  in  Hungary,  the  years  1931-44 
found  Dr.  Kramar  as  Professor  and  Head 
of  Pediatrics,  Dean  of  the  Medical  Faculty, 
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and  finally  Rector  of  the  University  of 
Szeged.  With  the  advance  of  the  Soviet 
armies  through  Hungary,  Dr.  Kramar,  his 
physician  wife,  and  their  two  small  children 
lost  everything,  and  became  refugees  in  Ger- 
many. Here  a second  distinguished  medical 
career  developed  during  a five-year  period. 
At  Kempten,  Bavaria,  Dr.  Kramar  became 
Director  of  both  the  Displaced  Persons’  Hos- 
pital and  the  Children’s  Tuberculosis  Sani- 
tarium, as  well  as  President  of  the  Medical 
Screening  Board  of  the  International  Refu- 
gee Organization.  In  1950,  Dr.  Kramar  be- 
came Creighton’s  first  full-time  Pediatrics 
Professor.  Now  a third  most  distinguished 
career  developed,  as  teacher,  clinician,  and 
researcher  in  both  basic  and  clinical  medical 
sciences  — a career  which  has  left  an  in- 
delible mark  at  Creighton.  His  excellence 
as  a teacher  is  typically  attested  to  by  a 
recent  medical  sophomore  class,  which  voted 
Dr.  Kramar  “best  lecturer  of  the  year.’’ 
His  practical  success  as  a clinician  has  been 
extraordinary.  Dr.  Kramar’s  scientific  pub- 
lications in  Hungarian,  German,  Italian,  and 
English  number  more  than  100. 


Dr.  Dowell  cited 

A long  time  member  of  the  Creighton 
University  School  of  Medicine  faculty.  Dr. 
Arnold  Dowell,  is  the  recipient  of  Creigh- 
ton’s Dedicated  Teacher  Citation.  Dr. 
Dowell  has  served  Creighton  since  1932 
when  he  joined  the  faculty  in  the  Depart- 
ment of  Radiology.  Dr.  Dowell  took  leave 
in  1943  to  serve  his  country  as  a member 
of  the  United  States  AiTny  Medical  Corps. 
In  1963  Arnold  Dowell  was  appointed 
Chairman  of  Creighton’s  Department  of 
Radiology,  a position  he  held  until  retire- 
ment in  1971.  During  his  tenure  with 
Creighton  University  Dr.  Dowell  served  on 
the  Medical  School  Executive  Committee, 
the  Medical  Library  Committee  and  accepted 
many  other  assignments  over  and  above  his 
duties  as  a teacher.  In  1971  Dr.  Dowell 
was  awarded  the  Alumni  Merit  Award 
from  the  School  of  Medicine.  He  is  a mem- 
ber of  the  American  Roentgen  Society,  is  a 
Diplomate  of  the  American  Board  of  Radi- 
ology and  holds  membership  in  Alpha  Omega 
Alpha,  national  medical  honor  society.  Dr. 


Dowell  has  published  many  scientific  pa- 
pers and  served  on  the  first  committee  at 
Creighton  to  supervise  research  and  educa- 
tional activities  involving  radiation. 


Quarter  Century  of  Intracaval  Feeding  — C. 

Dennis  and  C.  R.  Grosz  (State  Univ  of  New 
York,  Downstate  Medical  Center,  Brooklyn 
11203).  Surg  Gynecol  Obstet  135:883- 
889  (Dec)  1972. 

Total  intracaval  provision  of  nutritional 
requirements  for  periods  of  weeks  has  been 
used  on  a routine  basis  for  25  years.  In 
situations  in  which  it  is  urgent  that  a high 
level  of  nutrition  be  provided  at  once,  addi- 
tion of  insulin  to  the  20%  dextrose  solu- 
tion has  been  highly  effective  in  enhancing 
the  utilization  of  that  dextrose.  There  were 
no  complicating  fungal  septicemias.  This 
may  be  related  to  the  use  of  iodine  prepara- 
tions on  the  skin  around  the  catheter  and 
around  all  bottle  and  tubing  junctions.  It 
was  not  necessary  to  change  catheters  every 
few  days ; the  same  one  was  used  for  longer 
than  one  month  on  some  particular  occa- 
sions. 

Frozen  Section  Experience  in  3,249  Speci- 
mens — R.  I.  Lerman  (Baptist  Memorial 
Hosp,  Memphis  38103)  and  J.  A.  Pitcock. 
Sufg  Gynecol  Obstet  135:930-932  (Dec) 
1972. 

In  frozen  section  diagnosis  of  tissue  re- 
moved by  the  surgeon  during  operation  re- 
liability is  most  frequently  limited  by  sam- 
pling problems.  The  pathologist  must  not 
hesitate  to  request  additional  tissue  from  the 
surgeon  or  to  examine  additional  tissue  from 
a large  specimen.  Some  sampling  problems 
are  probably  unavoidable.  Certain  problems 
have  particular  difficulties  associated  with 
them  of  which  both  pathologist  and  surgeon 
should  be  aware  and  may  require  more  de- 
ferred diagnoses  or  different  approaches. 
Other  specimens  will  remain  controversial 
even  with  thorough  permanent  sectioning. 
The  results  of  this  study  indicated  an  accur- 
acy of  98.9%  in  evaluation  of  3,249  speci- 
mens. 
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Reports  of  Officers, 
Delegates  and  Committees, 
Annual  Session 

April  29  - May  2,  1973 

(These  reports  appear  as  originally  submitted. 
For  the  House  of  Delegates’  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes 
which  follow  these  reports.) 

REPORT  OF  BOARD  OF  DIRECTORS 
FINANCIAL  STATUS 

R.  Russell  Best,  M.D.,  Chairman.  Omaha  ; Charles  F.  Ashby, 
M.D..  Geneva ; Carl  L.  Frank.  M.D.,  Scottsbluff ; Russell  L. 
Gorthey,  M.D.,  Lincoln  ; George  B.  Salter.  M.D..  Norfolk. 

This  report  will  concern  Association  expenditures 
from  July  1,  1972,  through  December  31,  1972. 

For  the  first  time  in  some  years,  we  did  not  ex- 
perience deficit  spending  because  of  the  dues  in- 
crease which  became  effective  January  1,  1972. 
In  addition,  the  Board  is  pleased  to  report  there 
was  a surplus  of  income  over  expenditures  during 
1972,  in  the  amount  of  $11,385,  and  we  anticipate 
that  we  will  again  experience  a surplus  of  income 
over  expenditures  in  1973. 

The  Board  of  Directors  has  approved  an  operat- 
ing budget  for  1973  in  an  amount  of  $138,855.  This 
represents  an  increase  of  1.4%  over  the  1972 
budget.  As  reported  to  the  House  one  year  ago, 
we  indicated  a possible  leveling  off  of  expenditures 
and  it  would  appear  that  our  expectations  are  cor- 
rect in  view  of  the  rather  nominal  increase  of  the 
budget  for  1973.  This  budget  is  of  course  predi- 
cated on  the  best  knowledge  that  the  Board  has 
available  concerning  anticipated  Association  ex- 
penditures. Unexpected  expenditures  could  arise 
that  may  cause  deviation  from  the  established 
budget.  We  feel  the  Association  will  be  able  to 
operate  efficiently  and  effectively  on  the  expendi- 
tures allotted  this  year. 

INVESTMENTS 

Total  assets  of  the  Association  as  of  December 
31,  1972,  amount  to  $113,308.30,  and  is  composed 
of  treasury  notes,  municipal  and  corporate  bonds 
and  common  stocks.  As  indicated  previously,  the 
purpose  of  this  fund  is  to  meet  unexpected  emer- 
gencies without  having  to  resort  to  a further  in- 
crease in  dues  or  emergency  assessments.  The 
Board  feels  that  our  investment  program  is  advanc- 
ing on  a sound  and  equitable  basis. 

JOURNAL 

The  Board  regrets  to  report  the  Association  was 
unsuccessful  in  its  efforts  to  eliminate  the  Nebraska 
Medical  Journal  from  the  unrelated  taxes  imposed 
by  the  Intemal  Revenue  Seiwice.  In  December, 
the  Board  paid  back  taxes  on  the  Journal  for  un- 
related income  pui^poses  in  the  amount  of  $2,094.58. 
This  tax  was  paid  under  protest,  which  leaves  the 
door  open  for  the  Association  to  file  a claim  for 
refund.  We  are  aware  of  a possible  test  case  in 
the  making,  and  we  plan  to  follow  this  issue  care- 
fully and  file  for  a refund  in  case  there  is  a deci- 
sion in  favor  of  the  publication  filing  the  suit.  The 
Board  will  report  any  further  action  on  this  mat- 
ter at  the  Fall  Session. 


RELATIVE  VALUE  STUDY 
The  Board  reported  to  the  House  at  the  Annual 
Session  in  1972,  regarding  the  cost  of  developing 
a new  Relative  Value  Study.  We  have  been  informed 
that  the  Relative  Value  Study  is  now  in  the  process 
of  revision,  and  therefore  we  seek  the  recommenda- 
tion of  the  House  that  this  new  publication  be  sold 
at  the  rate  of  $3.50  to  members  and  other  inter- 
ested parties.  As  indicated  in  our  previous  report, 
the  Board  feels  that  due  to  the  high  cost  of  such 
a revision,  the  Association  should  recoup  production 
costs  of  this  publication.  We  ask  House  approval 
of  this  recommendation. 

STAFF 

The  Board  wishes  to  report  a change  in  person- 
nel in  the  Headquarters  staff.  Miss  Pat  Brown  has 
left  and  has  been  replaced  by  Miss  Susan  Miller 
from  South  Sioux  City,  Nebraska. 

This  will  conclude  the  report  of  the  Board.  As 
Chairman,  I wish  to  take  a singular  prerogative  of 
thanking  all  members  of  the  Board  of  Directors 
who  have  seiwed  during  my  tenure  on  the  Board. 
This  is  my  concluding  report  as  Chairman  and  a 
member  of  the  Board  of  Directors.  I wish  to  thank 
the  members  of  the  Association  for  having  the  op- 
portunity to  serve  in  this  capacity.  It  has  been  a 
most  pleasurable  assignment. 

Respectfully  submitted, 

R.  Russell  Best,  M.D.,  Chairman 

REPORT  OF  DELEGATE, 

AMERICAN  MEDICAL  ASSOCIATION, 
CLINICAL  MEETING 

Report  E,  Com.  Const.  & By-Laws  — Membership 
Classifications 

Provides  for  direct  membership  of  those  physi- 
cians who  do  not  have  state  license  and,  there- 
fore, cannot  qualify  for  state  medical  society 
membership. 

Report  C & G,  Com.  Const.  & By-Laws  Res  54  — 
Expansion  of  Council  on  Long  Range  Planning 
and  Development  to  Include  One  Intern  and  Resi- 
dent Member  of  the  AMA:  Intern  and  Resident 
Representation  on  AMA  Councils 

Speaker  of  the  House  to  appoint  one  intern- 
resident  member  of  the  AMA  to  seiwe  on  the 
Council  of  Long-Range  Planning  and  Develop- 
ment. Further  consideration  to  be  given  to 
seats  on  the  Council  on  Medical  Education  and 
Council  on  Medical  Service  at  the  annual  meet- 
ing in  June,  1973. 

Report  F,  Bd.  Trustees  — Responsibility  for  Ac- 
tions of  the  Physician’s  Assistant 

Reaffirmed  AMA  policy  that  a physician’s  as- 
sistant functions  best  as  an  extension  of  and 
not  a substitute  for  the  physician. 

Report  H,  Bd.  Trustees  — Definition  of  the  Role 
of  a Primary  Care  Physician 

The  report  was  revised  and  adopted.  In  gen- 
eral, the  family  physician,  internist,  and  pedia- 
trician ai’e  regarded  as  primary  care  physicans. 

Report  J,  Bd.  Trustees  — Cataloging  and  Recording 
Medical  Society  Projects 

Presented  a report  on  recording  of  medical  so- 
ciety projects  in  the  field  of  medical  economics 
and  experimental  delivery  of  health  care. 
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Report  K,  Bd.  Trustees  — Feasibility  of  Developing 
Cost  Studies  Comparing  Public  and  Private  Health 
Care  Programs 

This  report  was  in  response  to  request  by  the 
House  of  Delegates  to  obtain  information  re- 
garding costs  of  private  and  public  medical 
care  programs.  The  Trustees  felt  that  this 
information  is  not  available  but  the  Reference 
Committee  directed  that  further  efforts  should 
be  made. 

Report  B,  C.M.S.  — Public  Involvement  in  Health 
Services  Review 

This  report  discusses  the  public  involvement 
in  health  services  review  and  reaffirms  the  prin- 
ciple that  only  qualified  physicians  can  evaluate 
professional  medical  services. 

Report  D,  C.M.S.  — Survey  of  Medical  Society  Peer 
Review  Activities 

Reviews  the  results  of  a suiwey  of  medical  so- 
ciety “review”  committees  throughout  the  coun- 
try.' 

Res.  58  — Assessment  of  Professional  Competence 
by  Performance 

Endorses  the  concept  and  supports  the  develop- 
ment of  methods  for  evaluation  of  the  profes- 
sional competence  of  a physician  by  peer  assess- 
ment of  his  performance  in  patient  care.  The 
data  obtained  would  be  used  in  the  develop- 
ment and  implementation  of  voluntary  con- 
tinuing medical  education. 

Report  H,  C.M.S.  — Notification  of  Physician  by 
Medicare  Carriers  of  Payments  Made  Directly 
to  Patients 

This  report  informed  the  House  that  the  Bureau 
of  Health  Insurance  refused  to  send  duplicate 
statements  to  the  physician  when  Medicare  pay- 
ments were  made  directly  to  the  patient.  This 
information  was  in  response  to  a previous  reso- 
lution. 

Res.  28  — Medicare  Regulations 

Asks  that  the  AMA  request  Medicare  carriers 
to  submit  the  names  of  the  physicians  alleged 
to  have  furnished  seiwices  in  excess  of  medical 
needs  to  an  appropriate  society  review  com- 
mittee before  the  names  are  released. 

Res.  48  — Retrospective  Denials  of  Medicare  Hos- 
pitalization 

Calls  for  a statute  of  limitations  of  one  year 
on  all  retrospective  audits  of  the  medical  neces- 
sity for  hospitalization.  In  addition,  it  calls 
for  an  appeal  mechanism  to  the  Bureau  of 
Health  Insurance  by  the  patient,  by  the  hos- 
pital, or  by  the  attending  physician. 

Report  J,  C.M.S.  — Claims  Practices  of  Aetna  Life 
and  Casualty  Company 

Stated  that  the  claims  practices  of  Aetna  Life 
and  Casualty  Company  are  now  acceptable. 
This  was  rejected  by  the  House  and  the  Coun- 
cil was  instmcted  to  continue  to  collect  and 
accumulate  data  based  on  testimony  before  the 
reference  committee  which  did  not  agree  with 
their  evaluation.  Report  to  be  made  at  a 
later  meeting. 

Res.  18  — Shopper’s  Guide  for  Health  Insurance 
“Shopper’s  Guide”  for  health  insurance  which 


was  to  be  a compilation  of  all  available  health 
insurance  policies  was  rejected. 

Res.  .34  — Medical  Practice  and  National  Health 
Insurance 

Enunciated  principles  which  physicians  should 
adhere  to  in  the  event  of  national  health  insur- 
ance. This  was  adopted. 

Res.  44  — Health  Maintenance  Organizations 

Called  for  AMA  opposition  to  HMOs.  The 
House  reaffirmed  its  support  of  a pluralistic 
health  care  system  and  opposed  the  HMOs  as 
the  exclusive  or  major  means  of  providing 
health  care  delivery. 

Report  Z,  Bd.  Trustees  & C.M.S.  — Professional 
Standards  Review  Organizations 

The  report  was  adopted  and  the  purpose  of  the 
report  is  for  the  AMA  to  act  as  the  medical 
profession’s  advocate  in  m'der  to  insure  the 
proper  implementation  of  the  provisions  of 
Public  Law  92-603,  with  regard  to  PSRO.  (See 
addendum  at  the  end  of  this  report). 

Res.  56  — Development  of  Norms  for  Care,  Diag- 
noses and  Treatment 

Calls  for  the  development  of  “norms  for  care” 
in  diagnosis  and  treatment.  (See  addendum 
at  the  end  of  this  report). 

Report  W,  Bd.  Trustees  — Current  Status  of 
Medicredit 

States  that  the  Board  plans  to  introduce  the 
revised  version  of  the  Medicredit  Bill  in  the 
93rd  Congress. 

Res.  2 — Certificate  of  Need  Legislation 

The  House  adopted  a substitute  resolution  which 
instructed  the  Council  on  Medical  Service  to 
continue  to  collect  data  on  certificate  of  need 
legislation  and  to  make  available  to  all  states 
infoimation  regarding  the  status  and  func- 
tioning programs  under  this  type  of  legisla- 
tion. The  Council  was  also  instructed  to  de- 
velop general  guidelines  for  such  legislation 
but  these  guidelines  do  not  imply  that  the 
AMA  approves  of  such  certificate  of  need  legis- 
lation. 

Res.  13  — Rehabilitative  Care  and  Legislation 

Asked  the  AMA  to  support  enactment  of  federal 
legislation  to  provide  benefits  for  chronically 
ill  and  disabled  patients. 

Res.  14,  Bd.  Trustees  — Medical  Malpractice 

Requested  the  AMA  to  encourage  state  medical 
associations  to  sponsor  legislation  which  would 
require  the  posting  of  suitable  security  cash 
deposit  or  bond  as  security  for  the  payment  by 
the  plaintiff  of  all  costs  and  reasonable  attor- 
ney’s fees  Incurred  by  the  defendant  if  the 
plaintiff  fails  to  recover  any  damages. 

Res.  33  — Liaison  Between  State  Medical  Asso- 
ciations and  Federal  Representatives  and 
Agencies 

AMA  endorses  regular  visits  by  medical  spokes- 
men from  state  medical  associations  with  elected 
Congi-essional  representatives.  Assistance  of 
the  staff  of  the  AMA  Washington  office  was 
offered. 
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Res.  41  — Current  Medical  Care  Survey  — Bureau 
of  the  Census 

AMA  to  express  opposition  to  the  government 
officials  on  the  present  method  of  the  Bu- 
reau of  Census  in  the  collection  of  medical  care 
information. 

Report  H,  C.M.E.  — Function  and  Structure  of  a 
Medical  School 

This  was  an  extensive  report  which  drew  much 
criticism  and  was  referred  back  to  the  Council 
on  Medical  Education.  Our  medical  schools 
have  been  given  a transcript  of  the  discussion  by 
the  House. 

Res.  21  & 31  — Preservation  of  Standards  for 
Medical  Education 

Calls  for  the  Council  on  Medical  Education 
to  exert  its  influence  to  insure  that  changes 
in  the  curriculum  requirements  leading  to  li- 
censure for  a doctor  of  medicine  do  not  lower 
the  quality  of  medical  education. 

Res.  42  — Limiting  Trend  Toward  Additional  Medi- 
cal and  Surgical  Subspecialties 

Calls  for  a policy  which  would  limit  the  num- 
ber of  physicians  being  certified  in  certain 
medical  and  surgical  subspecialties.  This  was 
referred  to  the  Council  on  Health  Manpower. 
This  could  be  a gigantic  step  backwards  by 
rationing  instead  of  allowing  the  market-place 
to  determine  the  needs. 

Res.  47  — Curriculum  in  the  Socio-Economics  of 
Health  Care 

This  was  refeiTed  to  the  Council  on  Medical 
Services  and  to  the  Center  for  Health  Services. 
Research  and  Development  for  their  guidance  in 
preparing  further  releases. 

Report  D,  Bd.  Tnistees  — Voluntary  Health  Plan- 
ning for  Rural  America 

This  report  outlined  the  need  for  voluntary 
health  planning  in  raral  areas  and  urged  physi- 
cians to  participate. 

Report  A,  C.IM.S.  — Outreach  Health  Workers 

This  report  describes  an  outreach  worker  as 
being  one  who  will  bridge  the  gap  between  pa- 
tients, the  profession,  and  the  community,  im- 
prove communications,  and  assist  in  the  effec- 
tive delivei’y  of  health  care.  It  also  encourages 
AMA  and  state  and  local  medical  societies  to 
use  outreach  personnel. 

Report  C,  C.M.S.  — Home  Health  Care 

This  report  describes  physician  participation 
in  organized  home  care  programs  for  pa- 
tients. 

Report  G,  C.M.S.  — Health  Care  of  the  Poor 

Progress  report  indicated  that  a number  of 
state  and  county  societies  have  expanded  their 
activities  in  this  area. 

Res.  1 — Physician  Representation  on  Governing 
Boards  of  Hospitals 

Substitute  resolution  was  adopted  which  re- 
affiiTned  the  position  that  physicians  should 
be  eligible  for  membership  on  governing 
boards;  that  the  joint  commission  be  urged  to 
place  increased  emphasis  on  effective  com- 
munication between  governing  bodies  and  medi- 


cal staffs  by  election  of  medical  staff  mem- 
bers on  the  governing  board. 

Res.  4 — Nursing  Home  Visits 

This  resolution  asks  for  clarification  of  rules 
governing  physicians’  visits  to  nursing  home 
patients  under  Medicare,  etc.  It  was  referred 
to  the  Council  on  Medical  Services  but  the 
House  was  reminded  of  its  action  in  1971  that 
“the  frequency  with  which  patients  are  to  be 
seen  is  propeidy  the  decision  and  responsibility 
of  the  physician,  subject  to  proper  and  recog- 
nized review  by  his  peers.” 

Res.  25  — Organized  Medicine  and  Medical  Schools 
This  resolution  encourages  the  AMA  to  de- 
velop effectively  a liaison  between  state  medi- 
cal associations  and  medical  colleges  so  that 
the  socio-economic  aspects  of  the  practice  of 
medicine  could  be  properly  included  in  the  cur- 
riculum of  medical  schools. 

Res.  32  — Certified  Hospital  Admission  Program 

This  urges  the  study  of  the  Sacramento  Coun- 
ty Medical  Society  and  its  Medical  Care  Foun- 
dation and  its  Certified  Hospital  Admission  Pro- 
gram. The  details  of  this  were  not  spelled  out 
but  if  anyone  is  interested,  we  should  write  to 
the  Sacramento  County  Medical  Society. 

Report  of  Bd.  Trustees  — Excessive  Saturated  Fat 
in  Manufactured  Foods 

This  report  was  filed  for  information  and  con- 
sisted of  a discussion  of  the  efforts  of  the  Coun- 
cil on  Foods  and  Nutrition  working  with  gov- 
ernment and  food  industry  on  this  subject. 

Report  P,  Bd.  Trustees  — National  Tumor  Registry 

A previous  resolution  supported  a national 
tumor  registry.  This  was  referred  to  the 
AMA  Advisory  Committee  on  Cancer  which 
recommended  that  such  a registry  not  be  pro- 
moted. The  report  was  tabled. 

Report  T,  Bd.  Trustees  — Physicians  With  Psy- 
chiatric Disorders,  Including  Alcoholism  and 
Drug  Dependence 

This  report  contains  the  statement  and  rec- 
ommendations fi’om  the  Council  on  Medical 
Health  on  this  problem. 

Res.  6 — Gonorrhea  Control 

Resolution  6 which  called  attention  to  the 
increase  of  venereal  disease  in  the  U.S.  was 
amended.  It  calls  for  increased  AMA  leader- 
ship in  effective  case  finding,  treatment,  and 
research  in  the  development  of  a vaccine  to 
produce  an  active  immunity  to  venereal  disease. 
It  urges  physicians  to  report  venereal  disease 
promptly  to  the  health  department,  and  ask 
state  associations  and  physicians  to  support 
legislation  in  those  states  where  independent 
treatment  of  minors  is  not  now  legally  pos- 
sible. 

Res.  8 — Sickle  Cell  Disease 

Substitute  resolution  was  passed  which  en- 
couraged research  and  educational  efforts  di- 
rected to  the  profession  and  the  public  per- 
taining to  the  sickle  cell  problem. 

Res.  9 — Smallpox  Immunization 

Asked  the  AMA  to  encourage  virologists  to 
seek  new  methods  of  immunization  which  have 
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less  reaction  and  greater  length  of  immuniza- 
tion. It  also  included  the  following  resolve: 
That  physicians,  while  obseiwing  contrary  indi- 
cations, have  the  option  of  immunizing  patients 
against  smallpox,  whether  or  not  immunization 
is  required  by  the  U.S.  Public  Health  Service 
or  other  countries. 

Report  L,  Bd.  Trustees  — Internal  Revenue  Service 
Ruling  72-98 

The  House  was  informed  that  this  ruling  will 
be  revised  to  permit  withdrawal  of  voluntary 
contributions  under  the  Keogh  plan  made  by 
an  owner-employee  prior  to  March  5,  1972. 

Res.  7 — Encouraging  Unified  Membership 

Substitute  resolution  was  adopted  encourag- 
ing state  medical  associations  to  support  the 
concept  of  unified  membership:  that  is  coun- 
ty, state,  and  AMA. 

Res.  35  — Attending  Meetings  of  the  Board  of 
Trustees 

AMA  reaffirmed  its  policy  that  meetings  of 
the  Trustees  are  open  to  members  of  AMA  by 
prior  arrangement,  under  reasonable  circum- 
stances, and  that  minutes  of  the  Board  of 
Trustees  are  available  for  inspection. 

Res.  37  & 38  — Fiscal  Note  to  Reports  and  Reso- 
lutions 

A substitute  resolution  adopted  which  required 
a fiscal  note  attached  to  all  reports  and  reso- 
lutions. None  will  be  considered  by  tbe  House 
without  the  attachment  of  such  a fiscal  note. 

Report  M,  Bd.  Trustees  — Opposition  to  OSHA 
Regulations.  (This  was  in  response  to  Resolution 
57,  1972,  Nebraska) 

The  House  was  infomied  that  the  intent  of 
Resolution  57  has  been  accomplished  so  that 
employers  of  seven  or  fewer  employees  are 
exempt  from  the  record-keeping  requirement  of 
the  act. 

Res.  30  & 46  — Physician-Patient  Relationships 
Both  of  these  resolutions  referred  to  interfer- 
ence by  third  parties  in  the  i-elationship  be- 
tween patient  and  physician.  The  House  was 
reminded  of  Section  6,  of  The  Principles  of 
Medical  Ethics  which  reads  as  follows:  “A 

physician  should  not  dispose  of  his  services 
under  terms  or  conditions  w^hich  tend  to  inter- 
fere with  or  impair  the  free  and  complete  exer- 
cise of  his  medical  judgment  and  skill  or  tend  to 
cause  a deterioration  of  the  quality  of  medical 
care.” 

AIMA-ERF  — Report  of  AMA  Education  and  Re- 
search Foundation 

This  report  indicates  the  continued  success  in 
fund  raising  on  behalf  of  medical  education 
and  research. 

Council  L.R.P.  — Report  of  Council  on  Long  Range 
Planning  and  Development 

This  repoi-t  included  several  “housekeeping” 
problems  and  also  included  a recommendation 
that  the  resolution  III  (A-72)  be  adopted  as 
amended.  This  consisted  of  the  instruction 
that  the  House  of  Delegates  be  apprised  no 
later  than  two  months  prior  to  the  next  annual 


session  of  a precise  accounting  of  what  has 
been  accomplished  by  every  resolution.  It  is 
also  asked  that  if  a resolution  is  referred  to 
council  that  a representative  of  the  delegation 
which  introduced  it,  be  invited  to  attend  the 
meeting  of  the  council  at  which  the  resolution 
will  be  discussed.  It  also  provides  that  the 
authors  of  resolutions  be  notified  if  the  intent 
can’t  be  achieved  by  the  following  general  ses- 
sion. The  AMA  will  not  pay  the  expenses  of 
the  sponsors  of  the  resolution  invited  to  dis- 
cuss a resolution  befoi-e  the  council. 

Res.  12  — Medical  School  Dean’s  Membership  in 
AMA  and  State  Medical  Societies 

An  amended  resolution  was  adopted  which 
urged  the  AMA  to  explore  methods  by  which 
the  deans  and  faculties  of  medical  schools  can 
be  informed  of  the  extent  to  which  their  medi- 
cal school  has  received  support  on  the  part 
of  the  AMA  and  state  medical  societies  and 
that  the  deans  and  faculties  be  urged  to  be- 
come members  of  their  component  societies. 

Res.  15  — Emergency  Medicine 

House  urged  the  Board  of  Tiustees  to  submit 
a report  favoiable  to  the  creation  of  a sec- 
tion on  emergency  medicine. 

D.S.A. 

Dr.  George  H.  Whipple  of  Rochester,  New 
York,  was  selected  to  receive  the  AMA  Dis- 
tinguished Seiwice  Award  at  the  Annual  Con- 
vention in  1973. 

Layman  D.S.A. 

Bob  Hope  is  to  receive  the  AMA  Citation  of  a 
Layman  for  Distinguished  Seiwice  at  the  An- 
nual Convention  in  1973. 

Respectfully  submitted, 

John  R.  Schenken,  M.D., 

Delegate  to  the  A.M.A. 

ADDENDUM  — REPORT  OF  DELEGATE 
TO  A.M.A. 

Report  Z of  Board  of  Trustees  and  Council  on 
Medical  Service;  Professional  Standards  Review 
Organizations;  Resolution  60,  Development  of 
Professional  • Standards  Review  Organizations 

Report  Z of  the  Board  of  Ti-ustees  and  the  Council 
on  Medical  Seiwice  presented  a joint  recommenda- 
tion for  establishment  of  an  Advisory  Committee 
on  Professional  Standards  Review  to  act  as  the 
medical  profession’s  advocate  to  insure  the  proper 
implementation  of  this  program  in  order  to  assure 
the  best  interests  of  the  public  and  the  profession. 

The  House  amended  Report  Z to  read  as  fol- 
lows : 

Public  Law  92-603  (HR  1),  which  enacted  the 
Professional  Standards  Review  Program  for  Medi- 
care and  Medicaid  programs,  was  signed  into  law 
on  October  30,  1972.  As  yet,  none  of  the  details 
of  the  program,  beyond  what  is  contained  in  the 
language  of  the  law  itself,  have  been  formalized; 
the  process  of  writing  the  Federal  regulations  and 
of  defining  the  boundaries  of  the  areas  in  which 
Professional  Standards  Review  Organizations 
(PSROs)  will  operate  has  not  yet  begun. 

When  this  legislation  w'as  under  consideration 
by  the  Congress,  the  American  Medical  Association 
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questioned  whether  a government  operated  program 
of  mandatory  peer  review  geared  in  large  part  to 
cost  control  could  be  effective  without  reducing 
the  quality  of  patient  care. 

Notwithstanding  this  concera,  however,  since  PL 
92-603  has  been  adopted,  the  Council  on  Medical 
Service  and  the  Board  of  Trustees  believe  that  the 
American  Medical  Association  should  provide  a 
dominant  role  of  leadership  in  the  implementation 
of  the  PSRO  program  to  assure  that  the  best  in- 
terests of  the  public  and  the  profession  are  pre- 
seiwed. 

The  Board  of  Trustees  and  the  Council  on  Medi- 
cal Sei'vice  therefore  recommend  that  this  House 
of  Delegates  authorize  the  Board  of  Trustees  to 
create  within  the  American  Medical  Association  an 
Advisory  Committee  on  Professional  Standards  Re- 
view, to  include  members  from  the  Board  of 
Trustees  and  the  Council  on  Medical  Service,  and 
that  the  Board  of  Trustees  be  authorized  to  invite 
other  appropriate  organizations  to  participate  in 
this  Committee. 

The  Board  of  Trustees  and  the  Council  on  Medi- 
cal Seiwice  suggest  that  the  initial  assignment 
of  this  Advisory  Committee  include  the  following 
responsibilities: 

1.  To  provide  input  from  the  medical  profession 
in  the  development  of  the  rules  and  regula- 
tions which  will  govern  the  Professional 
Standards  Review  Program ; 

2.  To  assist  state  medical  associations,  or  state 
medical  associations  in  concert  with  county 
medical  societies,  in  developing  Professional 
Standards  Review  Organizations,  and  to  rec- 
ommend structures  and  operating  mechanisms 
for  such  PSROs; 

3.  To  aid  in  defining  appropriate  geographic  - 
boundaries  for  PSROs,  especially  in  instances 
whei'e  more  than  one  state  jnay  be  involved; 

4.  To  develop  and  transmit  to  PSROs  recom- 
mended operational  pi’ocedures; 

5.  To  assure  that  the  development  of  “nonns  of 
health  care  services”  called  for  in  the  law 
in  regard  to  medical  necessity  of  care  pro- 
vided, length  of  stay,  and  appropriateness  of 
the  site  of  care  shall  have  full  input  from 
the  various  medical  specialties  and  the  medi- 
cal profession  generally  and  shall  recognize 
regional  and  local  differences  in  patterns  of 
medical  care; 

6.  To  identify  sources  of  existing  data  and  ex- 
perience which  can  be  used  as  a basis  for 
developing  such  regional  or  local  norms  of 
health  care  seiwices,  as  well  as  identifying 
those  areas  in  which  current  data  are  insuf- 
ficient for  this  purpose  and  need  further  de- 
velopment; 

7.  To  utilize  the  data  obtained  from  Professional 
Standards  Review  in  the  development  and 
administration  of  voluntary  continuing  med- 
ical education  programs; 

8.  To  develop  and  maintain  liaison  with  ap- 
propriate governmental  agencies  involved  in 
the  Professional  Standards  Review  program, 
as  well  as  with  other  state,  national  and  local 


groups  and  agencies  which  have  developed 
expertise  in  these  areas; 

9.  To  develop  and  disseminate  information  about 
Public  Law  92-603  as  the  basis  for  a con- 
stituent society  developing  an  understanding 
of  the  law; 

10.  To  continue  to  furnish  to  the  Council  on  Legis- 
lation material  that  may  be  used  for  future 
bills  embracing  the  type  of  peer  review  al- 
ready approved  by  this  House  of  Delegates; 

11.  That  this  Committee  and  other  AMA  coun- 
cils and  committees  monitor  the  effect  of 
PSRO  on  the  quality  of  medical  care  and  re- 
port their  findings  to  each  future  meeting 
of  this  House  of  Delegates. 

Report  Z of  the  Board  of  Trustees  and  Council 
on  Medical  Service  Adopted  As  Amended  and  in 
Lieu  of  Resolution  60,  reaffirming  that  the  AMA 
be  a strong  advocate  in  support  of  the  medical 
profession  whenever  regulations  or  administrative 
policy  interfere  with  the  practice  of  medicine  and 
additionally  requesting  that  the  Board  of  Trustees 
inform  the  House  and  state  societies  as  to  proce- 
dures to  follow  whenever  the  rules  and  regulations 
interpreting  the  law  and  published  in  the  Federal 
Register  seem  to  be  contrary  to  the  spirit  of  the 
law  as  written. 

RESOLUTION  56 

Introduced  by:  Joseph  T.  Painter,  M.D.,  Delegate, 

Section  Council  on  Intei’nal  Medicine 

Subject:  Specifications  for  Development  of  Norms 

for  Care,  Diagnoses  and  Treatment 

Whereas,  Public  Law  92-603  calls  for  the  estab- 
lishment of  “professionally  developed  nonns  of 
care,  diagnoses  and  treatment,  based  upon  typical 
patterns  of  practice  in  its  regions;”  Therefore 
be  it 

Resolved,  That  the  AMA  supports  the  develop- 
ment of  such  “norms”  for  medical  care  provided 
such  “norms:” 

1.  Have  a content  which: 

a.  Recognizes  the  separate  concern  for  cost 
and  quality. 

b.  Recognizes  that  medical  care  often  deals 
with  patient  problems  rather  than  spe- 
cific diagnoses. 

c.  Recognizes  the  frequent  occurrence  of 
multiple  problems  in  a single  patient. 

d.  Recognizes  the  uniqueness  of  individual 
patients. 

e.  Recognizes  the  fact  of  regional  varia- 
tions in  medical  care  patteins,  e.g.  dif- 
ferences in  availability  of  facilities  and 
seiwices. 

2.  Have  a structure  which: 

a.  Is  developed  by  organized  medicine. 

b.  Has  major  input  from  national  and  re- 
gional medical  specialty  societies. 

c.  Is  acceptable  to  the  practicing  physician 
at  the  regional  level. 

3.  Are  applied  so  as  to: 

a.  Be  useful  for  assessment  of  professional 
performance. 
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b.  Recognize  deficiencies  in  medical  care  in 
order  to  identify  appropriate  areas  for 
continuing  education. 

c.  Assure  continuing  evaluation  and  amend- 
ment of  the  “norms”  by  the  profes- 
sion. 

ADDENDUM  — REPORT  OF  DELEGATE 
TO  A.M.A. 

COPY 

March  29,  1973 

Robert  B.  Kugel,  M.D.,  Dean,  University  of  Ne- 
braska College  of  Medicine,  Omaha,  Nebraska, 

and  Executive  Faculty,  Univeisity  of  Nebraska 

College  of  Medicine,  Omaha,  Nebraska 

Gentlemen: 

On  March  19,  1973,  the  news  media  reported  that 
a University  of  Nebraska  undergraduate  medical 
student  asked  the  Executive  Faculty  to  delete  the 
sentence  “I  WILL  MAINTAIN  THE  UTMOST 
RESPECT  FOR  HUMAN  LIFE  FROM  THE  TIME 
OF  ITS  CONCEPTION”  from  the  Hippocratic  Oath 
administered  to  graduates  of  the  University  of  Ne- 
braska College  of  Medicine.  In  support  of  this 
request,  reference  was  made  to  the  recent  United 
States  Supreme  Court’s  decision  on  abortion. 

In  my  view,  it  is  imperative  that  the  faculty 
and  students  reject  this  proposal.  Its  implications 
go  far  beyond  the  Court  decision. 

Should  this  sentence  be  deleted,  the  moral  code 
of  the  physician  could,  with  little  difficulty,  em- 
brace the  extermination  of  the  lame,  the  halt, 
the  blind,  the  mentally  retarded,  the  old,  the  de- 
formed, the  crippled,  and  others  who  in  the  opinion 
of  the  physician  are  not  desirable  members  of 
society.  In  no  wise  could  the  deletion  of  this 
covenant  be  applicable  only  to  a fetus  during  a 
certain  phase  of  its  development.  Wholesale  eu- 
thanasia would  be  morally  permissible. 

The  right  to  life  at  any  stage  of  a human  be- 
ing’s existence  is  judged  by  a dual  system:  (1) 
morals  and  ethics,  and  (2)  the  law.  Maintaining 
the  difference  between  the  two  is  basic  to  our 
survival  as  a civilization.  It  is  not  the  purpose 
of  this  communication  to  discuss  the  religious  as- 
pects of  this  question,  although  many  parts  of  our 
moral  and  legal  codes  have  their  original  bases 
in  religion. 

The  United  States  Supreme  Court  has  ruled  that 
life  as  we  know  it  under  our  Constitution  does  not 
exist  during  the  first  three  months  of  gestation 
and,  as  with  a parasite  or  a tumor,  the  bearer  has 
a right  to  rid  herself  of  it.  This  is  the  legal 
side  of  the  pi’oblem. 

Must  a physician  comply  with  this  decision 
when  called  upon  to  do  so  ? A physician  may 
choose,  except  in  emergencies,  whom  he  will  seiwe 
and  under  what  circumstances  until  regulatory  laws 
are  passed  which  state  otherwise.  This  leaves  a 
physician  and  an  institution  a choice  between  a 
moral  code  and  the  law. 

Moral  and  ethical  conduct  has  profound  imnlica- 
tions  embedded  in  its  basic  development.  Morals 
and  ethics  were  developed  to  elevate  the  level  of 
human  behavior  above  the  requirements  of  law. 
The  Ten  Commandments  are  the  oldest  moral  code 


of  general  conduct  in  Western  civilization.  Physi- 
cians were  not  far  behind  in  developing  a code 
specifically  related  to  the  profession.  Both  codes 
have  served  as  well  and,  except  for  a few  semantic 
changes,  little  need  has  arisen  to  require  change 
in  our  professional  code.  This  is  the  moi'al  side 
of  the  problem. 

Expediency  suggests  that  we  e<]uate  morals  and 
the  law;  conscience  dictates  otherwise. 

It  is  mv  belief  that  the  sentence  “I  WILL  MAIN- 
TAIN THE  UTMOST  RESPECT  FOR  HUMAN 
LIFE  FROM  THE  TIME  OF  ITS  CONCEPTION” 
must  be  retained  in  the  Hippocratic  Oath.  Its  dele- 
tion has  dangerous  and  frightening  implications  far 
beyond  the  subject  of  “abortion  on  demand.” 

Sincerely  yours, 

John  R.  Schenken,  M.D. 

Professor  Emeritus,  Pathology 
Nebi’aska  Delegate  to  AMA 

cc: 

Robert  Sparks,  M.D.,  Chancellor 

President  D.  B.  Varner 

Board  of  Regents,  University  of  Nebraska 

Omaha  Medical  Society 

Nebraska  Medical  Association 

Amei'ican  Medical  Association 

April  4,  1973 

Bert  Howard,  M.D.,  Executive  Vice  President 
The  American  Medical  Association 
535  North  Dearborn  St. 

Chicago,  Illinois  fiOlUO 

Dear  Bert: 

The  enclosed  news  release  explains  the  enclosed 
letter  which  I sent  to  the  University  of  Nebraska. 
The  issue  is  fundamental  to  the  maintenance  of 
a proper  code  of  conduct  of  the  medical  profession. 
The  news  release  indicates  to  the  public  that  the 
AMA  is  involved  in  this  controversy  in  Nebraska. 
There  is  a resolution  before  the  Nebraska  Legisla- 
ture in  opposition  to  the  United  States  Supreme 
Court’s  ’ decision.  What  its  fate  will  be,  I don’t 
know. 

Today  I received  a call  from  Dr.  Kugel,  Dean 
of  the  Medical  School,  who  stated  that  the  press 
release  was  inaccurate  to  the  extent  that  “the 
students”  (how  many,  I don’t  know)  wish  to  de- 
lete the  words  “from  the  time  of  its  conception” 
rather  than  the  entire  sentence.  As  I see  it, 
this  would  still  be  a major  alteration  in  the  code 
and  would  need  careful  study.  It  places  no  per- 
imeters on  what  is  “life.” 

It  appears  that  this  is  an  issue  which  may  be 
referred  to  the  AMA  by  state  medical  and  spe- 
cialty societies  and  by  medical  schools. 

In  June,  1949,  the  House  of  Delegates  of  the 
AMA  endorsed  the  Code  of  Ethics  of  the  World 
Medical  Assembly  and  to  my  knowledge  it  has 
never  rescinded  that  position.  This  is  the  code 
which  is  now  under  consideration  at  the  University 
of  Nebraska  College  of  Medicine.  Has  there  been 
any  action  to  the  contraiy  which  I may  have  over- 
looked ? 

I am  sending  a copy  of  this  material  to  everyone 
who  might  be  involved  in  this  program.  Ultimately, 
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of  course,  it  would  have  to  go  to  the  House  of 
Delegates  if  a change  were  recommended. 

Sincerely  yours, 
cc; 

Board  of  Trustees,  Dr.  Kernodle 

Judicial  Council,  Dr.  Judd 

Council  on  Medical  Education,  Dr.  Sodeman 

THE  HIPPOCRATIC  OATH* 

Now  being  admitted  to  the  profession  of  medicine, 
I solemnly  pledge  to  consecrate  my  life  to  the 
sei’vice  of  humanity.  I will  give  respect  and  grati- 
tude to  my  deseiwing  teachers.  I will  practice 
medicine  with  conscience  and  dignity.  The  health 
and  life  of  my  patient  will  be  my  first  consideration. 
I will  hold  in  confidence  all  that  my  patient  con- 
fides in  me.  I will  maintain  the  honor  and  the 
noble  traditions  of  the  medical  profession.  My 
colleagues  will  be  as  my  brothers.  I will  not  per- 
mit considerations  of  race,  religion,  nationality, 
party  politics  or  social  standing  to  inteiwene  be- 
tween my  duty  and  my  patient.  I will  maintain 
the  utmost  respect  for  human  life  from  the  time 
of  its  conception.  Even  under  threat  I will  not 
use  my  knowledge  contrary  to  the  laws  of  human- 
ity. These  promises  I make  freely  and  upon  my 
honor. 

(*Adopted  by  the  Second  General  Assembly 
of  the  World  Medical  Association,  held  in 
Geneva,  Switzerland,  September  8 to  11,  1948). 

REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

Since  the  1972  annual  report,  the  Foundation  has 
continued  to  cany  out  its  role  of  making  loan 
funds  available  to  medical  students  and  the  allied 
health  professions  during  their  educational  years. 
The  rate  of  growth  of  the  loan  fund  has  declined 
in  the  past  year  and  this  is  apparently  due  to  the 
availability  of  federal  loan  funds.  The  Foundation 
is  pleased  to  report  that  we  have  experienced  no 
delinquent  loans  over  the  past  year. 

Current  finances  of  the  Foundation  indicate  a 
balance  of  $99,195.82  in  the  capital  reserves  ac- 
count and  $66,141.78  in  Heart  and  Cancer  Re- 
search funds. 

Following  is  a listing  of  loans  mentioned  in  the 
report : 


No.  of 
Loans 

Amount 

Medical  Students 

814 

$ 898,830 

Dental  Students 

147 

162,800 

Interns 

25 

27,000 

Residents 

37 

35,150 

Nursing 

5 

3,200 

Medical  Technology 

4 

3,000 

Physical  Therapy 

7 

4,900 

Other  _ __ 

1 

400 

1,040  $1,135,280 

Contributions  for  the  past  year  have  again  in- 
creased over  our  previous  report  and  are  shown  as 
follows.  Also  shown  in  the  contributions  is  a new 
student  loan  fund  established  in  memory  of  Wil- 
liam Nutzman,  M.D. : 


Physician  Contributions $ 7,352.50 

Dr.  Wm.  Nutzman  Memorial 

Fund  3,176.00 

Auxiliary  Contributions 3,329.76 

Miscellaneous  Public 

Contributions  948.74 


$14,807.00 

In  conclusion,  our  thanks  and  appreciation  is 
again  extended  to  the  physicians,  auxiliary,  and 
friends  of  the  Nebraska  Medical  Foundation.  Your 
continued  support  of  Foundation  activities  is  vital 
to  the  obligation  of  financial  assistance  which  the 
Foundation  has  assumed. 

Respectfully  submitted, 

Kenneth  Neff,  Secretary 

REPORT  OF  THE  CONSTITUTION  AND 
BY-LA,WS  COMMITTEE 

Houtz  Steenburg,  M.D.,  Chairman,  Aurora ; R.  L.  Cassel, 
M.D.,  Fairbury  ; C.  G.  Gi’oss,  M.D.,  Cambridge;  Clyde  A.  Medlar, 
M.D.,  Columbus;  Harold  M.  Nordlund,  M.D..  York;  J.  P. 
Schlichtemier,  M.D.,  Omaha ; Han*y  W.  McFadden,  Jr.,  M.D., 
Omaha. 

Since  its  last  report  to  the  House  of  Delegates, 
the  Constitution  and  By-Laws  Committee  has  re- 
viewed certain  statutes  governing  the  Association. 

COUNCIL  ON  PROFESSIONAL  ETHICS 

We  have  considered  the  recommendations  of  Dr. 
AiTiold  Lempka,  Chairman  of  the  Council  on  Pro- 
fessional Ethics,  to  clarify  areas  of  activity  which 
have  previously  been  assigned  to  the  Council  oh 
Professional  Ethics.  The  committee,  after  meeting 
with  Di’.  Lempka,  makes  the  following  recommen- 
dations to  the  House  for  the  purpose  of  clarifying 
the  role  of  the  Council  on  Professional  Ethics  and 
other  committees  which  may  be  concerned  with 
physician  problems. 

Recommendation  #1 

On  Page  47,  SECTION  3:  Add  the  following 

sentejice  at  the  end  of  this  SECTION : 

“The  President  and  President-Elect  of  the 
Association  shall  be  ex-officio  members  of  the 
Council.” 

Recommendation  #2 

On  Page  48:  Add  new  language  as  underlined 
below  after  the  word.  Duties,  and  delete  the  last 
sentence  of  the  first  paragraph  on  Duties  as 
follows: 

Duties:  Complaints  referred  to  the  Associa- 
ion  concerning  the  ethical  conduct  of  a physi- 
cian, shall  be  first  investigated  by  the  Presi- 
dent of  the  local  county  medical  society  with 
the  assistance  of  the  respective  Councilor  for 
that  District.  If  in  their  judgement  the  issue 
necessitates  review  by  the  Council  on  Profes- 
sional Ethics,  such  information  will  be  for- 
warded to  the  Chairman  of  the  Council  for 
review.  Upon  receipt  of  notice  of  such  com- 
plaint, the  Council  on  Pi-ofessional  Ethics, 
through  its  individual  members  or  some  com- 
petent person  designated  by  them  shall  im- 
mediately investigate  the  charges,  and  if  the 
Council  is  convinced  that  there  is  sufficient 
justification  for  a hearing,  the  physician  shall 
be  requested  to  appear  before  at  least  three 
members  of  said  Council  to  answer  the  charges. 
Such  hearing  shall  be  conducted  in  private 


274 


Nebraska  M.  J. 


and  the  source  of  information  and  charges  will 
not  be  divulged  — only  at  such  hearing. 

The  Committee  on  Constitution  and  By  Laws 
further  recommends  clarification  of  the  disposition 
of  complaints  or  actions  against  physicians.  We 
feel  it  is  not  necessary  to  incorporate  these  recom- 
mendations within  the  By  Laws  of  the  Association, 
but  rather  they  be  used  as  guidelines  for  the  As- 
sociation. 

a.  Any  complaints  received  regarding  physician’s 
fees  and/or  utilization  matters,  shall  be  re- 
ferred to  the  appropriate  Peer  Review  Area 
of  the  Association. 

b.  Complaints  received  by  the  Association  relat- 
ing to  potential  malpractice  areas,  shall  be 
referred  to  the  Medicolegal  Advice  Committee. 

POLICY  COMMITTEE 

The  Committee  makes  the  following  lecommenda- 
tion  due  to  the  fact  that  a member  of  the  Policy 
Committee  within  the  last  year  has  been  forced 
to  resign  because  of  ill  health.  We  feel  the  fol- 
lowing amendment  will  meet  the  needs  should  this 
issue  arise  in  the  future. 

Recommendation 

On  Page  46,  #17:  Add  new  language  as  is  black- 
faced: 

The  Committee  on  Policy  shall  consist  of  the 
President  of  the  Association,  the  President- 
Elect,  and  the  three  living  immediate  past 
presidents.  In  the  event  a past  president  dies 
or  resigns  while  on  the  Policy  Committee,  the 
next  immediate  past  president  shall  be  reinstat- 
ed on  the  committee. 

COUNTY  MEDICAL  SOCIETY 
REPRESENTATION 

It  has  come  to  the  attention  of  the  committee 
that  on  several  occasions  counties  having  only  five 
physicians,  who  through  no  fault  of  their  own, 
have  lost  one  member.  Under  this  circumstance, 
the  county  must  then  wait  for  one  year  before 
again  having  the  opportunity  to  have  representa- 
tion in  the  House  of  Delegates,  even  though  at  a 
subsequent  date  they  again  obtain  five  members. 
It  is  the  feeling  of  the  committee  that  the  By 
Laws  should  be  amended  so  a county  society  who 
falls  into  this  category  would  be  able  to  have  rep- 
resentation without  a one-year  waiting  period. 

Recommendation 

On  Page  20,  SECTION  1:  Add  new  language  as 
blackfaced : 

Delegates  shall  be  members  of  and  elected  by 
component  societies,  or  group  of  societies  so 
organized,  having  a combined  membership  of 
five  or  more.  Each  component  society,  or 
group  of  societies  so  organized,  in  good  stand- 
ing having  five  or  more  members  of  the  county 
society  and  the  Nebraska  Medical  Association 
shall  be  entitled  to  send  to  the  House  of  Dele- 
gates each  year  one  delegate  for  the  first 
five  active  members  who  are  in  good  standing 
on  December  31,  of  the  calendar  year  im- 
mediately preceding.  A County  Medical  So- 
ciety having  four  or  less  members  shall  be 
eligible  for  representation  upon  obtaining  five 
members  prior  to  a session  of  the  House  of 
Delegates. 


ELIGIBILITY  OF  DELEGATES 

The  committee  has  reviewed  eligibility  of  dele- 
gates to  the  Nebraska  Medical  Association  and 
feels  the  following  language  would  clarify  any 
misunderstandings  which  may  arise. 

Recommendation 

On  Page  21,  SECTION  2:  Add  new  language  as 

blackfaced: 

A delegate  or  an  alternate  representing  a 
component  society,  or  group  of  societies  so  or- 
ganized, shall  have  resided  and  practiced  in 
Nebi’aska  and  shall  have  been  an  active  mem- 
ber of  a component  society  and  the  Nebraska 
Medical  Association  for  at  least  two  years  im- 
mediately preceding  his  election. 

STUDENT  MEMBERSHIP 

This  amendment  is  being  added  to  the  Student 
Membership  portion  of  the  By  Laws  and  is  in 
keeping  with  the  provisions  of  the  American  Medi- 
cal Association.  At  the  present  time,  our  By  Laws 
do  not  provide  for  student  membership  in  the 
American  Medical  Association. 

Recommendation 

On  Page  14,  SECTION  7:  Add  the  following 

new'  language  at  the  end  of  this  Section: 

“A  Student  Member  of  this  Association  shall 
be  eligible  for  Direct  Membership  in  the 
American  Medical  Association  upon  payment 
of  such  dues  as  are  fixed  by  the  House  of 
Delegates  of  that  Association.  He  shall  receive 
the  paid  member  benefit  publications.” 

REVIEW  OF  THE  CONSTITUTION 
AND  BY  LAWS 

The  committee  feels  that  a comprehensive  review 
of  our  Constitution  and  By  Laws  is  desirable  in 
order  to  maintain  an  effective  and  functional  guide 
for  the  Nebraska  Medical  Association. 

Recommendation 

The  Constitution  and  By  Laws  Committee  recom- 
mends a thorough  review  of  the  Constitution  and 
By  Laws  during  the  interim  months  prior  to  the 
Fall  Session,  and  that  the  committee  be  directed 
to  make  a report  with  any  recommendations  at 
that  time. 

Respectfully  submitted, 

Houtz  Steenburg,  M.D.,  Chairman 

REPORT  OF  COMMITTEE  ON  GERIATRICS 

Vernon  G.  Ward,  M.D..  Chairman.  Omaha : Richard  Booth, 
M.D..  Omaha:  Dwight  M.  Frost,  M.D.,  Omaha:  Robert  G. 

Osborne,  M.D..  Lincoln  ; Frederick  F.  Faustian.  M.D..  Omaha. 

Since  the  report  of  this  Committee  in  September, 
1972,  no  business  has  been  presented  to  this  Com- 
mittee for  action. 

Due  to  President  Nixon’s  pocket  veto  of  the 
1972  Older  Americans  Act,  the  Labor/HEW  Ap- 
propriations Bill  and  the  appropriations  to  support 
the  Nutrition  Program  for  the  Elderly,  there  will 
be  no  programs  for  the  Inter-Agency  Advisory 
Panel  to  review  for  the  Nebraska  Commission 
on  Aging  during  the  winter  quarter  of  1973.  Hope- 
fully, some  action  will  have  cleared  the  Congress 
and  the  President  prior  to  the  spring  meeting  of 
the  Inter-Agency  Advisory  Panel  for  the  Nebraska 
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Commission  on  Aging. 

Dr.  Vernon  G.  Ward  was  appointed  to  the'  Com- 
mittee on  Aging  of  the  Omaha  Medical  Society 
beginning  January  1,  1973. 

Respectfully  submitted, 

Vernon  G.  Ward,  M.D.,  Chairman 

REPORT  OF  THE  MATERNAL  AND' 
CHILD  HEALTH  COMMITTEE 

Warren  Bosley.  M.D..  Chairman,  Grand  Island  : Robert  F. 
Getty.  M.D.,  Noi’th  Platte;  Hodsen  A.  Hansen,  M.D..  Lincoln; 
L.  Palmer  Johnson.  M.D.,  Lincoln  ; J.  A.  McMillan,  M.D., 
Hastings  ; William  L.  Rumbolz,  M.D..  Omaha. 

The  Maternal  and  Child  Health  Committee  met 
on  March  29,  1973,  at  the  NMA  Headquarters  Of- 
fice in  Lincoln,  Nebraska. 

Tbe  Committee  first  discussed  the  1972  Matenial 
Mortality  Report.  During  1972,  there  were  23,620 
births  in  Nebraska;  6,500  of  these  occurred  in 
Douglas  County.  There  were  six  maternal  deaths 
reported  by  the  Bureau  of  Vital  Statistics  to  the 
Maternal  and  Child  Health  Committee.  Two  of 
these  occurred  in  Douglas  County,  and  four  were 
out-state.  Again,  the  Committee  wishes  to  thank 
those  physicians  who  cooperated  by  completing 
information  forms  sent  to  them.  This  program 
continues  to  be  a rewarding  one,  furnishing  a basis 
for  discussion  for  various  obstetrical  groups,  as  well 
as  being  reported  in  the  Journal  of  the  Nebraska 
Medical  Association. 

The  Committee  discussed  LB  286,  the  abortion 
bill,  currently  before  the  Nebraska  Legislature.  At 
the  time  of  the  meeting,  action  had  not  been  taken 
on  this  bill.  However,  the  Committee  discussed 
this  at  some  length,  suggesting  that  a joint  ap- 
proach had  been  agreed  upon  by  various  interested 
groups  and  that  the  bill  may  now  be  accepted.  Rec- 
ognizing that  the  Nebraska  Medical  Association 
should  take  a vigorous  lead  in  developing  criteria 
and  guidelines  for  the  performance  of  abortions, 
the  Maternal  and  Child  Health  Committee  proposes 
the  adoption  of  the  “Statement  on  Abortion,”  which 
follows  this  report.  This  is  adapted  from  a state- 
ment originally  published  by  the  American  College 
of  Obstetricians  and  Gynecologists. 

The  Chairman  of  the  MCH  Committee  appeared 
before  the  Legislature’s  Public  Health  Committee 
in  the  earlier  part  of  the  session  to  discuss  a bill 
which  would  make  immunizations  mandatory  for 
children  entering  school  and  under  the  age  of 
twelve  years.  One  section  of  the  bill  required 
Boards  of  Education  to  be  I'esponsible  for  carrying 
out  this  urogram.  The  Chairman  appeared  to  sup- 
poi't  the  bill  generally,  but  to  oppose  this  particular 
section.  It  was  pointed  out  to  the  committee  that 
this  might  have  a detrimental  effect  on  early  im- 
munization of  children  in  Nebraska.  Tbe  commit- 
tee apparently  accepted  this  presentation,  since  the 
bill  was  reported  out  without  this  provision  and 
has  been  adopted  by  the  Legislature.  During  the 
discussion  with  the  Public  Health  Committee,  the 
Chairman  of  the  MCH  Committee  pointed  out  that 
the  statistics  for  immunizations  in  Nebraska  were 
probably  inaccurate  and  that  the  method  of  col- 
lectins:  this  infoiTnation  for  the  various  schools 
should  probably  be  refined.  For  the  guidance  of 
the  physicians  of  Nebraska,  the  MCH  Committee 
proposes  adoption  of  the  schedule  for  active  im- 
munization of  infants  and  children  which  follows 
this  report.  If  this  Schedule  and  the  Statement  on 


Abortion  are  adopted  by  the  House  of  Delegates, 
the  MCH  Committee  urges  that  these  be  pub- 
lished to  all  physicians  practicing  in  the  State  of 
Nebraska. 

The  Committee  discussed  the  need  for  counseling 
the  teenager  who  becomes  pregnant,  especially  in 
the  areas  of  nutrition,  prenatal  care,  adoption,  etc. 
Because  of  time  limitations,  the  Committee  will 
discuss  this  matter  in  more  detail  at  a later  meet- 
ing and  propose  a definite  program  to  the  House 
of  Delegates  at  the  Fall  Session. 

Rubella  immunization  was  also  discussed  by  the 
Committee.  It  was  pointed  out  that  certain  objec- 
tions have  been  raised  to  the  concept  of  mass  im- 
munization for  rubella,  and  it  was  urged  that  the 
MCH  Committee  consider  these  in  more  detail, 
again  at  a later  meeting. 

Respectfully  submitted, 

Warren  Bosley,  M.D.,  Chaii-man 

STATEMENT  ON  ABORTION,  NEBRASKA 
MEDICAL  ASSOCIATION 

Abortion  is  a surgical  procedure.  For  its  per- 
formance, adequate  facilities,  equipment  and  per- 
sonnel are  requiied  to  assure  the  highest  standards 
of  patient  care. 

First  trimester  abortions  (up  to  12  weeks  ges- 
tational age)  should  be  performed  in  a hospital  or 
in  a facility  that  offers  the  basic  safeguards  pro- 
vided by  hospital  admission  and  has  immediate 
hospital  back-up.  Such  a facility  should  be  accred- 
ited by  the  Joint  Commission  on  Accreditation  of 
Hospitals  or  licensed  by  a state  or  province. 

Abortions  beyond  the  first  trimester  should  be 
performed  in  a hospital. 

Facilities  for  the  performance  of  first  trimester 
abortions  should  include  appropi'iate  surgical,  anes- 
thetic and  resuscitation  equipment.  In  addition, 
the  following  should  be  provided: 

1.  Verification  of  the  diagnosis  and  duration 
of  pregnancy. 

2.  Pre-operative  instructions  and  counselling. 

3.  Recorded  pre-operative  history  and  physical 
examination,  paiTicularly  directed  to  iden- 
tification of  pre-existing  or  concurrent  ill- 
nesses or  di-ug  sensitivities  that  may  have 
a bearing  on  the  operative  procedures  or  the 
anesthesia. 

4.  Laboratory  procedures  as  usually  required  for 
a hospital  admission,  including  blood  type 
and  Rh  factor. 

5.  Prevention  of  Rh  sensitization. 

6.  A receiving  facility  where  the  patient  may 
be  prepared  and  receive  necessary  pre-oper- 
ative medication  and  observation  prior  to  the 
procedure. 

7.  A recovery  facility  in  which  the  patient  can 
be  observed  until  she  has  sufficiently  recov- 
ered from  the  procedure  and  the  anesthesia 
and  can  be  safely  discharged  by  the  physi- 
cian. 

8.  Post-operative  instructions  and  arrangements 
for  follow-up  including  family  planning  ad- 
vice. 

9.  Adequate  permanent  records. 
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It  is  recognized  that  abortion  may  be  performed 
at  a patient’s  request  or  upon  a physician’s  recom- 
mendation. No  physician  should  be  required  to 
perform  nor  should  any  patient  be  forced  to  accept 
an  abortion. 

The  usual  infonned  consent,  including  opera- 
tive permit,  should  be  obtained.  The  same  indica- 
tions for  consultation  should  apply  to  abortions 
as  to  other  medical-surgical  procedures. 

Abortions  should  be  performed  only  by  physicians 
who  are  qualified  to  identify  and  manage  those 
complications  that  may  arise  from  the  procedure. 

It  is  important  that  the  provision  of  abortion 
services  not  interfei’e  with  the  care  of  other  ob- 
stetric-gynecologic patients  or  with  residency  train- 
ing programs  in  obstetrics  and  gynecology.  Con- 
sideration should  be  given  by  hospitals  to  pro- 
viding facilities  where  abortions  can  be  perfomied 
with  minimal  disruption  of  other  hospital  functions. 

IMMUNIZATION  SCHEDULE 

The  latest  immunization  recommendations  from 
the  Academy  of  Pediatrics  are  as  follows; 

REVISED  SCHEDULE  FOR  ACTIVE  IMMUNIZA- 
TION AND  TUBERCULIN  TESTING  OF 
NORMAL  INFANTS  AND  CHILDREN 
IN  THE  UNITED  STATES 


2 months DTPi  TOPV2 

4 months DTP  TOPV 

6 months DTP  TOPV 

1 year Measles^  Tuberculin  Test^ 

1-12  years Rubella®  Mumps® 

1%  years DTT  TOPV 

4-6  years DTP  TOPV 

14-16  years Td®  and  thereafter 

evei-y  10  years 

1.  DTP  — Dij:)hth'8ria  and  tetanus  toxoids  combined  with 
pertussis  vaccine. 

2.  TOPV  — Trivalent  oral  polio  virus  vaccine.  The  above 


recommendation  is  suitable  for  breast-fed  as  well  as  bottle- 
fed  infants. 

3.  May  be  given  at  one  year  as  Measles /Rubella  or  Measles/ 
Mumps/Rubella  combined  vaccines. 

4.  Frequency  of  repeated  tuberculin  tests  depends  on  risk  of 
exposure  of  the  child  and  on  the  prevalence  of  tuberculosis 
in  the  population  group. 

5.  Td  combined  tetanus  and  diphtheria  toxoids  (adult  type) 
for  those  over  six  years  of  age  in  contrast  to  diphtheria 
and  tetanus  (DT)  containing  a larger  amount  of  diphtheria 
antigen. 

Tetanus  toxoid  at  time  of  injui’y : For  clean,  minor  wounds, 
no  booster  dose  is  needed  by  a fully  immunized  child  unless 
more  than  ten  yeai's  have  elapsed  since  the  last  dose. 

For  contaminated  wounds,  a booster  dose  should  be  given 
if  more  than  five  years  have  elapsed  since  the  last  dose. 

Routine  smallpox  vaccination  is  no  longer  recommended. 

Approved  by  the  Committee  on  Infectious  Dis- 
eases — October  17,  1971. 

Simultaneous  Administration  of  Live  Virus 
Vaccines 

(Adopted  from  a memorandum,  December  15, 

1972,  by  John  J.  Witte,  M.D.,  Chief,  Immuniza- 
tion Branch,  Center  for  Disease  Control,  At- 
lanta, Ga.) 

“The  Immunization  Branch,  therefore,  recom- 
mends that  any  components  of  the  licensed  measles- 
mumps-rubella  combination  may  be  given  with 
TOPV.  That  is,  either  single  measles  or  rubella 
vaccine,  or  combined  measles-rubella  may  be  given 
simultaneously  with  TOPV.  These  vaccines  may 
be  administered  together  when  desirable  for  pre- 
ventive medicine  programs.” 


REPORT  OF  MEDICINE  AND  RELIGION 
COMMITTEE 

W.  Ray  Hill,  M.D.,  Chairman,  Lincoln  : Kenneth  C.  Ragby, 
M.D.,  Blair : George  A.  Harris,  M.D.,  Cambridge : T.  C.  Kiek- 
haefex’.  M.D.,  Falls  City  : Merle  Sjogren,  M.D..  Omaha  ; Donald 
F.  Prince,  M.D.,  Minden  ; H.  H.  Whitlock,  M.D.,  Lincoln ; 
Mrs.  Leonard  R.  Lee,  Lincoln  ; J.  J.  Hanigan,  M.D..  Idncoln. 

The  Regional  meeting  of  Medicine  and  Religion 
was  held  February  3,  1973,  at  the  Marriott  Motor 
Hotel,  Chicago,  Illinois. 

Represented  at  this  meeting  were  Illinois,  Iowa, 
Wisconsin,  Minnesota,  Nebraska,  Texas,  and  Lou- 
isiana. Representation  was  by  state  committee 
members,  state  secretaries,  substitutes  and  organ- 
izations. 

Time  of  future  meetings  was  discussed  and  the 
consensus  seemed  to  be  that  early  in  the  year 
is  preferable  to  a later  meeting  date.  Regional 
sites  should  probably  remain  the  same  as  now  ie. 
Atlanta,  New  York,  and  Salt  Lake. 

Arnie  Larson  review'ed  the  recent  action  of  the 
Board  of  Trustees  on  the  abolishment  of  the  Com- 
mittee on  Medicine  and  Religion.  Arnie  is  to  con- 
tinue working  in  this  field  and  in  another  depart- 
ment probably  under  a Mr.  Brown.  He  is  to  keep 
the  state  committees  functioning  as  best  he  can. 

There  are  44  state  committees  that  will  con- 
tinue some  type  of  organization.  There  is  one 
new  state  committee,  Connecticut. 

There  is  much  support  within  the  AMA  to 
have  a stronger  Medicine  and  Religion  organiza- 
tion that  the  present  system  will  allow.  The  pres- 
ent plans  call  for  completion  of  all  projects  start- 
ed in  the  AMA  Medicine  and  Religion  Committee 
such  as  completing  a book  that  is  to  be  published 
in  1974. 

State  committees  on  Medicine  and  Religion  might 
strengthen  the  program  by  establishing  county 
committees  where  feasible.  In  some  states  coun- 
cilor district  committees  might  be  possible. 

The  AMA  has  a pamphlet  for  the  organization 
of  woman’s  auxiliaj’y  Medicine  and  Religion  com- 
mittees. 

There  was  discussion  of  what  the  program  should 
be  in  regional  meetings.  There  was  a consensus 
that  these  should  be  inspirational  as  well  as  “nuts 
and  bolts.”  This  would  include  pastors,  church 
leaders  and  people  dealing  with  philosophical  prob- 
lems. 

State  level  programs  might  be  fortified  if  there 
was  more  involvement  of  state  board  of  Trustees 
in  Medicine  and  Religion  committee  meetings  of 
House  of  Delegates  members.  This  might  make 
our  state  administration  more  aware  of  our  prob- 
lems but  also  might  involve  them. 

Type  of  Sunday  evening  program  before  the 
National  meeting  of  AMA  was  discussed.  The  in- 
creasing number  of  Sunday  evening  meetings  com- 
peting with  Medicine  and  Religion  meeting  was 
mentioned. 

The  recent  Supreme  Court  decision  in  regard  to 
abortion  was  mentioned.  The  AMA  has  a posi- 
tion and  should  we  take  a stand  or  develop  an 
“ethic”  or  wait.  No  formal  action  taken. 

Encourage  state  committees  to  establish  com- 
munication with  all  the  state  religious  groups  pos- 
sible. These  contacts  should  stress  our  willingness 
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to  cooperate  in  all  ways  possible  with  any  pro- 
grams they  wish  to  sponsor. 

There  is  a National  organization  of  “Editors” 
of  Church  publications.  Any  information  that  the 
state  committees  want  to  get  to  church  denomina- 
tions might  be  given  by  submitting  write-ups  to 
these  editors.  There  was  a discussion  of  whether 
short  ai’ticles  from  the  Journal  of  AMA  and  the 
AMA  News  might  be  handed  on  the  denominational 
publications. 

Dr.  Joe  Holoubek  from  Shreveport,  La.  talked  on 
the  pi’emarriages  conference  program  sponsored  by 
the  Louisiana  committee  and  its  growth,  acceptance 
and  future.  They  present  marriage  as  a develop- 
mental part  of  living. 

1-  2 years get  acquainted 

2- 25  years family  coming  and  going 

25-50  years the  growing  time 

50 -f retiring 

After  death  of  one  mate  the  alone  years.  The 
Louisiajia  program  has  been  presented  in  several 
states  to  various  groups. 

Some  states  have  developed  a “St.  Luke’s  Day.” 
This  day  is  October  8,  and  tbe  Sunday  before  or 
Sunday  after  could  be  used  with  a special  prayer 
time  for  the  healing  professions  or  discussions  of 
mutual  problems  in  the  fields  of  medicine  and 
religion. 

Suggestion  that  the  state  society  or  state  com- 
mittee on  Medicine  and  Religion  hold  a prayer 
breakfast  the  same  morning  as  the  presidents 
prayer  bi’eakfast  and  that  possibly  the  presidents 
prayer  breakfast  could  be  brought  to  the  local 
group  either  by  telephone  or  TV. 

The  Wisconsin  group  has  found  the  Catholic 
Physicians  guild  is  helpful  in  working  some  pro- 
grams. They  publish  an  occasional  news  letter. 
The  Wisconsin  group  have  a few  county  societies 
with  medicine  and  religion  committees.  They  also 
sponsor  joint  meetings  with  the  clergy.  In  Texas 
less  than  half  of  the  county  societies  have  medicine 
and  religion  committees.  In  Louisiana  about  70% 
of  the  parishes  have  county  medicine  and  religion 
committees. 

Each  state  society  represented  was  asked  to  re- 
port on  any  activities  in  which  they  participated 
this  past  year. 

I wish  to  thank  the  Nebraska  Medical  Associa- 
tion for  making  it  possible  for  me  to  attend  this 
meeting. 

Respectfully  submitted, 

W.  Ray  Hill,  M.D.,  Chairman 

REPORT  OF  THE  AD  HOC  COMMITTEE  ON 
NEBRASKA  HEALTH  PROJECT 

James  H.  Dunlap,  M.D.,  Chairman,  Norfolk ; Charles  M. 
Bressman,  M,D,,  Omaha;  C,  J.  Cornelius,  M,D.,  Sidney;  Richard 
A,  Cottingham,  M,D,,  McCook  ; F.  H,  Hathaway,  M,D,,  Lincoln. 

Your  Ad  Hoc  Committee  dealing  with  the  Ne- 
braska Health  Project  and  the  “Guidelines  for  De- 
veloping Future  Health  Care  Delivery  Systems  in 
Nebraska”  has  met  and  responded  to  the  “Guide- 
lines” as  published  August  24,  1972.  We  have  pre- 
pared and  delivered  a point  by  point  review  of 
these  guidelines  and  a factual  and  philosophic 
“Overview”  of  the  guidelines  to  interested  parties 
including  the  Comprehensive  Health  Planning  Ad- 


visory Council,  the  Comprehensive  Health  Planning 
Project  Review  Committee,  and  to  members  and 
officers  of  the  Nebraska  Medical  Association. 

At  present,  the  latest  revised  “Guidelines”  pre- 
pared and  released  by  Comprehensive  Health  Plan- 
ning dated  February  15,  1973,  have  been  received 
and  reviewed  by  a portion  of  our  committee.  It  is 
impossible  to  categorically  summarize  the  results 
of  our  initial  input  into  modification  of  the  August, 
1972,  “Guidelines.”  The  present  edition  has  far 
too  many  modifications  (additions,  deletions,  and 
word  changes)  to  allow  a simple  resume  to  apply. 
In  some  places  major  philosophic  differences  stand; 
in  other  areas  our  stated  philosophies  have  been 
accepted.  We  cannot  report  in  depth  on  the  cur- 
rent issue  of  the  “Guidelines”  because  we  have 
had  insufficient  time  in  which  to  do  this.  The 
present  massive  document  will  once  again  require 
a point  by  point  analysis  for  interpretation. 

As  the  “Guidelines  for  Developing  Future 
Health  Care  Delivery  Systems  in  Nebraska”  cur- 
rently are  published,  we  find  them  unacceptable. 

Your  committee  feels  that  the  political,  social, 
and  economic  atmosphere  of  our  State  and  Na- 
tion are  such  that  continued  work  along  the  com- 
prehensive health  planning  lines  is  essential.  We 
must  be  a part  of  these  plans.  Your  committee 
feels  that  a standing  committee  of  the  Nebraska 
Medical  Association  should  be  created  to  continue 
to  deal  with  comprehensive  health  planning.  We 
have  a probable  need  for  intra-association  plans 
dealing  with  comprehensive  health  planning  and  a 
definite  need  for  a strong  voice  to  speak  for  Ne- 
braska medicine  to  the  citizens  of  the  State  and  to 
the  state  and  federal  planners. 

Respectfully  submitted, 

James  H.  Dunlap,  M.D.,  Chairman 

REPORT  OF  THE  INSURANCE  AND 
PRE  PAYMENT  MEDICAL  CARE 
COMMITTEE 

James  H.  Dunlap.  M.D.,  Chainnan,  Norfolk : Clyde  L. 

Kleager,  M.D.,  Hastings ; Paul  M.  Scott.  M.D.,  Aubuim ; A.  L. 
Smith,  Jr.,  M.D.,  IJncoln  ; Stanley  M.  Truhlsen,  M.D..  Omaha; 
Hiram  R.  Walker,  M.D.,  Keaniey ; Orvis  A.  Neely,  M.D., 
Lincoln. 

Your  Iiisui-ance  and  Pre-Payment  Medical  Care 
Committee  has  met  formally  on  two  occasions 
since  the  last  meeting  of  the  House  of  Delegates. 
These  meetings  have  dealt  with  two  general  sub- 
jects which  will  be  discussed  separately. 

1.  We  have  met  with  representatives  of  the 
St.  Paul  Insurance  Company  to  discuss  mutual  prob- 
lems dealing  with  our  malpractice  coverage  with 
this  company.  Our  meetings  with  the  St.  Paul 
representatives  and  our  telephone  consultations  on 
numerous  occasions  seem  to  have  been  mutually 
satisfactory.  Our  developing  relationship  with  this 
company  seems  appropriate.  There  is  considerable 
room  for  further  progress  which  must  come 
through  an  evolutionaiy  process. 

At  the  present  time,  the  Insurance  Bureau  to 
which  most  major  malpractice  carriers  subscribe 
recommended  to  the  State  Insurance  Commission  a 
50%  increase  in  malpractice  rates  and  were  granted 
a 25%  increase  in  rates  as  of  January  17,  1973. 
The  major  underwriters  of  malpractice  insurance 
in  Nebraska  at  that  time  escalated  their  rates  by 
25%.  St.  Paul  on  the  other  hand  did  not  do  this 
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but  rather  presented  to  our  committee  their  sta- 
tistical compilation  of  actuarial  experience  and 
after  satisfying  the  committee  with  regard  to  these 
figures  asked  for  and  received  a 17.5%  increase  in 
malpractice  rates.  Your  Insurance  Committee  feels 
that  through  our  relationship  with  this  company 
we  have  been  i-esponsible  for  a 7.5%  premium 
rate  benefit  by  virtue  of  our  efforts.  This  alone 
should  seiwe  as  a stimulus  for  non  NMA  members 
to  become  members. 

In  addition  to  the  continuation  of  developments 
along  this  line,  we  feel  that  a continuing  develop- 
ment of  close  relationships  between  the  St.  Paul 
Company  and  our  Medicolegal  Advice  Committee 
is  appropriate.  Dr.  Gilligan  is  once  again  to  be 
commended  for  his  efforts  with  this  committee. 
More  progress  can  probably  be  made  in  reducing 
claims  and  consequently  premium  rates  if  St.  Paul 
and  this  committee  continue  to  work  together. 

2.  The  Nebraska  Medical  Association  Constitu- 
tion and  By-Laws  specifically  delineates  the  duties 
of  the  Insurance  and  Pre-Payment  Medical  Care 
Committee.  We  ai'e  expected  to  act  as  a liaison 
committee  between  the  Medical  Association  and 
the  Nebraska  Medical  Service  (Blue  Shield).  To 
this  end  at  the  last  meeting  of  the  House  of  Dele- 
gates, we  specifically  invited  the  members  of  the 
Association  to  forward  to  us  their  problems  in  deal- 
ing with  Blue  Shield.  Since  that  time  we  have  re- 
ceived approximately  twenty  letters  of  complaints 
and  problems  directly  relating  to  Blue  Shield  oper- 
ations. We  have  met  with  repi'esentatives  of  Blue 
Shield  concerning  these  problems  and  have  had 
numerous  telephone  consultations  along  these  same 
lines.  Almost  without  exception,  the  problems  and 
complaints  have  stemmed  from  confusion  and  mis- 
understanding. 

We  have  instituted  a program  of  increasingly 
frequent  telephone  communication  with  the  profes- 
sional service  department  of  Blue  Shield  and  have 
found  this  increasingly  useful  in  helping  to  solve 
the  various  problems  which  the  doctors  have  re- 
ferred to  us.  This  program  will  be  continued. 

In  filling  the  liaison  duties  referred  to  above, 
your  committee  chairman  has  attended  numerous 
meetings  of  the  Blue  Shield  Board  of  Directors. 
These  have  been  educational  and  have  led  me  to 
believe  that  we  as  private  physicians  must  be  care- 
ful not  to  commit  the  error  so  frequently  commit- 
ted by  our  antagonists.  We  must  be  careful  not 
to  put  ourselves  in  the  position  of  “knowing”  the 
answers  before  we  understand  the  problems. 

The  following  few  facts  concerning  Nebraska 
Blue  Cross  and  Blue  Shield  seem  worthy  of  recita- 
tion as  worthwhile  accomplishments. 

a.  In  1972,  96%  of  Blue  Cross  of  Nebraska 
premium  dollars  were  returned  in  benefits  — 
89%  for  Blue  Shield  of  Nebraska. 

b.  Approximately  90%  of  all  Blue  Cross  and 
Blue  Shield  claims  are  completed  within  30 
days  after  they  are  received. 

c.  As  of  January  1,  1973,  Blue  Cross  - Blue 
Shield  membership  has  increased  to  399,800, 
a gain  of  127,500  over  the  previous  five  years. 

d.  The  Communications  Division  has  been  ex- 
panded to  six  staff  members.  The  Division  is 
responsible  for  professional,  provider,  and 


public  relations.  In  the  area  of  professional 
relations,  increased  activity  is  planned  for 
distribution  of  periodicals  containing  sub- 
jects of  interest  to  physicians,  and  closer  com- 
munications with  hospital  medical  staffs, 
county  medical  societies  and  medical  specialty 
organizations. 

e.  A Hospital  Advisory  Committee  was  estab- 
lished in  1972,  to  assist  the  Blue  Cross  and 
Blue  Shield  of  Nebraska  and  the  hospitals 
in  mutually  providing  the  highest  quality 
care  at  the  lowest  possible  cost  through  com- 
munication and  participation  as  is  the  case 
with  the  Medical  Directors  Physicians  Ad- 
visory Committee  which  has  proven  highly 
successful.  The  functions  and  responsibilities 
are  of  an  advisory  nature  only  with  no  de- 
cision making  authority. 

RECOMMENDATIONS 

In  addition  to  receiving  the  sought  after  com- 
plaints and  problems  from  physicians  directed  to- 
ward their  Blue  Shield  relationships,  youi-  commit- 
tee was  in  receipt  of  numerous  other  problems  deal- 
ing with  various  third  party  carriers.  Since  our 
constitutional  authority  extends  to  that  of  deal- 
ing with  Blue  Shield,  we  find  ourselves  unable  to 
respond  to  other  thii'd  party  carriers.  Apropos 
to  this  problem,  we  would  recommend  that  the 
necessaiy  constitutional  and  by-law  changes  be 
effected  to  enable  this  committee  to  deal  with 
liaison  problems  between  physician  members  of  the 
Nebraska  Medical  Association  and  all  health  in- 
surance carriers. 

Respectfully  submitted, 

James  H.  Dunlap,  M.D.,  Chairman 

REPORT  OF  THE  SUB-COMMITTEE  ON 
ATHLETIC  INJURIES 

John  E.  Murphy,  M.D.,  Chairman.  Aurora  ; Stanley  M.  Bach, 
M.D..  Omaha : Robert  B.  Benthack,  M.D.,  Wayne : C.  J.  Cor- 
nelius, Jr.,  M.D..  Sidney  i S.  I.  Fuenning:.  M.D..  Lincoln ; 
Paul  Goetowski.  M.D..  Lincoln  ; Richard  W.  Hammer,  M.D., 
Lincoln  ; Jack  K.  Lewis,  M.D.,  Omaha : L.  R.  Smith.  M.D., 
Kearney : George  Sullivan.  R.P.T.,  Lincoln  : Wayne  Wagner, 
A.T.,  Omaha  : John  G.  Yost.  M.D.,  Hastings. 

Your  Sub-Committee  on  Athletic  Injuries  has 
continued  to  function  in  an  orderly  manner.  We 
are  presently  ■ completing  the  program  for  our 
annual  summer  seminar  which  was  rewarded  with 
quite  an  exceptional  attendance  this  past  summer. 
We  will  also  entertain  a fall  meeting  which  at  this 
time  is  scheduled  for  York,  Nebraska,  on  the  week- 
end of  November  4th,  following  the  Colorado-Ne- 
braska  football  game.  We  are  hopeful  of  excellent 
attendance  at  this  seminar  as  well. 

In  the  1972  Congressional  Session,  the  Occupa- 
tional Health  and  Safety  Act  relating  to  athletic 
injuries,  HR  16447,  received  considerable  attention. 
This  act  wilt  probably  once  again  be  sponsored  by 
Senator  Delhams,  of  California  in  this  Session  of 
Congress.  This  law  would  make  it  mandatory  that 
an  injury  survey  report  be  filed  with  the  work- 
men’s compensation  with  any  athletic  injury.  The 
present  bill  is  appai-ently  going  to  require  the  use 
of  a standard  form  and  the  Senator  has  stated  that 
his  committee  would  look  favorably  on  any  state 
that  had  already  adopted  a standard  injury  suiwey 
form.  We  ai'e  therefore  submitting  a basic  format  of 
an  injury  survey  form  for  your  approval.  The  fonn 
and  its  utilization  will  also  allow  the  Nebraska 
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Medical  Association  to  measure  the  extent  and 
severity  of  athletic  injuries  in  the  state.  Preven- 
tive prog-rams  can  then  be  established.  We  recog- 
nize the  fact  that  it  is  some-what  long  but  -we  also 
would  point  out  that  it  is  much  more  abbreviated 
than  the  fonn  that  Senator  Delhams  is  presently 
contemplating.  Members  of  our  committee  will 
try  to  be  present  to  answer  questions  arising  on 
the  Occupational  Health  and  Safety  Act. 

Respectfully  submitted, 

John  E.  Murphy,  M.D.,  Chairman 

REPORT  OF  THE  RELATIVE  VALUE 
STUDY  COMMITTEE 

Orin  R.  Hayes,  M.D..  Chairman,  Lincoln  : Patrick  C.  Gil- 
lespie, M.D.,  Beatrice:  Lyle  H.  Nelson,  M.D.,  Crete:  Donald  F. 
Purvis,  M.D.,  Lincoln  ; Carlyle  E.  Wilson.  M.D..  Omaha. 

The  Relative  Value  Study  Committee  has  over 
the  past  several  months  been  in  the  process  of 
updating  this  document  for  the  Association.  Spe- 
cific information  regarding  the  various  specialty 
areas  has  been  requested  from  the  apropos  societies 
for  inclusion  in  the  new  edition. 

Materials  are  being  received  at  the  current  time 
and  it  is  anticipated  that  the  committee  will  begin 
correlating  the  data  in  early  May. 

A more  detailed  report  will  be  presented  to  the 
House  of  Delegates  at  the  1973  Fall  Session. 

Respectfully  submitted, 

Orin  R.  Hayes,  M.D.,  Chairman 

REPORT  OF  THE  PUBLIC  RELATIONS 
COMMITTEE 

William  T.  Griffin.  M.D.,  Chairman.  Lincoln  : James  S. 

Carson,  M.D.,  McCook:  William  S.  Carter,  M.D.,  Omaha:  Roger 
D.  Mason,  M.D..  McCook  : Donald  E.  Matthews.  M.D.,  Lincoln  : 
G.  P.  McArdle,  M.D.,  Omaha  : V.  Franklin  Colon.  M.D..  Friend  : 
Ml’S.  John  C.  Filkins,  Omaha. 

This  is  an  interim  progress  report  for  the  Public 
Relations  Committee.  The  specific  recommenda- 
tions and  an  indepth  analysis  of  the  activities  of 
the  committee  will  be  carried  in  its  Annual  Report 
to  the  Fall  Session  of  the  House  of  Delegates. 

The  committee  has  distributed  thirty-one  news 
releases  since  the  Fall  Session  in  1972.  The  pri- 
mary subject  matter  has  included  such  things  as 
the  NMA’s  position  on  certain  legislative  bills, 
general  publicity  for  activities  such  as  the  Annual 
Session  and  Rural  Medical  Day,  and  points  of  con- 
cern to  the  NMA  such  as  the  subject  of  traffic 
safety. 

The  committee  has  met  with  representatives  of 
organizations  such  as  the  Nebraska  Safety  Council, 
the  Nebraska  Women  for  Highway  Safety,  and 
governmental  agencies  concerned  with  the  traffic 
problem.  Various  positions  were  taken  regarding 
the  NMA’s  attitude  on  legislation  before  the  Ne- 
braska Unicameral  which  would  affect  the  subject 
of  traffic  safety. 

The  Public  Relations  Committee  is  proposing  a 
traffic  safety  program  for  the  NMA.  One  of  the 
primary  items  with  which  the  committee  will  be- 
come concerned  is  the  development  of  an  acceptable 
and  workable  piece  of  legislation  for  introduction 
in  1974  which  would  require  the  use  of  seat  belts 
when  driving  on  Nebraska  roads. 

Further,  the  committee  is  developing  a program 
of  distributing,  and  assisting  other  organizations 
in  the  distribution,  of  films  and  printed  materials 


to  Nebraska  schools  focused  at  the  effort  of  reducing 
the  traffic  accident  situation  in  our  state.  At 
this  point  in  time,  we  are  exploring  the  utiliza- 
tion of  athletes  in  this  program  to  the  extent 
possible. 

This  phase  of  the  committee’s  activities  will  call 
for  an  even  broader  distribution  of  news  items 
to  Nebraska  media  regarding  the  NMA’s  concern 
of  this  problem.  A special  sub-committee  will  be 
selected  to  carry  out  this  project. 

Public  health  education  (Health  Tip)  information 
sent  Nebraska’s  media  is  continuing  to  be  utilized 
at  an  increasing  rate.  The  media  is  contacted  an- 
nually by  letter  requesting  their  attitude  on  this 
program  and  inviting  suggestions  they  might  have. 
This  has  been  an  effective  mechanism  for  keeping 
the  program  up-to-date  and,  to  the  extent  possible, 
incorporating  the  recommendations  I'eceived. 

The  committee  has  attempted  to  maintain  a pos- 
ture of  acting  and  not  reacting  to  current  news 
items.  This  position  can  be  amplified  by  the  NMA 
position  taken  on  LB  286  before  this  Session  of  the 
Legislature  relating  to  the  subject  of  abortion. 
The  Association  took  a positive  stance  regarding 
only  the  medical  aspects  of  this  legislation,  and 
specifying  that  this  is  the  case  in  all  materials 
presented  to  the  Legislature  and  to  the  media. 
This  same  mechanism  was  employed  when  the 
Association  distributed  an  indepth  news  release  on 
the  Nebraska  Health  Project. 

On  several  occasions  recorded  health  messages 
for  use  on  Nebraska  radio  stations  have  been  pro- 
duced utilizing  Doctor  Frank  P.  Stone  as  President 
of  the  Association.  The  subject  matter  has  included 
the  maintenance  of  an  individual’s  pei’sonal  health, 
his  state  of  physical  fitness,  and  items  of  general 
health  information  felt  to  be  of  interest  to  the 
citizens  of  Nebraska. 

The  committee  continues  to  utilize  the  public  rela- 
tions firm.  The  Thompson  Company,  to  a consid- 
erable degree  and  the  expertise  of  this  agency  has 
been  well  worth  the  required  financial  arrangement. 
It  must  be  recognized,  however,  that  an  expansion 
of  activities  by  the  committee  would  necessitate 
a greater  expenditure  for  this  service. 

Through  the  NMA  NEWSLETTER  the  commit- 
tee has  attempted  to  better  inform  the  membership 
of  current  activities,  and  of  current  concerns  felt 
to  be  of  value  to  the  Association  member.  The 
listing  of  available  physicians  interested  in  a Ne- 
braska practice  has  resulted  in  a large  number  of 
responses  from  NMA  membei’S  and  we  trust  that 
the  overall  result  will  be  beneficial  in  attracting 
more  physician  manpower  to  the  state.  The  items 
carried  in  the  NEWSLETTER  relating  to  legisla- 
tion have  been  well  received  by  the  membership 
as  we  try  to  infonn  the  Association  member  of  the 
various  positions  taken  by  the  NMA  on  the  bills. 

By  the  date  of  this  Annual  Session  the  commit- 
tee will  have  nearly  completed  filming  of  its  first 
television  program.  This  fifteen  minute  program, 
which  will  be  dealing  with  the  subject  of  cancer, 
will  be  partially  financed  by  the  Nebraska  Chaptei’, 
American  Cancer  Society.  The  committee  is  utiliz- 
ing The  Thompson  Comnany  and  personnel  from 
KOLN-TV  in  Lincoln  to  develop  the  program.  This 
is  the  first  of,  hopefully,  a series  of  programs  which 
will  be  suitable  for  use  on  television  and  for  utiliza- 
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tion  before  nearly  any  audience.  The  program 
will  be  placed  both  on  film  and  video  tape  to  allow 
for  flexihility. 

The  committee  has  also  spent  time  in  an  effort 
to  increase  the  news  coverage  of  the  various  ac- 
tions taken  hy  the  House  of  Delegates  through 
extending  both  written  and  in  some  cases  personal 
invitations  to  members  of  the  media  to  he  present 
for  the  Session  of  the  House.  It  is  felt  by  the 
committee  that  the  position  of  the  NMA  on  various 
subjects  should  be  presented  to  the  public  via  the 
media,  to  achieve  maximum  understanding  of  issues 
considered  which  affect  the  health  of  Nebraskans. 

At  the  committee’s  next  meeting  it  will  consider 
the  feasibility  of  developing  a physican  award 
program  wth  categories  such  as  youth  seiwice, 
community  service,  rural  practice,  seiwice  to  the 
elderly,  etc. 

An  updated  brochure  is  also  being  developed  for 
the  Nebraska  Medical  Foundation. 

The  committee  has  been  quite  busy  in  its  activi- 
ties and  stands  ready  to  develop  in  further  detail 
any  recommendations  that  might  be  presented  at 
this  Session  of  the  House  of  Delegates. 

Respectfully  submitted, 

William  T.  Griffin,  M.D.,  Chaiiman 

REPORT  OF  THE  POLICY  COMMITTEE 

Frank  P.  Stone.  M.D.,  Chainnan,  Lincoln  : John  D.  Coe, 
M.D.,  Omaha ; Roger  D.  Mason,  M.D.,  McCook  ; J.  Whitney 
Kelley.  M.D.,  Omaha:  Frank  H.  Tanner.  M.D..  Lincoln. 

The  Policy  Committee  has  met  on  several  oc- 
casions since  the  last  Session  of  the  House  of 
Delegates.  This  is  an  interim  report  divided  basic- 
ally into  two  sections.  The  first  portion  of  the 
report  presents  several  items  which  propose  en- 
dorsement of  or  action  by  the  House  of  Delegates. 
The  second  portion  of  the  report  carries  items 
being  presented  to  the  House  for  infonnational 
purposes  and  consequently  requiring  no  specific 
action. 

1.  The  first  item  for  consideration  by  the  House 
deals  with  the  concept  of  I’rofessional  Standards 
Review  Organizations  (PSRO).  This  item  when 
added  to  H.R.  1,  the  Social  Security  Amendments 
of  1972,  presented  several  specific  criteria  with 
w'hich  organized  medicine  is  now  faced.  The  first 
item  concerns  the  fact  that  the  Secretary  of  Health 
Education  and  Welfare  is  directed  by  January  1, 
1974,  to  designate  areas  across  the  United  States 
in  which  PSRO’s  will  function.  This  fact  was  con- 
sidered in  some  detail  by  the  Policy  Committee. 
The  committee  recommends  that  the  House  of 
Delegates  adopt  a position  that  when  a PSRO 
becomes  operative  in  Nebraska  a single  area  be 
designated  by  the  Secretary  as  the  statewide  PSRO 
boundary. 

It  must  be  recognized  by  the  membership  of  the 
NMA  that  each  area  of  PSRO  must  be  function- 
ing by  January  1,  1976,  as  specified  in  the  legisla- 
tion. This  being  the  case,  the  committee  recom- 
mends that  an  Ad-Hoc  Committee  be  appointed 
by  the  President  of  the  NMA  to  study  PSRO  legis- 
lation, the  NMA’s  future  role  in  the  PSRO,  and 
that  this  committee  he  required  to  make  specific 
recommendations  to  the  House  of  Delegates  at  its 
Fall  Session  in  1973. 


2.  Your  committee  spent  a considerable  amount 
of  time  considering  the  relationship  between  the 
Nebraska  Medical  Association  and  Nebraska  Blue 
Shield.  It  was  the  consensus  of  the  committee  that 
a specific  statement  i-egarding  the  relationship 
should  be  presented  to  the  House  of  Delegates  cul- 
minating with  a posture  or  position  the  NMA  can 
assume. 

The  committee’s  statement  then  for  the  consid- 
eration of  the  House  of  Delegates  is  as  follows: 

INTRODUCTION: 

Over  the  past  several  years  the  semi-annual  meet- 
ings of  the  NMA  have  spent  an  inordinate  amount 
of  time  discussing  issues  relative  to  third  party 
carriers  in  general  and  Blue  Shield  in  particular. 
Resolutions  have  been  less  effective  than  antici- 
pated and  answers  incomplete.  If  our  own  posi- 
tion were  more  clearly  stated  in  objective  terms 
our  relationship  with  any  third  party,  including 
Blue  Shield,  might  he  more  easily  defined  and  de- 
fended. It  is  with  this  purpose  that  the  following 
report  is  presented  for  consideration. 

BACKGROUND: 

Little  “background”  is  needed  for  our  r-eport  as 
applied  to  Medicare  and  Medicaid  since  these  pro- 
grams are  only  seven  years  old  and  the  prelude 
to  their  enactment  is  known  to  all  of  us  all  too 
well.  Twenty  nine  years  have  dimmed  some  of 
the  beginnings  of  Blue  Shield  however,  and  of 
course  other  private  health  insui-ers  are  much 
older  than  that. 

Nebraska  Blue  Shield  had  its  beginning  in  1944 
and  did  pioneer  mass  marketing  of  physicians’ 
services  at  a time  when  the  profession  was  seri- 
ously threatened  with  socialized  medicine.  It  was 
organized,  served,  and  even  financed  almost  en- 
tirely by  physicians.  Nebraska  Blue  Shield  re- 
ceived its  Certificate  of  Authority  from  Nebraska 
Insurance  Department  in  1945  and  in  May,  1945, 
statewide  enrollment  was  approved  by  the  NMA 
House  of  Delegates.  Since  that  time  several 
“series”  contracts  have  been  offered  and  most  re- 
cently the  UCR  coverage  has  been  added.  Most 
Blue  Shield  contracts  are  purchased  through  group 
coverage,  some  being  a result  of  direct  negotia- 
tion with  Nebi’aska  Blue  Shield  and  others  only 
administei’ed  locally  after  national  negotiation  (Fed- 
eral Employees  Program,  Communication  Workers, 
Steel  Workers,  etc.). 

Several  statements  should  be  made  at  this  point 
to  clarify  the  Blue  Shield-NMA  relationship. 

1.  Blue  Shield  is  a separate  corporate  entity  as 
is  NMA. 

2.  Blue  Shield  is  an  assessment  association 
owned  and  operated  by  its  subscribers. 

3.  There  are  no  legal  ties  between  NMA  and 
Blue  Shield  nor  have  there  ever  been.  Noth- 
ing in  the  by-laws  of  one  organization  can 
have  any  effect  on  the  other.  The  two  have 
had  a relationship,  sometimes  good,  some- 
times bad,  but  only  a relationship. 

4.  In  addition  to  1,  2,  and  3 which  pertain  to 
corporate  relationship  there  is  a relation  be- 
tween Blue  Shield  and  individual  physicians 
applying  to  participating  agreements  on  the 
service  contracts. 
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Certainly  the  socio-economic  factors  of  medical 
and  health  services  have  increased  markedly  over 
the  past  few  years.  Several  of  these  need  be 
brought  into  focus  if  we  are  to  state  our  position 
clearly.  We  have  seen  increases  in  both  the  gen- 
eral population  and  the  number  of  physicians, 
altered  methods  of  caring  for  our  patients,  vast 
advances  in  medical  knowledge,  increased  desire — 
even  demand  — for  health  care,  generalized  infla- 
tion, consumerism  and  many  more.  Most  of  the 
issues  facing  physicians  today  can  be  categorized 
under  one  of  these  headings:  cost,  quality,  or 

availability.  Keeping  the  issue  clearly  in  mind  was 
never  more  important  than  now.  The  following  two 
examples  will  illustrate  this  importance  relative 
to  third  party  carriers. 

At  the  interim  NMA  Session  of  1972,  our  As- 
sociation heard  considerable  discussion  about  a con- 
flict of  interest  existing  for  our  members  who 
serve  on  the  Blue  Shield  Board  of  Directors.  At 
the  same  time  many  consumer  advocates  make 
the  same  charge  from  an  opposite  viewpoint.  Mr. 
Denenberg  of  Pennsylvania  has  been  a prime  leader 
of  the  latter  position.  Obviously,  both  groups  can- 
not be  right. 

A second  example  exists  in  the  field  of  utilization 
review.  We  as  physicians  need  to  clearly  recog- 
nize these  programs  as  confirming  scope  of  cover- 
age for  the  third  party  carriers.  We  also  need  to 
keep  this  issue  distinct  from  evaluation  of  quality 
of  care  or  need  of  services.  Both  quality  deter- 
mination and  need  for  medical  services  represent 
areas  reserved  exclusively  for  the  physician. 

There  is  no  doubt  that  third  party  carriers  of  all 
types,  government  and  private,  interfere  to  some 
degree  with  the  physician-patient  relationship. 
Such  requirements  as  filling  out  forms,  answering 
inquiries,  “utilization  reviews,”  etc.  all  add  to  the 
physicians’  burden  and  are  unrelated  to  the  physi- 
cians’ training  and  purpose  which  is  caring  for 
those  in  need  of  our  services. 

Most  would  agree  the  private  sector  has  been 
less  disiuptive  than  the  government  programs  of 
our  relation  with  our  patients  but  it  still  exists  (an 
aside  to  this  issue  is  the  U.S.  Supreme  Court  desire 
to  completely  eliminate  the  physician-patient  rela- 
tionship). Nevertheless  a relatively  large  percentage 
of  our  patients  have  elected  this  method  of  fi- 
nancing their  medical  and  health  needs. 

POSITION: 

1.  Determination  of  quaility  of  care  can  only  be 
performed  by  the  profession  through  physi- 
cian controlled  mechanisms  based  upon  cri- 
teria and  standards  locally  determined. 

2.  Need  for  necessary  medical  services  can  be 
determined  only  by  the  physician  subject  to 
peer  review. 

3.  Scope  of  coverage  of  third  parties  can  only 
be  detennined  by  the  third  party.  This  sec- 
tion and  2 above  will  contain  gray  areas 
which  should  be  resolved  as  stated  in  4 and  5 
below. 

4.  All  third  parties  “interfere”  to  some  extent 
with  the  physician-patient  relationship.  The 
NMA  recognizes  its  Insurance  and  Prepay- 
ment Health  Care  Committee  as  the  proper 
mechanism  for  negotiating  complaints  and 


maintaining  a health  liaison  with  all  third 
parties. 

5.  The  NMA  recognizes  its  Peer  Review  Com- 
mittee as  the  proper  mechanism  for: 

(a)  Determining  appropriateness  of  fees  for 
Usual  and  Customary  Programs  which 
utilize  an  agreed  - upon  methodology 
which  is  uniformly  applied;  and 

(b)  Monitoring  patterns  of  practice. 

6.  No  ties  legally  bind  the  NMA  to  any  third 
party  or  vice  versa. 

7.  The  private  health  insurance  industry,  includ- 
ing Blue  Shield,  is  recognized  as  one  phase 
of  a pluralistic  system  of  financing  health 
care. 

8.  There  must  be  free  choice  of  physician  under 
any  system  of  medical  care  delivery. 

3.  Regional  Medical  Program  Phase-Out.  As 
you  are  aware,  the  President  has  ordered  a phase- 
out of  several  federally  funded  programs.  Regional 
Medical  Programs  are  among  them.  The  Nebraska 
Regional  Medical  Program  is  currently  in  a phase- 
out situation  with  staff  and  program  activity  be- 
ing substantially  reduced. 

The  community  health  education  consortia  at 
Chadron  State  College  and  Kearney  State  College 
will  be  allowed  to  terminate  in  late  1973.  Funding 
for  the  Nebraska  Project  for  Respiratory  Therapy 
at  Immanuel  Medical  Center  in  Omaha  will  also 
continue  until  late  this  year. 

It  is  anticipated  that  the  program  will  be  com- 
pletely terminated  and  all  reports  will  have  been 
prepared  by  mid-February  of  1974.  A formal  re- 
port and  indepth  analysis  of  the  program’s  termina- 
tion will  be  made  in  the  Policy  Committee’s  Annual 
Report  to  the  House  of  Delegates  in  the  Fall  of 
1973. 

4.  The  Policy  Committee  was  requested  by  the 
AMA  to  consider  endorsement  of  the  current  Medi- 
credit  Bill  in  Congress.  This  action  was  considered 
by  the,  committee  and  endorsement  of  the  current 
version  of  the  bill  was  given. 

The  Health  Care  Assistance  Act  of  1973  (Medi- 
credit).  as  currently  being  considered  in  the  Con- 
gress (H.R.  2222  and  S.  444)  is  a proposal  for 
federal  financing  of  health  insurance.  Medicredit 
would  pay  the  full  cost  of  health  insurance  for  those 
too  poor  to  buy  their  own;  it  would  help  those 
who  cannot  afford  to  pay  part  of  their  health  in- 
surance premium  (the  less  they  can  afford  to  pay, 
the  more  the  government  would  assist);  and  it 
would  see  to  it  that  no  American  will  have  to 
banki’upt  themselves  because  of  the  cost  of  a long- 
lasting  catastrophic  illness.  This  bill  addresses 
itself  only  to  financing  health  care;  while  other 
legislation  and  programs  involve  medical  manpower 
supply  and  distribution,  the  method  of  delivering 
care,  and  other  problems  such  as  environment, 
health  education,  and  peer  review. 

The  Policy  Committee  recommends  that  the 
House  of  Delegates  go  on  record  as  endorsing  the 
AMA’s  Medicredit  Proposal  as  currently  being  con- 
sidered in  the  Congress. 

5.  Blue  Shield  Referendum.  At  the  Fall  Ses- 
sion in  September  of  1972,  the  House  of  Delegates 


July,  1973 


283 


directed  that  the  Policy  Committee  develop  and 
carry  out  a referendum  of  the  NMA  membership 
concerning  the  relationship  of  members  of  the  Ne- 
braska Medical  Association  and  individual  third 
party  carriers. 

This  activity  was  completed  utilizing  the  NMA’s 
accounting  firm  of  Dana  Cole  & Company  and  in 
December  of  1972,  the  result  of  the  referendum  was 
reported  in  an  NMA  NEWSLETTER  as  follows: 

I support  a continuing  relationship  by  the 
Nebraska  Medical  Association  and  indi- 
vidual members  with  Nebraska  Blue 
Shield  — 452  — 51.48% 

I do  not  support  a continuing  relationship 
of  the  Nebraska  Medical  Association  and 
individual  members  with  Nebraska  Blue 
Shield  — 426  — 48.52% 

Total  ballots  returned  — 878 

ITEMS  FOR  INFORMATION  OF  THE 
HOUSE  OF  DELEGATES 

A.  The  Policy  Committee  was  asked  to  consider 
the  appropriation  being  requested  by  the  Uni- 
versity of  Nebraska  for  the  purpose  of  construct- 
ing a new  Life  Sciences  Building  on  the  Lincoln 
campus.  After  considerable  study,  the  Policy  Com- 
mittee supported  a Life  Sciences  Building  proposal. 
Upon  gathering  sufficient  data  regarding  a pro- 
posal and  reviewing  the  current  situation  regard- 
ing students  in  the  College  of  Arts  and  Sciences, 
it  was  the  unanimous  decision  of  the  committee  to 
support  the  proposal  for  a totally  new  stracture 
on  the  University  of  Nebraska  Lincoln  campus. 
This  attitude  was  transmitted  to  the  Legislature’s 
Budget  Committee  by  letter. 

B.  The  committee  endorsed  Doctor  Jack  Ander- 
son’s appointment  as  Director  of  the  State  Depart- 
ment of  Public  Institutions.  The  committee  voted 
in  favor  of  Doctor  Anderson’s  appointment  to  this 
position  and  an  NMA  representative  appeared  at 
the  hearing  before  the  Legislature’s  Committee  on 
Committees  in  support  of  Doctor  Andei’son.  Ap- 
proval of  the  Legislature  was  given  by  a vote  of 
30  to  12. 

C.  During  recent  months  Nebraska  Blue  Cross- 
Blue  Shield  was  requested  to  consider  the  major 
medical  maximum  limitation  on  coverage  being 
offered  to  NMA  members  and  employees.  It  was 
found  that  for  a rather  small  increase  in  premium 
rates  a maximum  limit  of  $300,000  for  major  medi- 
cal coverages  could  be  obtained.  This  coverage 
was  made  available  on  April  1,  1973  to  participants 
in  the  program. 

D.  The  Policy  Committee  was  asked  to  name  a 
nominee  to  the  U.S.  Pharmacopoeial  Convention. 
The  committee  nominated  Doctor  Mai-vin  Holsclaw 
to  this  position,  following  his  acceptance  of  this 
action. 

E.  The  Policy  Committee  considered  in  some 
detail  the  “certification  of  need”  responsibility  in 
state  government  as  prescribed  in  H.R.  1,  the  So- 
cial Security  Amendments  of  1972.  Following  con- 
siderable deliberation,  the  committee  contacted  the 
Governor  of  Nebraska  recommending  that  the  State 
Department  of  Health’s  Advisory  Council  on  Hos- 
pital and  Medical  Facilities  be  selected  for  this 
responsible  position.  This  Advisory  Council  was 
subsequently  named  by  the  Governor. 


F.  The  committee  considered  its  delegate  ex- 
change arrangement  with  the  Nebraska  Dental  As- 
sociation and  selected  Doctor  Lawrence  C.  Bausch 
of  Lincoln  to  serve  as  the  NMA’s  delegate  to  the 
upcoming  Annual  Meeting  of  the  Nebraska  Dental 
Association.  It  is  anticipated  that  a representative 
of  the  Dental  Association  will  be  present  at  this 
Session  of  our  House  of  Delegates. 

Respectfully  submitted, 

Frank  P.  Stone,  M.D.,  Chairman 

AD-HOC  COMMITTEE  ON  ABORTION 

Russell  L Gorthey,  M.D.,  Chairman,  Lincoln ; Robert  Luby, 
M.D.,  Omaha  : Robert  Messer,  M.D.,  Omaha : Joseph  Scott, 
M.D.,  Omaha;  Roger  Jernsti’om,  M.D.,  Omaha;  Lyle  Nelson, 
M.D..  Crete. 

In  January  of  this  year,  the  United  States  Su- 
preme Court  announced  sweeping  revisions  for  abor- 
tion in  this  country  which  resulted  in  Nebraska’s 
abortion  law  being  declared  unconstitutional. 

Subsequently,  a bill  proposing  an  abortion  law 
in  Nebraska,  LB  286,  was  introduced  by  Senator 
John  DeCamp  of  Neligh.  Following  the  intro- 
duction of  this  bill,  our  President,  Doctor  Stone, 
asked  me  to  seive  as  Chairman  of  an  Ad-Hoc 
Committee  on  Abortion.  In  addition,  he  appointed 
Doctors  Robert  Luby,  Robert  Messer,  Joseph  Scott, 
Roger  Jernstrom,  all  of  Omaha,  and  Lyle  Nelson 
of  Crete  to  seiwe  on  this  committee.  The  commit- 
tee held  several  meetings  with  the  NMA  legal 
counsel  and  appeared  at  the  public  hearing  on  this 
bill  on  March  6th.  At  the  hearing,  all  members 
testified  to  the  medical  aspects  of  the  legislation 
and  recommended  certain  modifications  in  the  bill 
to  make  it  consistent  with  the  Supreme  Court  ruling 
and  consistent  with  good  medical  care.  As  would 
be  expected,  this  issue  created  intensive  contro- 
versy, and  at  the  hearing  many  organizations  and 
individuals  appeared  both  in  support  and  opposition 
to  the  bill.  During  the  weeks  that  ensued,  mem- 
bers of  the  Ad-Hoc  Committee  met  on  numerous 
occasions  with  the  Public  Health  and  Welfare  Com- 
mittee of  the  Legislature  in  an  effort  to  develop 
workable  legislation.  However,  only  recently  the 
committee  reported  out  a bill  which,  in  our  opinion 
and  that  of  our  legal  counsel,  is  not  medically  cor- 
rect nor  constitutionally  sound. 

Since  that  time,  the  committee  has  again  met 
and  prepared  a critique  on  the  bill  reported  out 
by  the  committee  as  well  as  making  amendments 
to  the  bill  which  we  could  support.  It  was  de- 
cided by  the  Ad-Hoc  Committee  that  the  only  way 
for  the  medical  profession  to  obtain  the  under- 
standing of  the  legislators  was  to  initiate  a cam- 
paign of  pei’sonal  contact  with  Senators  during  the 
Easter  recess.  Material  was  prepared  and  mailed 
to  all  49  legislators.  Further,  the  Ad-Hoc  Com- 
mittee called  some  23  physicians  seeking  their  as- 
sistance in  contacting  members  of  the  Legislature. 
We  are  hopeful  this  will  be  a successful  campaign, 
and  to  date  we  have  had  a positive  response.  In 
fact,  one  Senator  has  indicated  his  willingness  to 
introduce  all  of  the  necessary  amendments  for 
the  Association  at  the  time  this  bill  comes  up  for 
discussion  on  Genei-al  File. 

At  all  times,  the  committee  has  attempted  to 
seek  legislation  which  provides  clear  medical  guide- 
lines for  abortion  in  Nebraska.  In  doing  this,  we 
have  made  every  effort  to  represent  the  views  of 
the  physicians  of  this  state.  The  committee  does 
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feel  that  our  position  would  be  significantly 
strengthened  if  the  House  of  Delegates  were  to 
endorse  the  activities  of  the  Ad-Hoc  Committee. 
Further,  your  committee  would  strongly  recommend 
your  endorsement  of  the  abortion  guidelines  pub- 
lished by  the  American  College  of  Obstetrics  and 
Gynecology  as  found  in  the  report  of  the  Maternal 
and  Child  Health  Committee  in  your  Handbook. 
Your  strong  support  on  these  two  issues  will  be  of 
vital  assistance  to  us  as  the  bill  proceeds  through 
the  Legislature.  Your  committee  would  welcome 
any  comments  that  the  membership  might  have. 

Respectfully  submitted, 

Russell  L.  Gorthey,  M.D.,  Chainnan 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PHYSICIAN’S  ASSISTANT 

Dean  A,  McGee,  M.D.,  Chairman,  Lexington ; Wm.  DeRoin, 
M.D.,  Omaha:  Dan  A.  Nye.  M.D..  Kearney:  Robert  Waters, 
M.D.,  O’Neill  : Joe  Saults,  M.D,  Mullen ; Warren  Miller,  M.D., 
Columbus : Donald  Pavelka,  M.D.,  Omaha : John  Heinke,  M.D., 
Scottsbluff. 

PURPOSE:  Refer  to  Reference  Committee  Re- 

port #4,  of  the  House  of  Delegates  on  May  3,  1972. 

MEETINGS:  This  committee  met  on  December 

14,  1972.  This  was  a combined  meeting  of  the 
Ad-Hoc  Committee  with  NMA  officers,  Nebraska 
Legislative’s  Health  and  Welfare  Committee,  and 
administrators  of  the  University  of  Nebraska  Col- 
lege of  Medicine. 

Conclusions  of  this  meeting  include: 

a.  Physician’s  assistants  should  be  certified. 

b.  P.A.  must  work  under  the  direct  superwision 
of  qualified  physicians. 

c.  P.A.  certification  on  basis  of  completion  of  a 
qualified  course  of  training  as  defined  by 
AM  A Council  on  Education  and  National 
Board  of  Medical  Examiners. 

d.  P.A.s  completing  course  at  University  of  Ne- 
braska will  receive  a B.S.  degree. 

e.  Need  for  suiwey  of  physicians  of  State  of 
Nebraska  regarding  their  interest  in  the  P.A. 

f.  Bill  for  description  and  certification  of  the 
P.A.  will  be  introduced  in  next  Session  of  the 
Legislature. 

g.  Excellent  coordination  established  between 
NMA,  University  of  Nebraska  College  of 
Medicine  and  Legislature. 

h.  Complete  report  of  P.A.  status  at  U.N.M.C. 
made. 

This  committee  met  again  on  January  11,  1973, 
at  the  Headquarters  Office.  Present  were  the  Ad- 
Hoc  Committee;  University  of  Nebraska  Medical 
College  representatives;  Senator  Loren  Schmit;  Rex 
Higley,  Director  of  the  Bureau  of  Examining 
Boards;  Henry  Smith,  M.D.,  Director  of  the  State 
Health  Department;  and  Gary  Snowden,  Legal 
Counsel  of  the  State  Health  Department. 

Open  discussion  of  amendments  and  mtent  of 
governing  rules  of  LB  101,  was  accomplished  and 
final  draft  will  be  approved  by  the  committee  be- 
fore public  hearing. 

LB  101  was  already  on  open  file  with  the  Ne- 
braska State  Legislature.  At  the  time  of  this 
report,  the  Governor  has  signed  the  bill. 


In  March,  1973,  all  physicians  in  the  State  of 
Nebraska  were  sent  questionnaires  conceming 
acceptance  of  the  P.A.  and  his  duties.  Response  by 
the  physicians  was  poor  in  that  only  30%  of  the 
questionnaires  were  returned.  Final  computer 
printout  of  the  results  has  not  been  evaluated  at 
this  time  but  should  be  made  public  within  the 
next  month. 

CONCLUSIONS: 

1.  The  Physician’s  Assistant  program  is  a reality 
at  the  University  of  Nebraska  Medical  Cen- 
ter. Five  students  are  now  in  training  at 
the  Shephard  Airforce  Center.  The  first 
class  starting  at  the  University  will  he  in 
July,  1973. 

2.  LB  101  has  been  approved  and  regulates  the 
certification  and  performance  of  the  P.A. 
in  a manner  protecting  the  interests  of  the 
NMA  and  insuring  continued  quality  medical 
sei-vices  to  the  citizens  of  the  State  of  Ne- 
braska. 

3.  The  seiwices  of  physicians  in  the  state  will 
be  needed  to  assist  in  part  of  the  second  year 
of  training  of  the  P.A. 

4.  The  Ad-Hoc  Committee  will  continue  to  co- 
operate with  the  State  Legislature  and  the 
University  of  Nebraska  College  of  Medicine 
to  implement  the  P.A.  program. 

5.  The  sui-vey  of  the  physicians  will  be  reported 
to  the  NMA  in  one  month. 

6.  There  still  remains  a great  need  for  informa- 
tion and  definition  of  the  P.A.  for  the  physi- 
cians of  the  NMA. 

Respectfully  submitted. 

Dean  A.  McGee,  M.D.,  Chairman 

Report  of 

Board  of  Councilors 

• First  Session 

The  first  session  of  the  Board  of  Councilors  was 
held  Sunday,  April  29,  1973,  at  the  Holiday  Inn, 
Kearney.  The  following  Councilors  were  present: 
Doctors  Thomas  Gurnett,  Louis  Gogela,  H.  C. 
Stewart,  Robert  Benthack,  Robert  Sorensen,  Houtz 
Steenburg,  Lyle  Nelson,  RoberT  Waters,  Hiram 
Walker,  Fred  Rutt,  and  Bruce  Claussen. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Doctor  Houtz  Steenburg. 

Doctor  Steenburg  called  for  approval  of  the 
minutes  of  the  Fall  Session,  which  were  published 
in  the  December,  1972,  issue  of  the  Nebraska 
Medical  Journal.  These  were  approved  as  printed. 

Doctor  Steenburg  called  for  nominations  for  one 
member  of  the  Board  of  Directors,  the  term  of  Doc- 
tor R.  Russell  Best  expiring.  It  was  moved  that 
this  be  delayed  until  the  second  session,  and  this 
was  approved. 

Nominations  for  one  member  of  the  Medicolegal 
Advice  Committee  were  called  for,  the  ter-m  of 
Doctor  0.  A.  Kostal  expiring.  It  was  moved  and 
seconded  that  Doctor  Kostal  be  re-elected  and  this 
was  approved. 
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Nominations  for  one  member  of  the  Council  on 
Professional  Ethics  were  called  for,  the  term  of 
Doctor  Arnold  Lempka  expiring.  It  was  moved  and 
seconded  that  Doctor  Lempka  be  re-elected,  and  this 
was  approved. 

The  Board  of  Councilors  next  considered  the  re- 
ports w'hich  were  contained  in  the  Handbook  and 
approved  the  following  without  comment;  Annual 
Audit,  Delegate  to  the  AMA,  Ad-Hoc  Committee 
on  the  Nebraska  Health  Project,  Constitution  and 
By-Laws,  Geriatrics,  Medicine  and  Religion,  Policy, 
Relative  Value  Study,  Ad-Hoc  Committee  on  Abor- 
tion, Ad-Hoc  Committee  on  the  Physician’s  Assist- 
ant, and  the  Sub-Committee  on  Athletic  Injuries. 

In  considering  the  report  of  the  Board  of  Direc- 
tors, it  was  the  concensus  of  the  Board  that  the 
price  of  the  new  Relative  Value  Study  should  be 
more  than  the  proposed  $3.50  in  the  report. 

In  considering  the  report  of  the  Maternal  and 
Child  Health  Committee,  there  was  considerable  dis- 
cussion on  the  Statement  on  Abortion,  and  the 
Board  wondered  if  the  Association  really  wanted 
this  to  be  our  position  on  abortion. 

In  considering  the  report  of  the  Insurance  and 
Prepayment  Medical  Care  Committee,  Doctor  Gur- 
nett  moved  that  we  request  a list  of  the  members 
of  the  Hospital  Advisory  Committee  and  of  the 
Medical  Directors  Physicians  Advisory  Committee 
referred  to  in  Item  “e”  of  the  report,  and  that 
these  be  published  and  made  available  to  the  dele- 
gates, alternates,  officers  and  committees  of  the 
Nebraska  Medical  Association.  This  was  approved. 
The  last  paragraph  of  this  repoiT  was  discussed 
and  it  was  noted  that  the  Constitution  and  By-Laws 
does  enable  this  committee  to  deal  with  all  third 
party  carriers.  In  view  of  this,  it  was  recom- 
mended that  this  last  paragraph  be  deleted  from 
the  report. 

The  requests  for  Life  Membership  were  consid- 
ered and  approved. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Report  of 

Board  of  Councilors 

Second  Session 

The  second  session  of  the  Board  of  Councilors 
was  held  Monday,  April  30,  1973.  The  meeting 
was  called  to  order  by  the  Chairman,  Doctor  Steen- 
burg. 

The  following  Councilors  were  present:  Doctors 

Thomas  Gurnett,  Louis  Gogela,  H.  C.  Stewart, 
Robert  Benthack,  Houtz  Steenburg,  Robert  Waters, 
Hiram  Walker,  Fred  Rutt,  and  Bruce  Claussen. 

The  minutes  of  the  first  session  of  the  Board  of 
Councilors  were  approved  as  printed. 

Doctor  Steenburg  called  for  election  of  one  mem- 
ber of  the  Board  of  Directors.  It  was  moved  that 
Doctor  Dwight  W.  Burney,  Jr.,  of  Omaha  be  elected 
to  this  office,  and  this  was  approved  by  the  Board 
of  Councilors. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


Report  of 

House  of  Delegates 

First  Session 

The  first  session  of  the  House  of  Delegates  was 
held  Sunday,  April  29,  1973,  at  the  Holiday  Inn, 
Kearney.  The  House  was  called  to  order  by  the 
Speaker,  Dr.  McFadden. 

The  call  for  a quorum  showed  60  delegates  were 
present,  and  the  House  was  declared  in  session. 

Oral  reports  wei’e  called  for  and  the  following 
were  presented: 

Dr.  Robert  B.  Hunter’,  Member  of  the  A.M.A. 
Board  of  Trustees. 

Dr.  Thomas  Taylor,  President-Elect,  Kansas 
Medical  Society.  Dr.  Taylor  proposed  that  the  two 
associations  of  Kansas  and  Nebraska  work  closer 
with  each  other,  particularly  in  the  area  of  socio- 
economics. Following  Dr.  Taylor’s  report.  Dr.  Mc- 
Whorter moved  that  we  accept  the  recommenda- 
tion of  the  Kansas  Medical  Society.  This  was  ap- 
proved by  the  House. 

Dr.  Robert  Sparks,  Chancellor,  University  of 
Nebraska  College  of  Medicine 

Dr.  Robert  Kugel  Dean,  University  of  Nebraska 
College  of  Medicine 

Dr.  Joseph  Holthaus,  Dean,  Creighton  Univer- 
sity School  of  Medicine 

Dr.  C.  C.  Case,  Nebraska  City,  Official  Repre- 
sentative of  the  Nebraska  Dental  Association 

Dr.  J.  P.  Gilligan,  Chairman,  Medicolegal  Ad- 
vice Committee. 

Dr.  Henry  Smith,  Dii’ector,  State  Department 
of  Health 

Dr.  McFadden  called  for  approval  of  the  Fall 
Session  minutes,  which  were  published  in  the  Decem- 
ber, 1972,  issue  of  the  Nebraska  Medical  Journal. 
These  were  approved  as  printed. 

The  selection  of  Reference  Committee  members, 
as  printed  in  the  Handbook,  were  approved. 

The  following  members  of  the  Nominating  Com- 
mittee were  approved; 

1st  District  — Dr.  Donald  Pavelka 
2nd  District  — Dr.  Herbert  Reese 
3id  District  — Dr.  Patrick  Gillespie 
4th  District  — Dr.  James  Carlson 
5th  District  — Dr.  Warren  Miller 
6th  District  — Dr.  Richard  Forsman 
7th  District  — Dr.  R.  L.  Cassel 
8th  District  — Dr.  Thomas  Wallace 
9th  District — Dr.  James  Peck 

10th  District  — Dr.  H.  A.  McConahay 

11th  District  — Dr.  Robert  Getty 

12th  District  — Dr.  John  Ruffing 

The  requests  for  Life  Membership  were  read  by 
Dr.  McFadden,  and  these  were  referred  to  Reference 
Committee  #4. 

The  following  committee  assignments  were  made 
of  the  reports  and  resolutions: 

Reference  Committee  #1 

Annual  Audit 

Board  of  Directors 
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Nebraska  Medical  Foundation 
Sub-Committee  on  Athletic  Injuries 
Policy  Committee  — Informational  Items 
Resolution  #2  — Omaha  — House  Officer 
Membership 

Resolution  #3  — Omaha  — Reporting  House 
Actions  to  Delegates 
Proposal  of  the  Kansas  Medical  Society 
Legislative  Information 
1973  Membership  Information 

Reference  Committee  #2 
Delegate  to  the  A.M.A. 

Policy  Committee  — Item  #1  — PSRO 
Resolution  #1  — Lancaster  — Opposition  to 
PSRO 

Resolution  #4  — Omaha  — Opposition  to 
PSRO 

Resolution  #5  — Omaha  — A.M.A.  Member- 
ship in  World  Medical  Association 

Reference  Committee  #3 
Constitution  and  By-Laws 
Ad-Hoc  Committee  on  the  Nebraska  Health 
Project 

Insurance  and  Prepayment  Medical  Care 
Policy  Committee  ■ — Item  #2  • — Relationship 
with  Blue  Shield 

Policy  Committee  — Item  #5  — Blue  Shield 
Referendum 

Reference  Committee  #4 
Geriatrics 

Medicine  and  Religion 
Public  Relations 

Policy  Committee  — Item  #3  — Regional 
Medical  Program 

Ad-Hoc  Committee  on  Physician’s  Assistant 
Resolution  #6  — Omaha  — Third  Party  Rounds 
Resolution  #7  — Scotts  Bluff  — Establishing 
Training  Center  for  Technician  Generalists 
Resolution  #8  — Buffalo  — • Phase  III  Wage 
and  Price  Controls 

Reference  Committee  #.5 
Maternal  and  Child  Health 
Relative  Value  Study 

Policy  Committee  — Item  #4  ■ — Medicredit 
Ad-Hoc  Committee  on  Abortion 

There  being  no  further  business,  the  House  was 
recessed  until  Monday. 

House  of  Delegates 

Second  Session 

The  second  session  of  the  House  of  Delegates 
was  held  Monday,  April  30th,  1973.  The  House 
was  called  to  order  by  Dr.  Landgraf,  Vice  Speaker. 

The  call  for  a quoram  showed  63  delegates  were 
present,  and  the  House  was  declared  in  session. 

Approval  of  the  minutes  of  the  first  session  was 
called  for  and  these  were  approved  as  printed. 

An  oral  report  on  AMA-ERF  was  given  by  Mrs. 
J.  Whitney  Kelley. 

Dr.  Landgraf  called  for  reports  of  the  Reference 
Committee,  and  the  following  were  presented: 


Reference  Commitlee  #1 

Your  Reference  Committee  #1  considered  eight 
reports  and  two  resolutions.  The  Reference  Com- 
mittee submits  the  following  report  and  recommen- 
dations; 

(1)  ANNUAL  AUDIT  REPORT 

Your  Committee  noted  that  the  Nebraska  Medical 
Association  remains  solvent.  Discussion  centered 
around  the  financial  plight  of  the  Nebraska  Medical 
Journal  including  the  hardship  engendered  by  pay- 
ment of  the  unrelated  taxes  imposed  by  the  Internal 
Revenue  Service.  The  Audit  Report  indicated  an 
expenditure  of  $5,700  in  salaries  to  the  Editor  and 
administrative  personnel.  For  clarification,  it  is 
noted  that  the  salary  of  the  Editor  is  $1,200  per 
year. 

Recommendation : 

Mr.  Speakei’,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in  the 
Handbook.  This  was  approved  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS 
The  report  of  the  Board  of  Directors  was  re- 
viewed by  your  committee.  Particular  note  was 
taken  of  the  recommendation  that  the  Associa- 
tion should  recoup  pi'oduction  costs  of  the  Relative 
Value  Study  publication. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in  the 
Handbook.  This  was  approved  by  the  House. 

(3)  REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

The  Report  of  the  Nebraska  Medical  Foundation 
was  reviewed  by  your  committee.  In  honor  and 
memory  of  our  late  Speaker,  Dr.  William  Nutz- 
man,  it  is  befitting  that  the  House  take  cognizance 
of  the  memorial  that  has  been  established. 

Recommendation 

Mr.  Speaker,  your  Refei’ence  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in  the 
Handbook.  This  was  approved  by  the  House. 

(4)  REPORT  OF  THE  SUB-COMMITTEE  ON 
ATHLETIC  INJURIES 

The  Chairman  of  the  Sub-Committee,  John  E. 
Murphy,  M.D.,  appeared  in  behalf  of  this  interim 
report.  Since  Congressional  action  is  probable,  it 
may  benefit  us  to  adopt  a standard  survey  form. 
The  Sub-Committee  would  welcome  your  comments 
and  criticisms  of  the  proposed  fonn  so  that  modifi- 
cation can  be  made  before  it  is  submitted  for  ap- 
proval by  the  House  at  the  Fall  meeting. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  the  Report  as  carried  in  the 
Handbook.  This  was  approved  by  the  House. 

(5)  REPORT  OF  THE  POLICY  COMMITTEE  — 
ITEMS  FOR  INFORMATION 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in  the 
Handbook.  This  was  approved  by  the  House. 

(6)  RESOLUTION  #2  — REGARDING  HOUSE 
OFFICER  MEMBERSHIP  (OMAHA) 

This  resolution  reads  as  follows: 
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WHEREAS,  in  recent  years  we  have  seen  a 
marked  increase  in  the  number  of  House  Of- 
ficers receiving  their  training  in  Nebraska  hos- 
pitals, and 

WHEREAS,  these  House  Officers  may  be- 
come members  of  County  Medical  Societies 
without  the  right  of  vote  or  representation, 
and 

WHEREAS,  House  Officers  are  asking  for  a 
greater  voice  and  a broader  scope  in  matters 
pertaining  to  medicine,  as  evidenced  by  the 
formation  of  The  Physicians  National  House 
Officers  Association,  and 

WHEREAS,  23  state  medical  societies  are 
granting  full  membership  privileges  to  interns 
and  residents,  and 

WHEREAS,  over  300  Nebraska  House  Offi- 
cers are  i-epresented  by  two  delegates  from 
each  medical  school  group  to  the  House  of  Dele- 
gates of  the  Nebraska  Medical  Association; 
be  it  therefore 

RESOLVED,  that  the  Speaker  of  the  Ne- 
braska Medical  Association  House  of  Delegates 
appoint  an  ad-hoc  committee  to  study  the  pos- 
sibility of  full  membership  for  House  Officers 
in  the  County  Societies  and  State  Medical  As- 
sociation. 

Several  members  appeared  in  support  of  this 
Resolution  including  Dr.  Kenton  Shaffer,  Delegate 
representing  the  House  Officers  at  the  University 
of  Nebraska.  Cun-ently,  House  Officers  cannot  be 
voting  members  of  the  Association  even  though 
licensed  to  practice  medicine  in  the  State  of  Ne- 
braska. Any  House  Officer  in  the  State  of  Ne- 
braska must  be  affiliated  with  their  I’espective  or- 
ganizations at  one  or  the  other  medical  schools  in 
order  to  be  represented  in  the  House. 

Your  Reference  Committee  is  in  sympathy  with 
the  Resolution  but  recommends  that  the  Ad-Hoc 
Committee  report  back  to  the  House  at  the  next 
meeting. 

Recommendations 

#1.  Mr.  Speaker,  your  Reference  Committee  rec- 
ommends amendment  of  Resolution  #2,  by  addition 
to  the  last  paragraph,  “Such  ad-hoc  committee  will 
present  its  recommendations  to  the  1973  Fall  meet- 
ing of  the  House  of  Delegates  of  the  Nebraska 
Medical  Association.”  This  was  approved  by  the 
House. 

#2.  Your  Reference  Committee  recommends  ap- 
proval of  Resolution  #2  as  amended.  This  was 
approved  by  the  House. 

(7)  RESOLUTION  #3  — REGARDING  REPORT- 
ING HOUSE  ACTIONS  TO  DELEGATES 
(OMAHA) 

This  resolution  reads  as  follows: 

WHEREAS,  it  is  important  and  necessary 
that  business  conducted  by  the  House  of  Dele- 
gates frequently  requires  further  action  by  the 
Nebraska  Medical  Association;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  administrative  staff,  periodical- 
ly report,  by  letter,  to  the  delegates  and  alter- 
nates action  and  results  of  such  resolutions. 


when  appropriate,  before  the  next  meeting  of 
the  House. 

Considerable  discussion  ensued  concerning  the 
need  for  better  communication  between  the  Ne- 
braska Medical  Association  and  the  membership. 
Actions  taken  by  the  Policy  Committee,  the  man- 
ner of  implementation  of  resolutions,  progress  re- 
ports of  various  committees,  etc.,  are  items  of 
interest  that  could  be  stimulating  to  the  member- 
ship between  sessions  of  the  House. 

Recommendations 

#1.  Mr.  Speaker,  your  Reference  Committee  rec- 
omends amendment  of  Resolution  #3  to  read  as 
follows: 

“BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  administrative  staff,  peri- 
odically report,  by  a letter,  the  Nebraska  Medi- 
cal Journal,  or  other  appropriate  means,  the 
action  taken  on  resolutions  approved  by  the 
House,  progress  reports  of  committee  activi- 
ties including  action  taken  by  the  Policy  Com- 
mittee, etc.,  when  such  information  is  deemed 
appropriate.” 

This  was  approved  by  the  House. 

#2.  Mr.  Speaker,  your  Reference  Committee 
recommends  approval  of  Resolution  #3  as  amend- 
ed. This  was  approved  by  the  House. 

(8)  GREETINGS  FROM  THE  KANSAS  MEDI- 
CAL SOCIETY 

We  certainly  appreciated  the  words  of  friend- 
ship extended  by  the  Kansas  Medical  Society  and 
wish  their  President,  Dr.  Kenny  Graham,  a speedy 
recovery  from  his  illness.  The  committee  consid- 
ered the  proposal  that  the  Kansas  Medical  Society 
and  the  Nebraska  Medical  Association  work  closely 
with  each  other  in  the  functions  of  the  AMA  and 
in  particular,  in  the  area  of  socio-economics.  We 
certainly  would  welcome  avenues  that  would  pro- 
mote greater  liaison  with  our  sister  state.  To 
this  end,  we  propose  extending  an  invitation  unto 
the  Kansas  Medical  Society  to  join  with  Nebraska 
as  a member  of  the  North  Central  Medical  Confer- 
ence. This  was  seconded.  Dr.  Coe  stated  that  the 
invitation  should  be  extended  by  the  North  Central 
Medical  Conference  and  not  by  the  Nebraska  Medi- 
cal Association.  He  moved  that  our  Delegate  to 
the  North  Central  Medical  Conference  be  instruct- 
ed to  request  that  the  Conference  extend  an  invita- 
tion to  the  Kansas  Medical  Society  to  join  this 
Conference.  This  was  approved  by  the  House. 
The  House  then  approved  this  section  of  the  Refer- 
ence Committee  report  as  amended. 

(9)  LEGISLATIVE  INFORMATION 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  submitted. 
This  was  approved  by  the  House. 

(10)  1973  MEMBERSHIP 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  submitted. 
This  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OP 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #1  AS  A WHOLE  AS  AMENDED.  This 
was  approved  by  the  House. 
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At  this  time,  I would  like  to  extend  my  appre- 
ciation to  the  members  of  the  House  who  appeared 
before  the  committee  and  participated  in  the  dis- 
cussions. I would  also  like  to  thank  Dr.  Wm.  Doer- 
ing and  Dr.  Richard  Cottingham  for  their  assistance 
in  the  preparation  of  the  report. 

Respectfully  submitted, 

Harlan  L.  Papenfuss,  M.D., 
Chairman 

Wm.  Doering,  M.D. 

Richard  A.  Cottingham,  M.D. 

Reference  Committee  #2 

Reference  Committee  #2  considered  two  reports 
and  three  resolutions.  The  Reference  Committee 
submits  the  following  report  and  recommenda- 
tions: 

(1)  RESOLUTION  #5  — AMA  MEMBERSHIP  IN 
WORLD  MEDICAL  ASSOCIATION  (OMAHA) 

This  resolution  reads  as  follows: 

RESOLVED,  that  the  American  Medical  As- 
sociation continue  its  membership  in  the  World 
Medical  Association. 

Fiscal  Note:  Expenditure  not  to  exceed  $75,- 
000  per  annum. 

Testimony  before  the  committee  informed  us  that 
the  AMA  has  dropped  membership  in  the  World 
Medical  Association  due  to  expenses  of  sending  dele- 
gates in  excess  of  $400,000  annually.  It  was  the 
intent  of  the  resolution  to  bring  this  matter  in 
fi’ont  of  the  AMA  House  of  Delegates  for  reconsid- 
eration with  a dollar  limitation  of  expenses  at- 
tached. No  testimony  in  opposition  was  heard. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends adoption  of  Resolution  #5.  This  was 
approved  by  the  House. 

(2) .  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

This  was  an  informational  item. 

Several  questions  were  asked  of  the  Delegate, 
Dr.  John  Schenken,  and  were  clarified  by  him. 

Your  Reference  Committee  again  commends  our 
Delegates  to  the  AMA  and  the  excellent  represen- 
tation provided  by  them  for  the  State  of  Ne- 
braska. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  the  Report  of  the  Delegate  to 
the  AMA  as  carried  in  the  Handbook.  This  was 
approved  by  the  House. 

(3)  RESOLUTION  #4  — OPPOSITION  TO  PSRO 
(OMAHA) 

This  resolution  reads  as  follows: 

WHEREAS,  PL  92-603  provides  for  a Pro- 
fessional Standards  Review  Organization  which 
purports  to  improve  the  quality  and  reduce  the 
cost  of  medical  care  through  political  and 
bureaucratic  intervention;  and 

WHEREAS,  P.S.R.O.  was  opposed  by  the 
AMA  in  testimony  before  Congress  in  1970; 
and 

WHEREAS,  P.S.R.O.  violates  the  principle 
of  non-interference  in  the  practice  of  medicine 
as  guaranteed  by  Sec.  1801  of  PL  89-97  and 


the  voluntaiy  Utilization  Review  mechanism 
as  pi’omulgated  by  this  law;  and 

WHEREAS,  P.S.R.O.  will  inevitably  expand 
bureaucracy  in  the  medical  care  field  at  a cost 
far  beyond  its  purported  savings;  and 

WHEREAS,  violators  of  government  sub- 
sidy of  medical  care  can  already  be  detected 
and  punished  through  existing  laws  and  regu- 
lations; and 

WHEREAS,  the  medical  profession  is  already 
pre-judged  to  have  failed  if  P.S.R.O.  does  not 
work;  this  prejudgement  being  made  by  Sen- 
ator Bennett:  “failure  should  result  only  from 
a lack  of  will  on  the  part  of  physicians  to  do 
the  job.” 

RESOLVED,  that  P.S.R.O.  is  contrary  to 
existing  principles  of  medical  practice  as  en- 
dorsed by  the  Nebraska  Medical  Association 
and  adopted  by  the  House  of  Delegates  of  the 
AMA,  (Res.  23,  December  1971);  and  be  it 
further 

RESOLVED,  that  NMA  approve  of  AMA 
opposition  to  P.S.R.O.  (testimony  before  Con- 
gress and  C.M.S.  Report  A,  June  1972)  prior 
to  the  enactment  into  law  of  PL  92-603;  and  be 
it  further 

RESOLVED,  that  the  NMA  continue  to  en- 
dorse and  support  the  existing  voluntary  peer 
review  and  utilization  review  mechanisms  and 
urge  the  repeal  of  Sec.  249F  (P.S.R.O.  of  PL 
92-603. 

No  testimony  was  heard  in  opposition  to  this 
resolution.  Your  Reference  Committee  felt  this 
was  a statement  of  principal  and  was  supported 
by  all  testimony  heard. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  Resolution  #4.  This  was  ap- 
proved by  the  House. 

(4)  RESOLUTION  #1  — OPPOSITION  TO  PSRO 
(LANCASTER) 

This  resolution  reads  as  follows: 

WHEREAS,  the  Professional  Standards  Re- 
view Organization  (P.S.R.O.)  contained  and 
described  in  H.R.  1,  and  recently  passed  by 
Congress  seeks  to  interfere  with  the  practice 
of  medicine  in  the  United  States,  and  will  bear 
directly  and  unfavorably  upon  the  quality 
of  medical  care  received  by  the  citizens  of  the 
United  States,  and 

WHEREAS,  the  original  Medicare  Act  stip- 
ulated that  government  shall  not  interfere  in 
the  practice  of  medicine  in  the  operation  of  the 
Medicare  Act,  and 

WHEREAS,  no  other  profession  as  a class 
will  be  subject  to  such  restrictive,  punitive,  ar- 
bitrary, and  discriminatoiy  mandates  as  those 
assigned  to  the  P.S.R.O.  for  purposes  of  sur- 
veillance over  the  medical  profession,  and 

WHEREAS,  the  P.S.R.O.  act  was  designed 
and  summarily  and  surreptitiously  enacted 
with  no  counsel  from  the  principal  at  whom 
the  act  is  directed,  namely,  the  medical  pro- 
fession; therefore,  be  it 
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RESOLVED,  that  the  Policy  Committee  of 
the  Nebraska  Medical  Association  be  instructed 
to  obtain  legal  counsel  to  study  the  constitu- 
tionality of  the  P.S.R.O.  act  and  to  file  a class 
action  suit  in  behalf  of  the  members  of  the 
Nebraska  Medical  Association  to  repeal  the 
P.S.R.O.  act  or  to  block  its  enforcement. 

Your  Reference  Committee  considered  Resolu- 
tion #4  above  and  this  resolution  together.  Con- 
siderable objection  was  heard  to  the  RESOLVED 
portion  of  Resolution  #1,  both  to  the  expenses  in- 
volved of  hiring  attorneys  to  conduct  an  investi- 
gation and  to  the  filing  of  a class  action  suit. 
It  was  also  brought  out  that  such  work  is  al- 
ready being  done  by  other  medical  oriented  groups. 
It  was  felt  that  the  basic  intent  of  the  resolution 
is  embodied  in  Resolution  #4  above. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends against  approval  of  Resolution  #1.  This 
was  seconded.  It  was  noted  that  the  AAPS  has 
been  working  on  this  matter  and  it  was  suggested 
that  we  inform  them  of  our  action  and  that  we 
are  in  support  of  their  actions.  It  was  also  sug- 
gested that  our  Congressmen  in  Washington  re- 
ceive a copy  of  this  action.  This  information  should 
be  sent  to  those  mentioned  by  the  Executive  Sec- 
retary. This  portion  of  the  Reference  Committee 
report  was  approved  by  the  House. 

(5)  REPORT  OF  POLICY  COMMITTEE  — ITEM 
#1  — RE:  PSRO 

Discussion  of  this  report  again  was  held  in  con- 
junction with  Resolutions  #4  and  #1  above.  There 
are  basically  two  items  in  the  report:  (1)  recom- 
mendation concerning  area  designation  of  a PSRO; 
and  (2)  appointment  of  an  Ad  Hoc  Committee  of 
the  NMA  to  study  and  keep  abreast  of  PSRO  activ- 
ity. 

Regarding  (1),  preponderance  of  the  testimony 
heard  agreed,  for  the  most  part,  with  the  Policy 
Committee’s  statement,  with  one  concern  expressed 
that  such  agreement  could  be  interpreted  as  agree- 
ment with  the  concept  of  PSRO. 

Regarding  (2),  no  testimony  against  appointment 
of  an  Ad  Hoc  Committee  was  presented. 

Recommendations 

#1.  Your  Reference  Committee  recommends 
changing  the  word  “that  when  a PSRO.”  to  “that 
if  a PSRO,”  in  the  last  sentence  of  the  first  para- 
graph. 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends this  amendment  of  the  Policy  Committee 
Report.  This  was  approved  by  the  House. 

#2.  Additionally,  w^e  recommend  that  in  the  last 
sentence  of  the  second  paragraph,  the  words,  “if 
any”  be  added  after  the  second  PSRO  in  the  sen- 
tence so  it  would  then  read,  “.  . . of  the  NMA  to 
study  PSRO  legislation,  the  NMA’s  future  role 
in  the  PSRO,  if  any,  and  . . .” 

Mr.  Speaker,  your  Reference  Committee  I’ecom- 
mends  the  above  amendment  to  the  Policy  Com- 
mittee report.  This  was  approved  by  the  House. 

#3.  Mr.  Speaker,  your  Reference  Committee 
recommends  approval  of  the  Policy  Committee  Re- 
port as  amended.  This  was  approved  by  the  House. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COM- 
MITTEE #2  AS  A WHOLE.  This  was  approved 
by  the  House. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D.,  Chairman 

Allan  C.  Landers,  M.D. 

Warren  G.  Bosley,  M.D. 

Reference  Committee  #3 

Reference  Committee  #3  considered  four  reports. 
The  Reference  Committee  submits  the  following 
report  and  recommendations : 

(1) .  REPORT  OF  THE  CONSTITUTION  AND  BY 

LAWS  COMMITTEE 

Recommendations 

#1.  Reference  Committee  #3  considered  the  re- 
port of  the  Constitution  and  By  Laws  Committee 
as  found  in  the  Handbook  and  recommended  ap- 
proval of  that  committee’s  Recommendations  #1, 
#2,  #3,  #5,  and  #7,  as  written.  This  was  approved 
by  the  House. 

#2.  We  recommend  approval  of  Recommenda- 
tion #4,  regarding  County  Medical  Society  Repre- 
sentation, with  the  following  amendments. 

We  recommend  substitution  of  the  word,  “com- 
ponent” for  the  word,  “county”  in  the  second  sen- 
tence; and  we  recommend  the  substitution  of  the 
following  for  the  last  sentence  in  that  recommen- 
dation: “Any  Component  Society  without  dele- 

gate representation  because  it  had  less  than  five 
members  in  good  standing  on  December  31st  of 
the  preceding  year,  will  become  immediately  eligible 
for  representation  in  the  next  session  of  the  House 
of  Delegates  upon  obtaining  an  increase  in  mem- 
bership to  five  or  more.”  This  was  approved  by 
the  House. 

#3.  We  recommend  approval  of  Recommendation 
#6,  regarding  Student  Membership,  with  the  dele- 
tion of  the  word,  “Direct”  in  the  first  sentence 
of  this  recommendation.  This  was  approved  by 
the  House. 

(2)  AD-HOC  COMMITTEE  ON  THE  NEBRASKA 
HEALTH  PROJECT 

Recommendation 

Your  Reference  Committee  considered  the  Report 
of  the  Ad-Hoc  Committee  on  the  Nebraska  Health 
Project  found  in  the  Handbook  and  recommend  ap- 
proval of  this  report.  In  keeping  with  the  intent 
of  this  report,  we  recommend  that  a standing  com- 
mittee for  health  planning  by  created  by  the  NMA. 
This  committee  should  develop  its  own  guidelines 
for  health  care  and  deal  with  any  agencies,  both 
public  and  private,  involved  in  such  endeavors  in- 
cluding the  Comprehensive  Health  Planning  Agen- 
cies and  the  Nebraska  Health  Project.  We  further 
recommend  that  the  present  Ad-Hoc  Committee  on 
the  Nebraska  Health  Project  be  retained  to  pur- 
sue these  activities  until  the  standing  committee 
can  be  formally  approved  and  appointed. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  our  report.  This  was  approved  by  the  House. 

(3)  REPORT  OF  THE  INSURANCE  AND  PRE 
PAYMENT  MEDICAL  CARE  COMMITTEE 

Recommendations 

#1.  Your  Reference  Committee  considered  the 
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Report  of  the  Insurance  and  Prepayment  Medical 
Care  Committee  as  found  in  the  Handbook  and  rec- 
ommend approval  of  this  report.  This  was  ap- 
proved by  the  House. 

#2.  We  recommend  that  their  recommendation 
for  revision  of  the  Constitution  and  By  Laws,  Sec- 
tion 9,  Page  41  and  42  of  the  Constitution  and  By 
Laws,  be  referred  to  the  Committee  on  Constitu- 
tion and  By  Laws  for  implementation.  The  intent 
of  the  committee’s  recommendation  is  to  authorize 
the  Insurance  and  Prepayment  Medical  Cai’e  Com- 
mittee to  provide  liaison  and  deal  with  all  third 
party  insurance  carriers  in  the  same  manner  as 
presently  authorized  for  Blue  Shield. 

Mr.  Speaker,  I move  adoption  of  this  section 
of  our  report.  This  was  approved  by  the  House. 

For  the  information  of  the  House  at  the  re- 
quest of  the  Board  of  Councilors,  a list  of  the 
Hospital  Advisory  Committee  of  Nebraska  Blue 
Cross  follows:  Mr.  Steve  Brasse,  Columbus;  Mr. 

Max  Coppom,  Scottsbluff;  Mr.  Jim  Cannedy,  Oma- 
ha; Mr.  Rex  Kelly,  Holdrege;  Mr.  Jack  Stiles,  Lin- 
coln; and  Mr.  Walls  Waas,  Seward. 

The  membership  of  the  Physicians  Advisory 
Committee  to  the  Medical  Dii-ector  of  Blue  Shield 
is  as  follows:  Drs.  W.  Quentin  Bradley,  Lincoln; 
John  D.  Coe,  Omaha;  C.  J.  Cornelius,  Jr.,  Sidney; 
James  H.  Dunlap,  Norfolk;  Russell  L.  Gorthey, 
Lincoln;  Werner  P.  Jensen,  Omaha;  Blaine  Y. 
Roffman,  Omaha;  Robert  C.  Rosenlof,  Keaimey;  and 
Harry  Henderson,  Omaha. 

(4)  REPORT  OF  THE  POLICY  COMMITTEE  — 
ITEM  #2 

Recommendations 

#1.  Your  Reference  Committee  considered  Item 
#2  of  the  Policy  Committee  Report  found  in  the 
Handbook  regai’ding  the  relationship  of  the  NMA 
with  Nebraska  Blue  Shield  and  recommend  approval 
of  this  report.  It  is  our  understanding  that  a sim- 
ilar position  paper  will  soon  be  available  to  the 
Insui’ance  and  Prepayment  Medical  Car’e  Committee 
from  Nebraska  Blue  Shield.  This  was  approved  by 
the  House. 

#2.  We  recommend  that  after  considering  these 
two  position  papers,  a digest  be  prepared  by  the 
Insurance  and  Prepayment  Medical  Care  Commit- 
tee and  communicated  to  the  NMA  membership. 
This  digest  should  point  out  any  discrepancies  that 
exist  between  these  position  papei’S.  This  was  ap- 
proved by  the  House. 

Mr.  Speaker,  I move  adoption  of  this  section 
of  our  leport.  This  was  approved  by  the  House. 

(5)  REPORT  OF  THE  POLICY  COMMITTEE  — 
ITEM  #5 

Recommendation 

Your  Refei’ence  Committee  considered  Item  #5 
of  the  Policy  Committee’s  Report  found  in  the 
Handbook  and  recommends  approval  of  this  section 
of  that  report  for  information. 

Mr.  Speaker,  I recommend  approval  of  this  section 
of  our  report.  This  was  appi’oved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE 


#3  AS  A WHOLE.  This  was  approved  by  the 
House. 

Respectfully  submitted, 

C.  J.  Cornelius,  M.D.,  Chairman 
F.  H.  Hathaway,  M.D. 

P.  B.  Olsson,  M.D. 

Reference  Committee  #4 

Reference  Committee  #4  considered  the  applica- 
tions for  Life  Memberships  in  the  Nebraska  Medical 
Association  as  outlined,  as  well  as  four  reports  and 
three  resolutions. 

(1)  LIFE  MEMBERSHIPS 
Recommendation 

Reference  Committee  #4  wishes  to  approve  the 
following  applications  from  representative  County 
Medical  Societies  for  Life  Membership  in  the  Ne- 
braska Medical  Association  as  outlined:  Drs.  Don- 
ald W.  Kingsley,  Sr.,  Hastings;  Otto  A.  Kostal, 
Hastings;  Malcolm  Wilcox,  Kearney;  John  T.  Mc- 
Greer,  Jr.,  Lincoln;  Charles  P.  Waite,  Norfolk; 
R.  L.  Hook,  Rushville;  R.  Russell  Best,  Omaha; 
M.  H.  Brodkey,  Omaha;  Howard  B.  Hunt,  Omaha; 
Vincent  Moragues,  Omaha;  Nathan  Muskin,  Omaha; 
R.  H.  Rasgorsheck,  Omaha;  William  F.  Roth,  Jr., 
Omaha;  John  P.  Gilligan,  Nebraska  City;  William 
C.  Kenner,  Nebraska  City;  Isaiah  Lukens,  Tekamah; 
and  Leslie  E.  Sauer,  Tekamah.  These  were  ap- 
proved by  the  House. 

(2)  REPORT  OF  GERIATRICS  COMMITTEE 
Recommendation 

Your  Reference  Committee  #4  further  consid- 
ered the  Report  of  the  Geriatrics  Committee.  There 
being  no  further  business  conducted  by  this  com- 
mittee since  the  interval  of  September,  1972,  we 
recommend  acceptance  of  this  report.  This  was 
approved  by  the  House. 

(3)  REPORT  OF  MEDICINE  AND  RELIGION 
COMMITTEE 

Recommendation 

Your  Reference  Committee  further  considered  the 
Report . of  the  Medicine  and  Religion  Committee 
as  contained  in  the  Handbook  and  we  wholehearted- 
ly recommend  acceptance  of  this  report.  This 
was  approved  by  the  House. 

(4) .  REPORT  OF  POLICY  COMMITTEE  — ITEM 

#3  — RM3’  PHASE-OUT 

Recommendation 

Your  Reference  Committee  next  considered  the 
Report  of  the  Policy  Committee  specifically  Item 
#3  concerning  the  Nebraska  Regional  Medical  Pro- 
gram phase-out  contained  in  the  Handbook.  We 
wish  to  recommend  acceptance  of  this  segment  of 
the  Policy  Committee’s  report.  This  was  approved 
by  the  House. 

(5)  REPORT  OF  PUBLIC  RELATIONS  COMMIT- 
TEE 

Recommendation 

Your  Reference  Committee  next  considered  the 
Report  of  the  Public  Relations  Committee  as  con- 
tained in  the  Handbook.  We  commend  Dr.  Grif- 
fin and  his  committee  for  their  activities  on  our 
behalf  and  recommend  acceptance  of  this  report. 
This  was  approved  by  the  House. 

(6)  RESOLUTION  #6— THIRD  PARTY  ROUNDS 
(OMAHA) 
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Your  Reference  Committee  next  considered  Reso- 
lution #6,  as  submitted  by  the  Omaha  Medical 
Society  concerning  third  party  rounds,  and  which 
reads  as  follows: 

RESOLVED,  that  the  Nebraska  Medical  As- 
sociation permit  the  AMA  delegates  discre- 
tionary authority  to  submit  a resolution  to  the 
AMA  in  the  name  of  the  state  society  asking 
for  a study  of  “third  party  rounds”  in  affiliate 
teaching  hospitals;  this  study  to  be  carried  out 
by  the  Council  on  Medical  Education  and  the 
Council  on  Medical  Services. 

Because  of  the  lack  of  knowledge  concerning 
the  terminology  within  this  resolution,  Drs.  Frank 
Land  and  John  Goldner  were  called  upon  for 
further  explanatory  remarks.  It  was  pointed  out 
by  these  gentlemen  that  third  parly  rounds  are 
now  being  adopted  by  the  Department  of  Medi- 
cine at  the  University  of  Nebraska  Medical  Center 
as  a requirement  for  a residency  training  program 
developed  by  the  American  Board  of  Internal 
Medicine.  As  a result,  a member  of  the  Depart- 
ment of  Medicine,  designated  by  the  Chairman, 
would  be  asked  to  review  and  supervise  the  diag- 
nosis and  treatment  of  any  and/or  all  private  pa- 
tients under  treatment  by  private  physicians  in 
any  institutions  affiliated  with  the  University  for 
graduate  training  in  medicine.  In  effect,  this  would 
amount  to  a third  party  peer  reviewer  supervising 
the  care  of  private  patients  under  private  physi- 
cians. It  was  pointed  out  by  these  gentlemen  that 
neither  the  AMA’s  Council  on  Medical  Education 
nor  the  Council  on  Medical  Service  had  been  prior- 
ly  consulted  regarding  this  requirement  by  the 
American  Board  of  Internal  Medicine,  and  further 
that  they  are  in  general  disagreement  with  its  re- 
quirement. It  was  further  pointed  out  in  asking 
for  this  study  of  third  party  rounds,  and  for  the 
adoption  of  this  resolution,  they  w'ere  seeking  the 
assistance  of  the  Nebraska  Medical  Association 
in  their  opposition  to  this  requirement  by  the 
American  Board  of  Internal  Medicine. 

Recommendation 

Mr.  Speaker,  we  recommend  the  adoption  of  Reso- 
lution #6  as  submitted  by  the  Omaha  Medical  So- 
ciety. At  this  time,  I should  like  to  call  on  either 
Dr.  Land  or  Dr.  Goldner  for  further  explanation 
in  regard  to  this  terminology.  This  was  seconded. 

Dr.  Goldner  was  asked  to  explain  third  party 
rounds  further  to  the  House.  Following  discus- 
sion, it  was  moved  that  this  section  of  the  Refer- 
ence Committee  report  be  amended  by  deleting 
all  wording  beginning  with  the  sentence,  “It  was 
pointed  out  by  these  gentlemen  . . .”  through 
the  balance  of  the  paragraph.  This  w'as  approved, 
and  the  House  approved  this  section  of  the  Ref- 
erence Committee  report  as  amended. 

(7)  AD-HOC  COMMITTEE  ON  PHYSICIAN’S 
ASSISTANT 

Your  Reference  Committee  next  considered  the 
Report  of  the  Ad-Hoc  Committee  on  the  Physician’s 
Assistant  as  contained  in  the  Handbook. 

Recommendation 

Mr.  Speaker,  your  committee  recommends  ac- 
ceptance of  this  report.  This  was  approved  by 
the  House. 

(8)  RULES  AND  REGULATIONS  PRELIMIN- 
ARY DRAFT 


Your  Reference  Committee  was  also  asked  to 
consider  as  a part  of  this  report  a preliminary  draft 
of  the  rules  and  regulations  required  by  LB  101, 
and  submitted  by  Rex  C.  Higley,  Executive  Secre- 
tary, Board  of  Examiners  to  Medicine  and  Surgery, 
Director,  Bureau  of  Examining  Boards.  It  was 
pointed  out  by  our  Executive  Secretary  that  this 
is  an  initial  proposal  of  rules  and  regulations  re- 
garding the  activities  of  physician’s  assistants. 
This  is  not  a final  draft. 

Following  discussion  with  Mr.  Jesse  Edwards, 
with  Dr.  Land,  and  other  members  within  the  com- 
mittee, it  was  felt  the  contents  of  this  initial  draft 
of  rules  and  regulations,  as  required  by  LB  101, 
and  the  general  language  contained  therein  were 
of  an  excellent  nature.  Several  possible  potential 
areas  of  difficulty  in  implementation  of  the  pro- 
gram were  discussed.  Among  these  were  the  fol- 
lowing. One,  the  radius  of  activity  of  the  physi- 
cian’s assistants  in  the  terms  of  miles  was  dis- 
cussed. Secondly,  the  question  of  malpractice 
liability  was  also  discussed.  It  was  pointed  out  fur- 
ther by  one  of  the  committee  members  that  the 
St.  Paul  Insurance  Companies  was  expected  to 
endorse  this  program  and  tentative  costs  of  mal- 
practice coverage  might  reasonably  expect  it  to  be 
approximately  one-half  that  of  an  ordinary  physi- 
cian’s cost.  Additionally,  it  is  expected  that  the 
physician’s  assistants  would  also  be  responsible 
for  his  owm  malpractice  coverage.  The  third  item 
of  concern  to  the  committee  was  the  possibility 
of  a certified  physician  delegating  authority  for 
treatment  to  a physician’s  assistant  in  an  area 
wdiere  he  (the  physician)  himself  is  unqualified  to 
function.  It  wms  felt  that  this  latter  point  was 
not  wvll  dealt  with  in  the  proposed  rules  and 
regulations. 

Recommendation 

Mr.  Speaker,  with  these  comments  we  wish  to 
recommend  the  adoption  of  the  preliminary  draft 
concerning  rules  and  i-egulations  required  by  LB 
101.  This  was  approved  by  the  House. 

(9)  RESOLUTION  #7— ESTABLISHING  TRAIN- 
ING CENTER  FOR  TECHNICIAN  GENERAL- 
ISTS (SCOTTS  BLUFF) 

Your  Reference  Committee  next  considered  Reso- 
lution #7,  establishment  of  a training  center  for 
technician  generalist.  This  resolution  reads  as  fol- 
lows : 

WHEREAS,  the  training  of  physicians  in  the 
past  two  generations  has  been  toward  more 
and  more  specialization;  and 

WHEREAS,  the  training  of  medical  techni- 
cians has  been  performed  by  these  specialists 
to  work  with  and  for  these  specialists;  and 

WHEREAS,  the  presence  of  small  community 
hospitals  and  general  practitioners  is  essential 
to  the  delivery  of  health  care  in  rural  Amer- 
ica; and 

WHEREAS,  there  is  a great  deficiency  in 
places  for  the  training  of  medical  technician 
generalist  to  work  in  the  small  community  hos- 
pitals and  in  the  general  practitioner’s  office; 
now  therefore,  be  it 

RESOLVED,  that  the  Scotts  Bluff  County 
Medical  Society  lend  its  support  to  the  estab- 
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lishment  of  a school  for  the  training  of  medical 
technician  genei’alist;  and 

FURTHER  BE  IT  RESOLVED,  that  the  Ne- 
braska State  Medical  Association  be  encouraged 
to  lend  its  support  to  tbe  development  of  a 
school  for  the  training  of  medical  technician 
generalist. 

Discussion  was  heard  from  both  Dr.  Peck  and  Dr. 
Sorensen.  Dr.  Sorensen  pointed  out  the  need  for 
outlying  small  rural  hospitals  and  doctors  offices 
with  respect  to  increased  training  of  general  nature 
in  the  areas  of  the  x-iay  department,  laboratory, 
physio-therapy,  and  operating  rooms.  It  was  his 
feeling  that  many  people  are  functioning  in  these 
areas  at  the  present  time  with  little  or  no  training 
and  to  the  possible  detriment  of  patients  being 
treated  in  these  areas.  Following  further  discussion 
it  was  recommended  that  certain  wording  be 
changed  within  the  Resolution  as  follows: 

#1.  The  subject  — It  was  I’ecommended,  with 
the  approval  of  Dr.  Sorensen,  that  the  subject  be 
retitled,  “The  Establishment  of  a Program  for 
Training  a Generalist  Technician.” 

#2.  In  the  last  paragraph  — “FURTHER  BE 
IT  RESOLVED,  that  the  Nebraska  Medical  Asso- 
ciation be  encouraged  to  lend  its  suppoi’t  to  the 
development  of  a method  for  the  training  of  the 
medical  technician  generalist,”  deleting,  “of  a 
school.” 

Recommendation 

With  these  word  changes,  your  Reference  Com- 
mittee recommends  the  adoption  of  Resolution  #7. 
This  was  seconded,  and  it  was  recommended  that 
the  matter  be  referred  on  to  the  Medical  Education 
Committee.  This  was  approved  by  the  House. 

(10)  RESOLUTION  #8  — PHASE  III  WAGE  AND 
PRICE  CONTROLS  (BUFFALO) 

Your  Reference  Committee  next  considei’ed  Reso- 
lution #8,  submitted  by  the  Buffalo  County  Medical 
Society,  as  follows: 

WHEREAS,  Phase  III  of  the  government’s 
Wage  and  Price  Control  applies  arbitrary  and 
selective  restrictions  upon  American  physicians 
in  their  work  of  caring  for  the  medical  needs 
of  the  American  people,  and 

WHEREAS,  such  continuing  intei’ference  by 
executive  regulation  has  the  effect  of  dictat- 
ing the  earnings  received  for  such  important 
responsibility,  and 

WHEREAS,  such  meddlesome,  annoying  and 
unfair  economic  manipulation  represents  only 
superficial  and  ineffective  treatment  of  serious 
symptoms  (rising  prices)  without  proper  diag- 
nosis of  the  cause  (government  itself)  of  the 
disease  (inflation),  and  is,  in  fact,  inimical  to 
the  economic  freedom  upon  which  America  was 
founded,  and  through  which  our  standard  of 
life,  including  medical  care,  became  the  envy 
of  the  x'est  of  the  world;  therefore,  be  it 

RESOLVED,  that  the  membership  of  the 
Nebraska  Medical  Association  deplores,  and 
protests  against,  all  such  injustice  by  govern- 
ment, no  matter  how  well-intentioned  the  mo- 
tivation for  such  actions,  and,  be  it 

FURTHER  RESOLVED,  that  the  Nebi-aska 
Medical  Association  appeal  directly  to  the 


President  of  the  United  States  and  to  the  Ne- 
braska Congressional  Delegation  for  prompt 
action  to  remedy  this  particular  injustice. 

The  committee  was  in  complete  sympathy  with 
the  intent  of  the  resolution,  however  felt  there 
to  be  some  redundancy  of  wording  within  the  reso- 
lution and  with  the  consent  of  a member  of  the 
Buffalo  County  Medical  Society  present,  the  reso- 
lution has  been  reworded  as  follows: 

WHEREAS,  Phase  III  of  the  government’s 
Wage  and  Price  Controls  applies  arbitrary 
and  selective  restrictions  upon  American  physi- 
cians in  their  work  of  caring  for  the  medical 
needs  of  the  American  people,  and 

WHEREAS,  such  continuing  interference  by 
executive  regulations  has  the  effect  of  dictating 
the  earnings  received  for  such  impoi’tant  re- 
sponsibility, and 

WHEREAS,  this  form  of  control  represents 
an  arbitrary  unfair  economic  manipulation  of 
a singular  professional  group  (medical  profes- 
sion), therefore  be  it 

RESOLVED,  that  the  membership  of  the 
Nebraska  Medical  Association  deplores,  and 
protests  against,  all  such  injustices  by  govern- 
ment no  matter  how  well-intentioned,  and,  be 
it 

FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  appeal  directly  to  the  Ne- 
braska Congressional  Delegation  for  prompt 
action  to  remedy  this  particular  injustice. 

Recommendation 

Your  Reference  Committee  recommends  approval 
of  this  resolution  as  rewritten.  This  was  seconded. 
Following  discussion,  it  was  moved  that  the  FUR- 
THER RESOLVED  be  amended  by  inserting  the 
words,  “and  the  Advisory  Council  on  Phase  III,” 
after  the  words,  “Nebraska  Congressional  Delega- 
tion.” This  was  approved.  This  section  of  the 
Reference  Committee  report  was  approved  as 
amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OP  YOUR  REFERENCE  COM- 
MITTEE #4  AS  A WHOLE  AS  AMENDED.  This 
was  approved  by  the  House. 

Respectfully  submitted, 

Fred  J.  Rutt,  M.D.,  Chairman 
R.  R.  Andersen,  M.D. 

Thomas  Gurnett,  M.D. 

Reference  Committee  #.7 

Reference  Committee  #5  considered  four  reports. 
The  Reference  Committee  submits  the  following 
report  and  recommendations: 

(1),  MATERNAL  AND  CHILD  HEALTH  COM- 
MITTEE 

The  first  item  considered  was  the  Report  of  the 
Maternal  and  Child  Health  Committee  appearing 
in  the  Handbook.  Dr.  Bosley,  Chairman  of  this 
committee,  came  before  the  Reference  Committee 
and  discussed  the  repord  in  detail. 

Recommendations 

#1.  The  Reference  Committee  carefully  reviewed 
this  report  and  recommend  the  deletion  of  the 
third  paragraph  dealing  with  LB  286,  the  abor- 
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tion  bill.  Our  Reference  Committee  believed  this 
paragraph  should  be  deleted  at  this  time  because 
of  our  proposed  modification  of  the  “Statement 
on  Abortion”  which  follows  the  Report. 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  deletion  of  paragraph  three  from  the 
report  of  the  Maternal  and  Child  Health  Committee. 
This  was  seconded.  Following  considerable  dis- 
cussion on  that  portion  of  the  report  regarding  the 
abortion  bill,  it  was  recommended  that  only  the 
following  sentence  be  deleted  from  this  paragraph: 
“Recognizing  that  the  Nebraska  Medical  Association 
should  take  a vigorous  lead  in  developing  criteria 
and  guidelines  for  the  performance  of  abortions, 
the  Maternal  and  Child  Health  Committee  proposes 
the  adoption  of  the  'Statement  on  Abortion,’  which 
follows  this  report.”  This  recommendation  was 
approved,  and  this  section  of  the  Reference  Com- 
mittee report  was  approved  as  amended. 

#2.  Our  Committee  believes  the  immunization 
schedule  as  presented  following  the  committee  re- 
port, should  be  published.  Attention  should  be 
called  to  the  fact  that  prior  administration  of 
measles  vaccine  may  cause  a false  positive  tuber- 
culin test.  This  can  be  presented  as  footnote  #4 
in  the  schedule. 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  the  report  as  modified.  This 
was  approved  by  the  House. 

(2)  RELATIVE  VALUE  STUDY 

The  next  item  to  be  considered  by  this  Reference 
Committee  was  the  Report  of  the  Relative  Value 
Study  Committee  appearing  in  the  Handbook.  This 
group  has  met  several  times  during  the  past  year 
and  is  in  the  process  of  updating  this  document. 
A number  of  members  stated  that  there  was  an 
urgent  need  to  make  this  document  current.  The 
hope  was  expressed  that  a rough  draft  of  the  Rela- 
tive Value  Study  be  definitely  available  at  the 
1973  Fall  Session  of  the  House  of  Delegates. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  of  the  Relative 
Value  Study  Committee  as  it  appears  in  the  Hand- 
book. This  was  seconded.  There  was  discussion 
as  to  who  should  receive  the  rough  draft  of  the 
Relative  Value  Study.  It  was  recommended  that 
this  rough  draft  be  sent  to  the  component  societies 
so  that  they  would  have  an  opportunity  to  review 
this  before  it  was  printed  in  its  final  form.  It 
was  suggested  that  the  Relative  Value  Study  Com- 
mittee make  an  effort  to  inform  the  membership 
as  to  when  they  would  meet  so  that  interested 
parties  could  attend. 

It  was  pointed  out  to  the  House  that  the  printing 
of  the  rough  draft  copies  would  add  considerable 
to  the  over-all  cost  of  the  Relative  Value  Study. 
A motion  was  made  to  send  a rough  draft  copy 
of  this  Relative  Value  Study  to  each  component 
society  and  that  the  final  cost  of  printing  this 
Study  be  reflected  in  the  price  of  this  Study 
to  all  members  and  other  interested  parties.  This 
was  approved,  and  this  section  of  the  Reference 
Committee  report  was  approved  as  amended. 

(3)  POLICY  COMMITTEE  REPORT  — ITEM  #4 

Your  Reference  Committee  next  considered  Item 

#4,  of  the  Policy  Committee  Report  regarding  the 


Health  Care  Assistance  Act  of  1973,  better  known 
as  the  AMA  Medicredit  proposal.  Your  Reference 
Committee  concurs  with  the  Policy  Committee  that 
this  proposal  should  be  endorsed  by  the  House  of 
Delegates. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  Item  #4  of  the  Policy  Com- 
mittee. This  was  approved  by  the  House. 

(4)  STATEMENT  ON  ABORTION 

Reference  Committee  #5  next  considered  two 
related  items.  The  first  item  was  the  Statement  on 
Abortion.  Nebraska  Medical  Association,  and  the 
report  of  the  hard-working  committee  chaired  by 
Dr.  Russell  Gorthey,  the  Repoi-t  of  the  Ad-Hoc  Com- 
mittee on  Abortion.  These  items  proved  to  be  the 
most  controversial  topics  for  discussion  before  our 
group. 

Recommendations 

After  listening  to  all  of  the  testimony,  it  was 
the  opinion  of  our  Reference  Committee  that  the 
Statement  on  Abortion  should  be  modified  as  fol- 
lows: 

#1.  Delete  from  the  second  paragraph  the 
words,  “First  trimester,”  and  the  words  “(up  to 
12  weeks  gestational  age).”  This  sentence  then 
would  read,  “Abortions  should  be  performed  in  a 
hospital  ...”  This  was  approved  by  the  House. 

#2.  Then  deletion  of  the  third  paragi’aph,  “Abor- 
tions beyond  the  first  trimester  should  be  performed 
in  the  hospital.”  This  was  approved  by  the  House. 

#3.  The  next  item  for  deletion  are  the  words, 
“first  trimester”  from  the  fourth  paragraph.  This 
was  seconded.  After  considerable  discussion  how- 
ever, agreement  was  not  reached  on  modifications 
of  the  “Statement  on  Abortion”  and  it  was  moved 
that  this  portion  of  the  Reference  Committee  Re- 
port be  tabled  until  the  last  session  of  the  House 
on  Wednesday.  This  was  approved,  and  the  Chair 
asked  Reference  Committee  #5  to  again  consider 
this  Statement  along  with  the  Report  of  the  Ad- 
Hoc  Committee  on  Abortion  and  to  report  to  the 
House  on  Wednesday. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #5  AS  A WHOLE  AS  AMENDED,  WITH 
THE  EXCEPTION  OF  ITEMS  4 AND  5 RELA- 
TIVE TO  ABORTION.  This  was  approved  by  the 
House. 

Respectfully  submitted, 

R.  F.  Sievers,  M.D.,  Chairman 
Donald  Pavelka,  M.D. 

Robert  Sidner,  M.D. 

There  being  no  further  business,  the  House  was 
recessed  until  Wednesday. 


House  of  Delegates 

Third  Session 

The  third  session  of  the  House  of  Delegates  was 
held  Wednesday,  May  2,  1973,  at  the  Holiday  Inn, 
Kearney.  The  House  was  called  to  order  by  the 
Speaker,  Dr.  McFadden. 

The  call  for  a quorum  showed  45  delegates  were 
present,  and  the  House  was  declared  in  session. 
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Approval  of  the  minutes  of  the  second  session 
were  called  for  and  these  were  approved  as  printed. 

Oral  reports  were  given  as  follows: 

Mrs.  Janies  Carlson,  President,  Woman’s  Aux- 
iliary to  the  N.M.A. 

Dr.  Wayne  Marsh,  regarding  the  sudden  infant 
death  syndrome. 

The  report  of  Reference  Committee  #5  was 
called  for  and  the  following  was  presented: 

Reference  Committee  #.5 

Reference  Committee  #5  met  again  as  instnicted 
by  the  House  of  Delegates.  Our  committee  met 
on  May  1,  1973,  and  listened  to  further  testimony 
on  the  subject  of  abortion.  The  meeting  was  well 
attended  and  the  subject  very  thoroughly  discussed. 
The  following  report  reflects  in  our  judgment  the 
majority  opinion  on  this  very  sensitive  topic. 

Recommendation 

We  recommend  the  following  substitute  report 
for  the  “Statement  on  Abortion”  submitted  by  the 
Committee  on  Maternal  and  Child  Health. 

It  is  the  opinion  of  the  Nebraska  Medical  As- 
sociation that  the  United  States  Supreme  Court 
exceeded  its  authority  and  knowledge  in  render- 
ing its  January,  1973,  decision  on  abortion.  This 
decision  is  a matter  of  moral,  ethical,  spiritual  and 
medical  values  because  it  defines  a perimeter  of 
life  and  does  not  address  itself  to  the  legal  aspects 
of  the  constitutional  guarantee  of  life. 

Under  a medical  code  endorsed  by  the  medical 
profession,  physicians  may  perform  abortions  be- 
cause of  medical  necessity  and  the  act  is  defined 
as  a “medical  procedure.”  We  recognize  the  United 
States  Supreme  Court  decision  appears  to  allow 
a degree  of  legal  permissiveness  to  perform  an 
abortioji  where  medical  necessity  is  nonexistent. 
It  is  suggested  that  each  Nebraska  physician 
abide  by  his  personal  medical  code  of  conduct. 

When  an  abortion  is  performed,  a physician 
should  follow  the  medical  guidelines  adopted  by 
the  American  College  of  Obstetrics  and  Gynecology 
with  several  small  modifications  and  deletions: 

Abortion  is  a surgical  procedure.  For  its  per- 
formance, adequate  facilities,  equipment  and  per- 
sonnel are  required  to  assure  the  highest  standards 
of  patient  care. 

All  abortions  should  be  performed  in  a hospital 
or  in  a facility  that  offers  the  basic  safeguards 
provided  by  hospital  admission  and  has  immediate 
hospital  back-up.  Such  a facility  should  be  ac- 
credited by  the  Joint  Commission  on  Accreditation 
of  Hospitals  or  licensed  by  the  state. 

Abortions  beyond  the  first  trimester  should  be 
performed  in  a hospital. 

Facilities  for  the  performance  of  first  trimester 
abortions  should  include  appropriate  surgical,  anes- 
thetic and  resuscitation  equipment.  In  addition, 
the  following  should  be  provided: 

1.  Verification  of  the  diagnosis  and  duration 
of  pregnancy. 

2.  Pre-operative  instmctions  and  counseling. 

3.  Recorded  pre-operative  history  and  physical 
examination,  particularly  directed  to  iden- 
tification of  pre-existing  or  concurrent  ill- 
nesses or  drug  sensitivities  that  may  have  a 
bearing  on  the  operative  procedures  or  the 
anesthesia. 


4.  Laboratory  procedures  as  usually  required  for 
a hospital  admission,  including  blood  type  and 
Rh  factor. 

5.  Prevention  of  Rh  sensitization. 

6.  A receiving  facility  where  the  patient  may 
be  prepared  and  receive  necessary  pre-opera- 
tive medication  and  obseiwation  prior  to  the 
procedure. 

7.  A recovery  facility  in  which  the  patient  can 
be  observed  until  she  has  sufficiently  recov- 
ered from  the  procedure  and  the  anesthesia 
and  can  be  safely  discharged  by  the  physician. 

8.  Post-operative  instructions  and  arrangements 
for  follow-up  including  family  planning  ad- 
vice. 

9.  Adequate  permanent  records. 

No  physician  should  be  required  to  perform  nor 
should  any  patient  be  forced  to  accept  an  abortion. 

The  usual  informed  consent,  including  operative 
permit,  should  be  obtained.  The  same  indications 
for  consultation  should  apply  to  abortions  as  to 
other  medical-surgical  procedures. 

Abortion  should  be  performed  only  by  physicians 
who  are  qualified  to  identify  and  manage  those 
complications  that  may  arise  from  the  procedure. 

It  is  important  that  the  provision  of  abortion 
seiwices  not  interfere  with  the  care  of  other  ob- 
stetric-gynecologic patients  or  with  residency  train- 
ing programs  in  obstetrics  and  gynecology.  Con- 
sideration should  be  given  by  hospitals  to  provid- 
ing facilities  where  abortions  can  be  perfonned 
with  minimal  disinption  of  other  hospital  functions. 

We  recognize  that  the  medical  profession  must 
continue  to  study  this  problem  because  of  the  con- 
flict between  the  Hippocratic  oath  and  the  policy 
of  the  medical  profession  on  the  one  hand,  and 
the  decision  of  the  United  States  Supreme  Coui’t 
on  the  other.  We  are  concerned  with  the  quality  of 
medical  care  as  exemplified  by  the  AMA  statement 
on  abortion  as  adopted  by  the  House  of  Delegates 
in  June,  1967,  to- wit: 

“Abortion  is  a medical  procedure  and  should 
be  performed  only  by  a duly  licensed  physician 
and  surgeon  in  an  accredited  hospital  acting 
only  after-  consultation  with  two  other  physi- 
cians . . . and  in  conformance  with  standards 
of  good  medical  practice  and  the  Medical  Prac- 
tice Act  of  this  state. 

“Neither  physician,  hospital,  nor  hospital 
personnel  shall  be  required  to  perform  any 
act  violative  of  good  medical  judgment  or  per- 
sonally-held moral  principles.  In  these  circum- 
stances good  medical  practice  requires  only 
that  the  physician  or  other  professional  per- 
sonnel withdraw  from  the  case  so  long  as 
the  withdrawal  is  consistent  with  good  medical 
practice.”  (P-June  1970,  reaffirmed  Decem- 
ber 1970). 

“Prior  to  the  institution  of  a therapeutic 
abortion  the  patient  and  her  family  should  be 
advised  of  medical  implications  and  possible 
untoward  emotional  and  physical  sequelae.” 
(P-June  1967). 

Your  Reference  Committee  recommends  the  ap- 
proval of  this  substitute  report,  I so  move.  This 
was  approved  unanimously  by  the  House. 
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Your  Reference  Committee  next  considered  the 
Ad-Hoc  Committee  Report  on  Abortion.  Dr.  Gor- 
they  and  Dr.  Nelson  explained  in  detail  the  efforts 
of  their  committee  in  behalf  of  the  Nebraska  Medi- 
cal Association  before  our  State  Legislators. 

Recommendation 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends that  this  report  be  received  for  infonnation. 
We  commend  the  committee  for  their  efforts  in 
working  with  legislators  in  trying  to  protect  the 
health  of  patients  and  urge  them  to  continue  to 
work  toward  a resolution  of  the  abortion  problem 
within  the  established  guidelines  of  the  Nebraska 
Medical  Association.  Mr.  Speaker,  I so  move.  This 
was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COM- 
MITTEE #5  AS  A WHOLE.  This  was  approved 
by  the  House. 

I wish  to  thank  everyone  who  attended  this  meet- 
ing and  especially  Dr.  Don  Pavelka  and  Dr.  Robert 
Sidner  for  their  contribution  in  preparing  this 
report. 

Respectfully  submitted, 

R.  F.  Sievers,  M.D.,  Chairman 
Donald  Pavelka,  M.D. 

Robei’t  Sidner,  M.D. 

The  minutes  of  the  second  session  of  the  Board 
of  Councilors  was  approved  by  the  House. 

Dr.  McFadden  called  for  a report  from  the  Board 
of  Directors,  and  Dr.  Salter,  read  the  following 
resolution: 

FROM:  BOARD  OF  DIRECTORS 

SUBJECT:  RECOGNITION  OF  SERVICE  OF 
R.  RUSSELL  BEST,  M.D.,  OMAHA 
WHEREAS,  R.  Russell  Best,  M.D.,  of  Omaha, 
has  faithfully  served  the  Nebraska  Medical  As- 
sociation as  President  and  as  a member  of  the 
Board  of  Directors  from  1938  through  1942, 
and  again  from  1969  through  1973;  and 

WHEREAS,  Doctor  Best  completes  his  office 
as  Chairman  of  the  Board  of  Directors  at  this 
Session;  now  therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  go 
on  record  as  commending  Doctor  Best  for  his 
many  years  of  service  to  organized  medicine 
in  the  State  of  Nebraska. 

The  House  gave  unanimous  approval  to  this 
resolution  from  the  Board  of  Directors. 

The  report  of  the  Nominating  Committee  was 
called  for,  and  the  following  slate  presented  was 
approved  by  the  House. 

President-Elect  — James  H.  Dunlap,  M.D. 
Delegate  to  A.M.A.  ■ — Roger  D.  Mason,  M.D. 
Alternate  Delegate  to  A.M.A.  — Carl  J.  Cor- 
nelius, M.D. 

Delegate,  North  Central  Medical  Conference  — 
Russell  L.  Gorthey,  M.D. 

Councilors: 

5th  District  — Robert  Sorensen,  M.D. 

6th  District  — Houtz  Steenburg,  M.D. 

7th  District  — Lyle  Nelson,  M.D. 

8th  District  — Dean  Gilg,  M.D. 

Following  the  presentation  of  Dr.  Dunlap  to  the 
House  as  the  newly  elected  President-Elect,  Dr. 
Dunlap  made  the  following  remarks: 


“With  your  indulgence,  I would  like  to  spend 
a few  moments  in  philosophic  musing  regard- 
ing our  present  status,  near  and  distant  futures. 
In  this  day  and  age  when  we  in  medicine  are 
exposed  to  such  a wide  variety  of  aggressive 
attacks  which  tend  to  divide  us  one  from  an- 
other, I feel  that  a few  moments  in  introspec- 
tive reminiscence  will  be  well  spent.  The 
dividing  forces  seem  to  be  such  that  I per- 
sonally feel  a periodic  reassessment  and  re- 
dedication to  certain  ideals  is  in  order.  So 
many  times  I feel  that  as  a group  we  tend 
to  forget  to  emphasize  to  the  world  our  need 
for  compassion  in  dealing  with  our  patients, 
our  need  for  compulsion  to  the  cause  of  prac- 
ticing current  and  effective  medicine,  and  our 
conviction  that  the  free  enterprise  delivery 
of  medical  care  has,  in  fact,  produced  the  high- 
est quality  of  medicine  the  world  has  ever 
known. 

“On  today’s  scene  we  are  beset  with  a multi- 
tude of  internal  and  external  problems.  Some 
of  these  are  of  our  own  making.  The  vast 
majority,  we  seem  to  have  had  no  direct 
cause  in  engendering.  We  are  beset  with  eco- 
nomic problems;  problems  primarily  of  con- 
trols and  inflation.  We  are  beset  with  a ris- 
ing incidence  of  malpractice  claims  and,  conse- 
quently, malpractice  premium  rates.  We  are 
beset  with  an  ever-expending  volume  of  scien- 
tific knowledge  with  the  attendant  problems 
of  assimilation  and  distribution  of  this  knowl- 
edge. We  are  beset  with  the  problems  of  com- 
prehensive health  planning.  We  are  beset  with 
a multitude  of  detractors,  both  govemment  and 
consumer  oriented.  Many  of  these  detx’actors 
pose  as  experts  but,  to  our  chagrin,  we  find  their 
expertise  is  fragmentary.  We  are  beset  with 
the  problems  of  peer  review.  We  are  fur- 
ther beset  with  the  multiple  problems  created 
by  the  uninformed  members  of  our  Medical 
Society  together  with  the  problems  of  their 
declining  alliance  with  the  Society. 

“Tomorrow  promises  a continuation  of  these 
same  multiple  problems,  and  more.  On  the 
hoi'izon  the  Federal  law  mandating  PSRO  for- 
mation looms  important.  This  will  be  a time 
consuming  task  necessitating  a great  deal  of 
sacrifice  on  the  part  of  the  individual  members 
of  our  Society. 

“Beyond  tmoi'row,  who  knows  what  the  prob- 
lenxs  will  be?  The  only  thing  of  which  we  can 
be  certain  is  that  they  will  multiply  and,  fur- 
thermore, they  will  be  time-consuming. 

“Together  with  most  of  you,  I have  in  the 
past  been  most  critical  of  organized  medicine 
regai’ding  our  constant  assumption  of  a de- 
fensive posture  in  dealing  with  these  multiple 
extrinsic  pressures.  My  current  reflections, 
however,  lead  me  to  believe  that  the  vast  bulk 
of  this  defensiveness  stems  from  inherent  and 
unavoidable  causes  when  we  ai’e  surrounded  by 
pseudo-experts  who  ‘know’  the  answers  to  our 
problems  before  they  understand  the  problems. 

I am  not  certain  that  it  is  possible  for  us  ever 
again  to  be  free  from  a defensive,  negative, 
image.  The  very  nature  of  our  position  leaves 
us  vulnerable  to  splintering  attacks  and  the 
multiple  negative  allegations  of  our  antagon- 
ists. 
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“I  believe  that  it  behooves  us,  both  as  in- 
dividuals and  as  an  organized  medical  society, 
to  be  extremely  careful  to  recognize  a distinc- 
tion between  diversion  and  division.  In  sort- 
ing the  wheat  from  the  chaf,  in  meeting  the 
challenge  of  these  multiple  forces,  we  too  often 
have  faced  dissention  within  our  ranks  when 
we  have  been  diverted  from  our  long  range 
perspectives  and  divided  from  one  another  by 
our  detractors. 

“Through  the  years,  in  working  with  groups 
of  doctors  and  vaiaous  groups  of  lay  indi- 
viduals, I have  come  to  thoroughly  appreciate 
and  enjoy  my  workings  with  doctors  for  a 
variety  of  reasons.  Perhaps  chief  among  these 
reasons  is  an  appreciation  of  the  various  di- 
vergent philosophies  inherent  in  a group  of 
physicians.  Despite  these  differences,  there 
is  a common  bond  and  a common  stream  of 
thought  which  penneates  any  medical  gi’oup.  I 
am  very  gratified,  pleased,  and  appreciative  of 
the  honor  of  having  been  selected  to  work  fur- 
ther with  you  in  this  position  as  President- 
Elect.  I am  especially  pleased  that  you  feel 
my  personal  convictions  are  close  enough  to 
the  philosophic  main  stream  of  medicine  to  be 
trusted.  It  will  be  an  honor  to  work  with 
Dr.  Coe  to  offer  him  what  assistance  I can. 
Thank  you.” 

Dr.  McFadden  asked  that  the  House  recognize 
the  long  service  to  the  Association  by  Dr.  Leininger, 
Delegate  to  the  A.M.A.  This  was  approved  by  the 
House. 

Dr.  Truhlsen,  President  of  the  Omaha  Medical 
Society,  extended  an  invitation  to  the  House  of 
Delegates  to  hold  the  next  Annual  Session  in 
Omaha.  This  was  approved  by  the  House. 

Dr.  McWhorter  moved  that  a letter  of  apprecia- 
tion be  sent  to  the  Buffalo  County  Medical  So- 
ciety for  the  physicians  and  their  wives  in  the  area 
who  contributed  to  the  success  of  this  Annual 
Session.  This  was  approved  unanimously. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


Advantages  of  Being  Female  in  Psychiatric 
Rehabilitation  — A.  Keskiner  et  al  (Mis- 
souri Institute  of  Psychiatry,  St.  Louis 
63139).  Arch  Gen  Psychiatry  28:689-692 
(May)  1973. 

To  determine  whether  preference  shown 
to  female  patients  was  due  to  sex  alone, 
demographic  and  psychiatric  data  were 
analyzed  for  137  patients  referred  to  a re- 
habilitation program  conducted  in  coopera- 
tion with  rural  Missouri  towns.  The  ratio  of 
men  to  women  referred  to  the  program 
(1.0:1. 6)  differed  significantly  from  the 
hospital  population  considered  suitable  for 
the  program  (1.1: 1.0).  Men  and  women 


compared  showed  no  significant  differences 
in  age,  length  of  hospitalization,  or  diag- 
nosis, factors  which  favored  acceptance  in 
general.  Experiences  in  placing  patients  in 
the  foster  communities  indicate  men  are  at 
a disadvantage  because  of  expectations  that 
they  be  employed.  This  reflects  stereotyi^ed 
sex-role  expectations  and  further  evaluation 
is  needed  to  determine  to  what  extent  a 
patient’s  sex  influences  psychiatric  care. 


Power  Processes  and  Patient  Behaviors  — 

J.  R.  Greenley  (Univ  of  Wisconsin  Medi- 
cal School,  Madison  53706).  Arch  Gen 
Psychiatry  28:683-688  (May)  1973. 

The  proposition  that  the  distribution  of 
power  to  i>atients  by  the  staff  of  a psychi- 
atilc  ward  results  in  greater  patient  activ- 
ity and  less  patient  disruptiveness  was  ex- 
amined. Using  Richard  Emerson’s  concep- 
tualization of  power  behaviors,  a system  for 
scoring  staff  power  giving  and  building  was 
developed  and  used  to  score  ward  meetings 
for  two  months.  The  measures  of  staff  at- 
tempts to  give  power  to  patients  were  posi- 
tively related  to  greater  patient  participa- 
tion in  a ward  meeting  and  more  patient 
activity  throughout  the  day.  When  staff 
took  power  from  patients  in  certain  ways, 
troublesome  patient  behaviors  more  often 
occurred.  Staff  power  giving  may  be  a 
reaction  to  patient  behaviors  as  well  as  de- 
terminants of  them. 


Mast  Cell  in  Hypertrophic  Scars  — C.  W. 

Kischer  (Univ  of  Texas  Medical  Branch, 
Galveston  77550)  and  J.  F.  Bailey.  Tex 
Rep  Biol  Med  30:327-338  (No.  4)  1972. 

A dendritic,  granule-containing  cell  is  fre- 
quently observed  by  electron  microscopy  in 
hypertrophic  scar  of  humans.  When  the 
tissue  is  fixed  in  glutaraldehyde,  the  granules 
display  a wide  range  of  forms,  including  crys- 
talline lattice  arrangements,  dense  core 
forms,  scroll  patterns  and  the  reticular  net- 
works. It  is  concluded  that  these  are  mast 
cells.  Hypertrophic  scar  contains  approxi- 
mately four  times  more  mast  cells  than  nor- 
mal skin  and  approximately  IV2  times  more 
than  mature  scars. 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska Medical  Association  will  be  accepted  without 
charge  for  one  issue.  Each  advertisement  will  be  taken 
out  followini;  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements, 
replies  should  be  addressed  in  care  of  The  Nebraska 
Medical  Journal.  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  6850$. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Thi’ee  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  City,  Nebraska 
68926. 

EMERGENCY  DEPARTMENT  PHYSI- 
CIAN needed  to  join  new  Emergency  Medical 
Group  providing  24-hour  coverage  to  350  bed 
hospital.  New  Emergency  Room  Outpatient 
Department.  Guaranteed  minimum  income. 
Community  of  over  100,000,  excellent  schools, 
state  university,  strong  economic  climate. 
Year  around  recreational  activities.  Contact: 
Executive  Director,  Allen  Memorial  Hospital, 
1825  Logan  Avenue,  Waterloo,  Iowa  50703. 


IMMEDIATE  OPENING  — For  physicians 
to  practice  full-time  Emergency  Department 
Medicine  in  Omaha-Lincoln  area  hospitals. 
Attractive  hours,  fringe  benefits,  with  income 
negotiable.  For  further  information,  contact: 
Dr.  Robert  M.  Stryker,  411  South  96th  Street, 
Omaha,  Nebraska  68114. 

GENERAL  PRACTITIONER  for  tempor- 
ary or  permanent  practice.  Attractive  salary 
with  option  for  a partnership  if  permanent 
association  desired.  Each  central  Nebraska 
community  with  superb  medical  facilities. 
Contact  Box  #39,  Nebraska  Medical  Journal, 
1902  First  National  Bank  Building,  Lincoln, 
Nebraska  68508. 

IMMEDIATE  OPENING  for  Ob-Gyii,  In- 
ternal Medicine,  and  Orthopedic  specialties  to 
establish  successful  practice  with  14-man  multi- 
specialty group.  Excellent  group  benefits; 
pension  plan;  modern  clinic  facilities;  progres- 
sive community  with  excellent  educational  sys- 
tem including  two  colleges;  city  population 
35,000;  good  recreational  facilities;  each  spe- 
cialty must  be  board  eligible  or  certified.  Con- 
tact: Business  Manager,  The  Manitowoc  Clinic, 
601  Reed  Avenue,  Manitowoc,  Wisconsin  54220. 


24-A 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
3lan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
3een.  Along  with  the  medical  and 
;ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
)r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
;ists  and  should  be  discontinued 
vhen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
i^eneral,  when  dosage  guidelines 
ire  followed.  Valium  is  well 
olerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
ind  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
nave  been  the  most  commonly  re- 
)orted  side  effects. 

Until  response  is  determined, 
tatients  receiving  Valium  should 
)e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints whicli  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  stile  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  tif  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
arc  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  reijuire  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severeh  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^:in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  neecied;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  dail  y initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V'alium'®  (diazepam)  lablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  .All  strengths  also  availal^e  in 
Tel-£-Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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; uid  be  an  obligation  of  medical 
) :tice. . . 

“Medical  societies  ought  to  con- 
I t continuing  campaigns  to  point 
I,  the  substantial  savings  that  could 
realized  thru  deductible  insurance 
protection  for  catastrophic  in- 
i' s.  At  the  very  least,  they  should,  in 
r patients’  interest,  question  the 
■;  ics  of  any  insurance  organization 
'r : raises  health  care  costs  by  forc- 
' policyholders  to  buy  insurance 
/ may  not  need  or  want  and  prob- 
li' won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
i:  to  the  economic  consequences  of 
[•  r decisions.  Too  many,  for  ex- 
i Die,  habitually  hospitalize  patients 
c :he  convenience  of  the  MD.  It’s 
If,  sense  to  deny  such  habits  exist . . . 

'j  “Doctors,  thru  their  medical  so- 
ii|  ies,  have  unhesitatingly  appealed 
Bieir  patients  for  support  in  the 
i t against  government  interference 
n the  private  practice  of  medicine, 
r'  the  public  in  the  past  has  re- 
I nded.  It’s  time  the  American  Med- 
: Association  and  state  and  local 
r dical  societies  paid  off  the  debt  by 
\-  isive  action  to  hold  down  the  cost 
►■"ledical  care.’’ 

t of  Drugs 

Insurance  rates  and  hospital 
:1  rges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation's  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection’’  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection’’  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


ii|'0  drugs  that  he  selects  to  treat  the 
r ority  of  conditions  encountered  in 
) practice.  Moreover,  the  physi- 
;i'Vs  choice  of  a specific  brand  is 
),-;ed  on  his  knowledge  of  the  pa- 

i t’s  medical  history  and  current 
> dition,  and  his  experiences  with 
f particular  manufacturer’s 

) duct. 

Some  substitution  proponents 
1J3  argued  that  the  dispensing  of  a 
jscription  is  a simple  two-party 
rfiisaction  between  the  pharmacist 
iiji  the  patient,  and  that  a substitut- 
r oharmacist  may  avoid  even  a 
e inical  breach  of  contract  by  simply 
ii'  tying  the  patient  that  he  is  making 
f Substitution.  I would  judge  that 
6 courts  would  be  sympathetic 
c ard  a pharmacist  who  substituted 
v:  out  physician  approval  and  who 
Ji  ertook  a legal  defense  that  seeks 
Q lake  the  patient  responsible  for 
Hpharmacist’s  actions. 
h jced  Prescription  Prices? 

I Substitution  advocates  are 
)i;jgesting  to  the  consumer,  and  par- 
ij  larly  the  consumer  activist,  that 
■fj  jced  prescription  prices  could 
0 )W  legalization  of  substitution. 
h lave  seen  absolutely  no  evidence 
c istify  this  claim.  To  the  contrary, 

ii  Drience  in  Alberta,  Canada,  where 
51  stitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin  ■ 
or  tetracycline  — or  how  long  they 
keep  “slow  moving’’  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting’’  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  tor  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  Is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


accent' 

service  company,  inc. 

"YEARS  OF 
DEPENDABLE 
SERVICE" 

- COLLECTIONS  - 
Retail  Professional 
Claims 

Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


gooegooecogogcocogoogocogcigocccoogiao 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8t4  by  11  in.)  white  paper.  Wide  margins 
(at  least  114  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 


Med  id  news  . . . 

Research  measures  introduced 

Senator  Kennedy  (D.,  Mass.),  has  intro- 
duced S.  2072,  the  Protection  of  Human  Sub- 
jects Act,  to  assure  protection  for  human 
subjects  of  biomedical  and  behavioral  re- 
search. The  bill  would  create  an  11  mem- 
ber national  body  to  supervise  the  conduct 
of  research  involving  human  subjects.  The 
commission  would  develop  and  implement 
policies  and  regulations  stating  ethical  prin- 
ciples governing  biomedical  and  behavioral 
research  involving  human  subjects.  Sena- 
tor Kennedy  has  also  introduced  S.  2071,  the 
National  Research  Service  Awards  Act,  to 
eliminate  the  present  system  of  fellowships 
and  training  grants  and  replace  them  with 
a single  national  research  service  award. 
This  is  intended  to  consolidate  all  the  exist- 
ing training  authorities  into  one  national 
research  service  award  authority  directed 
by  the  Director  of  the  National  Institutes  of 
Health.  Each  individual  award  would  entail 
responsibility  for  national  service,  either  in 
the  form  of  research  at  a university  or  the 
provision  of  primary  care  in  a designated 
shortage  area. 


“That  was  fun.  Dad.  Can  we  go  skiing  again 

OQoseeeeeeeosooeoeeosoooooiooeoeeoeoe  next  year?” 
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Consider  Triaminic  Expectorants. 


NDC  43-51 5-4 

Triaminic® 

expectorant  with  Codeine 

ExpectoriwWUititussive, 
Decong^ManXTVnftbj^minic  Antihlstaminic 


The  family  expectorants 
from  Dorsey. 


Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 
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cough  and  nasal  congestion  due  to  the  common  cold 


4FL0Z  Dorrey 


AeonAioniF 
Oivis«n  or  Sanoor  Wai'Oe'  inc 


Enjoy  Lincoln's  ..  . . 

\/illllaq£>o 

^ ^ O T E L 

Convention  Center 

24-Hour  Coffee  Shop 
Scotch  and  Aku  Tiki  Lounges 
200  Rooms  . . . With  Color  T.V. 

"52nd  and  "O"  ...  The  Place  To  Go!" 
402  - 434-9111 


at  the  Medical  Center  and  Professor  at  the 
Eppley  Institute  for  Research  in  Cancer  and 
Allied  Diseases,  where  he  has  conducted  this 
research. 

The  thrust  of  the  future  study  will  be  on 
chemical  analysis  of  foods  and  gastric  con- 
tents to  evaluate  whether  the  production  of 
N-nitroso  compounds,  either  in  foods  or 
in  the  stomach,  is  important  in  human  can- 
cer. Also,  studies  will  be  continued  on  the 
chemistry  of  the  formation  of  nitroso  com- 
pounds. 


Our  Medical  Schools  . . . 

ACS  grant  to  U of  N 

The  American  Cancer  Society  has  awarded 
a grant  of  $30,000  to  the  University  of  Ne- 
braska Medical  Center  to  continue  support 
of  Dr.  Sidney  S.  Mirvish’s  research  on  cancer 
producing  agents  in  food. 

Dr.  Mirvish’s  research  on  the  formation 
of  carcinogenic  compounds  occurring  in  food 
started  its  third  year  July  1.  Dr.  Mirvish 
is  an  associate  professor  of  biochemistry 


Dr.  Mirvish  has  produced  lung  tumors  in 
mice  by  giving  them  chemicals  which  can 
produce  nitroso  compounds.  He  will  con- 
tinue this  aspect  of  the  work  by  making 
some  new  nitroso  compounds  and  testing 
them  in  rats. 

Dr.  F.  William  Karrer,  President-Elect 
of  the  American  Cancer  Society,  Nebraska 
Division,  in  announcing  the  award,  noted 
that  cancer  crusade  workers  in  Nebraska 
raised  funds  to  finance  such  cancer  research 
projects. 
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In  one  weekend 
you  can  be  a more 
effective  speaker. 
That’s  a promise. 


How?  By  attending  the  AMA  Speakers  and 
Leadership  Program.  Over  8,000  MDs  have. 
Sessions  include  theory  and  drills  on  message 
preparation,  delivery,  fielding  of  questions,  as 
well  as  individual  coaching  and  instant  TV 
playback. 

Programs  are  held  at  the  Marriott  Motor 
Hotel,  O'Hare  Airport  in  Chicago. 


Next  programs  are; 

Aug.  31 -Sept.  2 
Oct.  26-28 
Nov.  16-18 

Contact:  Mortimer  Enright 
Director,  AMA  Speakers 
and  Leadership  Programs 
535  N.  Dearborn  St. 
Chicago,  III.  60610 
(312)  751-6484 
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The  lesions  on  his  &ce 
are  solar/actinic— 
so-called  "senile”  keratoses... 
and  they  may  be  premalignant. 


$olar,  actinic  or  senile  keratoses 

’hese  lesions  may  be  called  by  several  names,  but  they 
Sisually  can  be  identified  by  the  following  characteris- 
ics.  The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
irownish  or  reddish  color,  papular,  dry,  rough,  adherent 
nd  sharply  defined.  They  commonly  occur  as  multiple 
esions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

if  ter  several  days  of  therapy  with  Efudex®  (fluorouracil), 
jvrythema  may  begin  to  appear  in  the  area  of  the  lesions; 
his  reaction  usually  reaches  its  height  of  unsightliness 
nd  discomfort  within  two  weeks,  declining  after  dis- 
lontinuation  of  therapy.  This  reaction  occurs  in  affected 
reas.  Since  the  response  is  so  predictable,  lesions  that 
lo  not  respond  should  be  biopsied. 

\cceptable  results 

reatment  with  Efudex  provides  highly  favorable  cos- 
I letic  results.  Incidence  of  scarring  is  low.  This  is  par- 
icularly  important  with  multiple  facial  lesions.  Efudex 
j hould  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


[This  patient’s  lesions  were  resolved  with 


fiiionCTracil/Moche* 


5%cream/solution...a  Roche  exclusive 


Dance  Therapy  With  Psychotic  Children  — 

S.  V.  Gunning  and  T.  H.  Holmes  (Dept  of 
Psychiatry,  Univ  of  Washington,  Seattle 
98195).  Arch  Gen  Psychiatry  28:707-713 
(May)  1973. 

A program  of  dance  therapy  was  devel- 
oped for  use  in  modifying  a variety  of  ir- 
regular and  disordered  body-movement  pat- 
terns common  to  psychotic  children.  In  or- 
der to  evaluate  the  effect  of  the  therapy  the 
Volwiler  Body  Movement  Analysis  scale 
was  developed.  The  scale  provides  a quan- 
titative value  for  19  aspects  of  body  move- 
ment. The  data  indicated  that  psychotic 
children  were  significantly  different  from 
control  children  in  most  categories  of  body 
movement.  Dance  therapy  was  done  in  set- 
ting of  a day-care  unit  for  psychotic  chil- 
dren. Reapplication  of  the  scale  at  the  end 
of  stay  on  the  day-care  unit  produced  re- 
sults which  indicated  that  most  of  the  dis- 
ordered body-movement  patterns  had  im- 
proved. 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

.American  Academy  of  Pediatrics 
Robeii;  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing  Michigan  48823 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Dr.,  Suite  2700,  Chicago,  111.  60601 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P. 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

.American  College  of  Radiology 

AAhlliam  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

.American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
.American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
Geoi’ge  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
.Amei'ican  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 
.American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Eicecutive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South 
New  Yoik,  New  York  10010 
National  Rehabilitation  Association 

1522  “K”  St.,  N.W.,  Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Hillier  L.  Baker,  Jr.,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 
Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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PIP" 


For  coughs 
of  all  ages 


Division  of  Sandoz-Wander.  Inc. 
LINCOLN,  NEBRASKA  68501 


IHamiiiicor 


Each  teaspoonful  (5  ml.)  contains: 

Triaminicf  25  mg,  ( phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
dextromethorphan  hydrobromide,  15  mg.; 
ammonium  chloride,  90  mg.;  in  a palatable  vehicle 


the  family  cough  syrup  from  Dorsey 


Triaminicol  contains  the  proven 
Triaminic  formula... plus  a non-narcotic  antitussive. 
Save  time  by  recommending  good  tasting 
Triaminicol  over  the  phone.  Refer  to 
Physicians’  Desk  Reference  for  dosage  instructions. 


No  Rx  needed. 


Doivey 

LABORATORIES  ^ 


ORGANIZATIONS.  STATE  _ 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Division  of  Rehabilitation  Services  of  Visually 
Impaired 

Dean  McDermott,  Director 
1045  South  Sti’eet,  Lincoln  68502 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  K.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 
Nebraska  Academy  of  Otolaryngology 
Ray  0.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter 
American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “0”  St.,  Lincoln  68510 
James  I.  Wax,  M.D.,  Sec’y-Treas. 

12135  Pacific  St.,  Omaha  68154 
Nebraska  Chapter 
American  College  of  Physicians 

John  Hartigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Chapter,  American  Chapter  of  Radiology 
Howard  L.  Copas,  M.D.,  Secretary-Treasurer 
827  South  131st  Street,  Omaha  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Diabetes  Association,  Inc.  — 

Omaha  Chapter 

Mrs.  Bessie  M.  White 
921  Dorcas,  Room  221,  Omaha  68108 
Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 
Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 
Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 
Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 


Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Street,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “O”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rehabilitatioir  Service  Division 
Garry  Cartwright,  Assistant  Commissioner 
233  South  10th  St.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  for  Medical  Technologists 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  for  the  Preventiorr  of 
Blindness,  Inc. 

An  Affiliate  of  the  National  Ass’n.  for  the 
Prevention  of  Blindness,  Inc.,  120  South  42nd 
St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 

John  L.  Gordon,  M.D.,  President 
Maryland  Plaza,  Suite  107,  1325  So.  72nd, 

Omaha  68124 

Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Heniy  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “O”  St.,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 
Nebraska  State  Orthopedic  Society 
James  R.  Scott-Miller,  M.D.,  Secretary 
521  Doctors  Bldg._,  Omaha  68131 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen.  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmar  R.  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 
Hal  Mardis,  M.D.,  Sec’y-Treasurer 
8300  Dodge,  Omaha  68114 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minne.sota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  SecT-etary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 
Charles  F.  Lemer,  Executive  Director 
5002  Davenport,  Omaha  68132 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 
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Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 


Dur  skin— the  human  integument 
-covers  us,  defines  us,  protects 
js.  But  skin  is  subject  to  cuts, 
3urns,  abrasions.  And  infections, 
sleosporin  Ointment  fights 
nfection  by  providing  broad 
jntibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
jystemically,  reducing  the  risk 
)f  sensitization. 


INDICATIONS;  Therapeut/ca/Zy,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS;  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


\EOSPOREV 

WMYXIN  B-BflCITRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin#  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg, 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  14  oz.  and  Vs,  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Coancilor  Districts  and  Coanties 
First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties; 
Douglas.  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela.  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart.  Pawnee  City.  Counties  ; 
Gage,  Johnson,  Nemaha,  Pawnee. 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope.  Pierce.  Thurston.  Madi- 
son, Stanton,  Cuming,  Wayne. 
Fifth  District:  Councilor:  Robert 

M.  Sorensen,  Fremont.  Counties  : 
Burt,  Washington,  Dodge,  Platte. 
Colfax,  Boone,  Nance,  Merrick. 
Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward. 
York.  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties:  Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District : Councilor : A. 

Dean  Gilg,  Bassett.  Counties : 
Cherry,  Keyapaha,  Brown,  Bock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker,  Kearney.  Counties : 
Hall,  Custer,  Valley,  Greeley. 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties : Gos- 
per. Phelps,  Adams,  Furnas. 
Harlan,  Webster,  Kearney,  Red 
Willow,  Chase,  Frontier.  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln.  Perkins.  Keith.  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff.  Banner.  Box  Butte, 
Morrill.  Kimball,  Cheyenne,  Sioux. 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

C as  s 

Chey  en  ne- Kim  bal  1 -Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska. 

S.E.  Nebraska 

S.W.  Nebraska 

Washington-Burt 

Yovk-Polk 


George  L.  Welch,  Hastings Leo  F.  Weiler,  Hastings 

R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Roy  J.  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

David  L.  Bacon,  Kearney R.  D.  Scott,  Kearney 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

John  B.  Byrd,  Kimball C.  W.  Cutright,  Sidney 

E.  L.  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  H.  Jacobsen,  Broken  Bow 

John  H.  Worthman,  Cozad Rodney  A.  Sitorius,  Coz>ad 

Thomas  G.  Erickson.  Fremont W.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph--.Charles  G.  Muffley,  Pender 

Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

John  W.  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 


Robert  C.  Chase,  Grand  Island Gordon  D.  Francis.  Gr.  Island 

P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

William  F.  Becker,  Lynch Donald  D.  Bailey,  O’Neill 

R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Gordon  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Jl.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

L.  Dwight  Cherry,  Lincoln Dwight  L.  Snyder.  Lincoln 

George  D.  Cooper,  North  Platte- Miles  E.  Poster,  North  Platte 

R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

R.  H.  Penor,  Chadron A.  J.  Alderman,  Chadron 

S.  M.  Truhlsen,  Omaha Donald  J.  Pavelka.  Omaha 

G.  E.  Burbridge,  Nebraska  City.C.  J.  Formanack,  Syracuse 

Walter  M.  Reiner,  Holdrege Rex  J.  Kelly,  Holdrege 

Herbert  D.  Kuper,  Columbus A.  H.  Liebentritt,  Columbus 

V.  Franklin  Colon,  Friend Marquis  W.  Hineman,  Crete 

E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Kenneth  J.  Johnson.  Scottsbluff .Clark  D.  Wieland,  Scottsbluff 

Paul  E.  Plessman,  Seward Van  E.  Vahle,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 
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an  effective  combination  of  medication 
and  psychoiogy  for  rheumatoid  arthritis 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


unique  10-grain  buffered  aspirin 


jVIA 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg. 
aluminum  hydroxide  dried  gel,  150  mg. 
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Surgical 
Supply  House 

Phone  435-2105 
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SUPPLY  COMPAIVY 
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Chronic  Bronchitis:  Method  of  Cigarette 
Smoking  — J.  Rimington  (St.  Thomas’ 
Hosp,  Stockport,  England).  Br  Med  J 1: 
776-777  (March  31)  1973. 

Of  5,438  cigarette  smokers,  460  (8.4%) 
smoked  without  removing  the  cigarette  from 
the  mouth  between  puffs  (“drooping  smok- 
ers’’), while  the  rest  smoked  normally. 
Those  producing  sputum  on  most  days  of 
the  year  or  on  most  days  for  at  least  three 
months  of  the  year  for  a minimum  of  two 
years  were  classified  as  chronic  bronchitics 
in  the  absence  of  other  causative  disease. 
Chronic  bi’onchitis  rate  for  drooping  smok- 
ers (41.5%)  was  considerably  greater  than 
for  orthodox  smokers  (33.6%). 


F'amily  Therapy  and  Behavioral  Approach  to 
Childhood  Obsessive  - Compulsive  Neuro- 
sis — S.  Fine  (Vancouver  General  Hosp, 
Vancouver).  Arch  Gen  Psychiatry  28; 
695-697  (May)  1973. 

Family  therapy  and  behavior  therapy  ap- 
proaches to  childhood  obsessive-compulsive 
neurosis  in  two  cases  are  described.  One 
added  feature  is  that  the  families  seemed  to 
obtain  mutual  support  when  they  were  inter- 
viewed together. 


pS'/CM'ATR'ISr 

4m 

“Sir,  I am  perfectly  capable  of  reaching  my 
own  decision  about  your  wife’s  condition.” 
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Surgical  Procedure  for  Postmastectomy 
Edema  — N.  E.  Larson  (636  Church  St, 
Evanston,  111  60201)  and  A.  R.  Crampton. 
Arch  Surg  106:475-481  (April)  1973. 

The  primary  cause  of  postmastectomy 
edema  is  lymphatic  obstruction.  Venous  ob- 
struction can  be  a factor.  In  35  normal 
women,  adduction  venograms  showed  axil- 
lary vein  positional  obstruction  with  ce- 
phalic vein  runoff  in  34.3%.  At  90°  adduc- 
tion the  axillary  system  visualized  normal- 
ly. In  14  patients  with  postmastectomy 
edema,  adduction  venograms  showed  ab- 
normal axillary  vein  in  21.4%  and  non- 
visualization in  50%.  At  90°  adduction  cor- 
responding figures  were  23.3%  and  1.1%. 
The  cephalic  vein  visualized  whenever  the 
axillary  system  did  not.  In  eight  patients 
axillary  vein  adhesions  were  lysed  from  the 
upper  arm  to  the  thoracic  inlet.  Excellent 
results  followed  in  the  four  patients  with 
adduction  venograms  showing  axillary  vein 
positional  obstruction. 


Pulmonary  Complication  of  Burns:  Major 

Threat  to  Burn  Patient  — B.  M.  Achauer 

et  al  (101  City  Dr  S,  Orange,  CA  92668). 

Ann  Surg  177:311-319  (March)  1973. 

One  hundred  consecutive  patients  were 
studied  with  regard  to  parameters  of  pul- 
monary function.  Twenty-two  percent  had 
pulmonary  complications  and  19  died  (86% 
mortality) , constituting  the  only  deaths  dur- 
ing this  period.  Of  the  next  99  admissions 
22.6%  had  pulmonary  complications,  a 28% 
mortality,  although  the  series  were  not  sim- 
ilar in  regard  to  extent  of  burns.  Patho- 
genesis, including  direct  injury,  shallow 
breathing,  increased  lung  water,  cardiac  fac- 
tors, infections,  and  emboli  are  discussed. 
Management  consisted  of  preventing  atelec- 
tasis (maximal  inhalation  hourly)  and  pre- 
venting pulmonary  edema  (use  of  plasma 
in  place  of  crystalloids,  monitoring  pulmon- 
ary capillary  wedge  pressure,  digitalization) . 
Ventilator  management  was  based  on  fre- 
quent blood  gas  determinants  (room  air  and 
10%  oxygen),  vital  capacity,  and  tidal 
volume. 


Should 
children  be 
deprived  of 
milk  because 
oPIactose 
intolerance?!! 


No,  according  to  the  Protein 

Advisory  Group  of  the  United 
Nations. 

In  a special  report,  the  PAG  stated, 

“It  would  be  highly  inappropriate,  on 
the  basis  of  present  evidence,  to 
discourage  programs  to  improve  milk 
supplies  and  increase  milk  consumption 
among  children  because  of  fear  of 
milk  intolerance."  The  statement 
emphasizes  that  low  lactase  activity 
an,d  results  obtained  in  tests  with  high 
lactose  loads  are  not  adequate 
indications  of  milk  intolerance. 

The  statement  also  affirms  the 
advisability  of  using  milk  as  an 
excellent  source  of  protein  in  child 
feeding  programs. 

Dairy  Council  is  sponsoring  further 
research  on  lactose  intolerance.  This  is 
just  another  of  the  many  areas  of 
interest  of  Dairy  Council,  in  the 
pursuit  of  better  health  for  everyone 
through  sound  nutrition  practices. 


Dairy  Council 
of  Central  States,  Inc. 

A primary  resource  for  nutrition  education 
6901  Dodge  Street,  Omaha,  Nebraska  68132 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WHAT  IS  A METHOD  OF  CHOICE? 

I have  seen  anesthetic  tecliniques  called 
the  methods  of  choice  for  particular  opera- 
tions when  they  involved  doing  things  I 
would  not  do.  I have  heard  every  possible 
procedure  designated  as  the  method  of 
choice  for  treating  carcinoma  of  the  breast, 
until  I wondered  how  all  of  them  could  be 
the  methods  of  choice.  A report  of  a few 
cases,  most  of  whom  did  well  enough  to  sat- 
isfy the  authors,  all  done  one  way  and  not 
compared  with  others  done  another  way, 
proves  nothing. 

Reports  like  these  mean  only  that  the  au- 
thors found  a technique  they  like  and  that 
the  method  was  satisfactory  in  their  hands. 
They  often  do  not  present  enough  cases, 
nor  a control  series,  nor  a comparison  with 
other  methods.  I have  seen  results  of  fav- 
orite techniques  where  I knew  I could  do  as 
well  or  better  with  another. 

There  are  few  methods  of  choice.  There 
is  only  the  one  you  have  chosen ; but  it 
may  not  be  the  method  of  choice  for  every- 
body else,  or  for  anybody  else. 

— F.C. 


MUCH  OF  WHAT  I LEARNED 
IS  TRUE 

I have  read  just  once  too  often  that  most 
of  what  we  were  taught  in  medical  school  is 
now  of  no  value,  because  of  the  progress 
that  has  been  made  since  the  schools  reluct- 
antly let  us  out  to  practice  on  an  unsuspect- 
ing public.  The  natural  conclusion  is  that 
studying  in  school  is  unwise  or  at  least 
senseless.  But  I can  think  of  two  replies. 
The  first  is  that  we  do  not  remember  what 
we  learned ; and  when  the  intei’ns  at  the 
operating  table  say  it’s  been  so  long,  when 
we  ask  them  anything  about  anatomy,  we 
say  it’s  been  longer  for  us. 

The  second  argument  is  even  better,  for  I 
think  that  what  we  were  taught,  and  what 
students  are  being  taught  now,  is  still  true, 
and  is  of  far  greater  value  in  our  daily  prac- 
tice than  we  think.  I still  know  how  to 


listen  to  a chest  and  how  to  do  a blood  count ; 
and  how  to  diagnose  appendicitis,  and  ty- 
phoid fever  and  smallpox,  too. 

We  use  drugs  that  we  didn’t  have  in  school 
days,  but  some  things  are  the  same,  like 
digitalis  and  insulin  and  morphine.  Pityri- 
asis rosea  is  what  we  were  taught,  and  what 
of  anatomy?  The  humerus  looks  like  a hu- 
merus, and  the  lumbar  vertebrae  haven’t 
changed.  Perhaps  what  we  have  been  call- 
ing basic  science  has  grown  to  engulf 
anatomy  and  physiology.  But  I think  what 
we  learned  in  medical  school  are  things  that 
are  still  true,  together  with  the  ability  to 
understand  what  comes  after  graduation, 
and  the  desire  to  learn  that,  too,  and  so 
to  keep  up. 

—F.C. 

THE  OUTSIDE  AND  THE  INSIDE 

We  live  in  a sea  of  occasionally  hostile 
microorganisms,  from  whom  we  are  pro- 
tected by  our  covei'ings.  We  have  at  least 
two  of  these,  the  skin  and  the  alimentary 
tract,  and  consider  how  remarkable  these 
structures  are.  For  the  skin  is  in  continu- 
ous contact  with  disease-provoking  organ- 
isms, whose  one  aim  seems  to  be  to  lay  us 
low.  The  mouth  is  a rather  unsanitary  part 
of  our  antomy,  and  human  bites  are  not 
to  be  trifled  with. 

The  lower  part  of  the  intestinal  tract  nor- 
mally contains  microcreatures  we  have 
learned  to  shun  as  being  unpleasant  and 
easily  capable  of  causing  infection.  We 
have  said  that  the  inside  of  the  bowel  is 
outside  of  the  body.  But  little  or  nothing 
happens  to  the  skin,  the  pharynx,  or  the 
colon. 

There’s  the  lung,  too.  At  any  rate,  our 
outsides  and  oui  Pisides  are  remarkably  well 
covered. 

—F.C. 

IS  THE  PLACENTA  A BARRIER? 

I have  read  too  often  that  a new  drug 
fortunately  does  not  cross  the  placental  bar- 
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rier,  only  to  learn  later  that  unfortunately 
it  does.  It  was  said  thus  when  muscle  relax- 
ants  came  out,  and  on  many  other  occasions. 

There  was  talk,  I think,  of  molecular 
size  in  this  connection,  but  I have  not  heard 
anything  more  of  this. 

So  I wonder,  does  a placental  barrier  exist, 
and  if  it  does,  in  what  instances  is  it  selec- 
tive? 


— F.C. 


DID  ANYBODY  EVER  DIE 
OF  A COLD? 

Diseases  and  procedures  have  morbidity 
and  mortality.  Morbidity  is  an  uncomfort- 
able word,  for  it  may  give  you  another  dis- 
ease, like  getting  malaria  or  syphilis  from 
a transfusion,  or  it  may  be  just  a head- 
ache. Mortality  is  easy;  just  count  the 
dead  bodies.  But  is  morbidity  important, 
when  you  compare  it  with  death? 


Until  surgeons  find  an  operation  for  the 
common  cold. 


—F.C. 


ON  TOUCHING 

Touching  is  love,  I have  read.  Boys  and 
girls  hold  hands,  mothers  stroke  their  chil- 
dren, and  a pat  on  the  back  is  a gesture 
of  fondness.  Michelangelo  shows  God 
touching  Adam,  and  kings  once  cured  peo- 
ple by  just  touching  them. 

But  there  is  sometimes  a reluctance  to 
touch;  does  shaking  hands  spread  disease? 
People  have  occasionally  been  afraid  to 
touch  doorknobs  and  telephones.  We  have 
said  for  years  that  you  do  not  get  venereal 
disease  from  a toilet  seat,  that  is,  by  touch- 
ing it,  but  it  is  said  now  that  it  can  be 
done,  and  of  course  you  can  get  it  by  touch- 
ing someone  else. 

I am  reminded  of  the  flower,  the  touch- 
me-not. 


The  common  cold  is  hardly  something  to 
fill  us  with  pride.  Force  fluids  and  stay 
in  bed  is  about  all  we  know,  and  you  can’t 
do  both.  But  nobody  dies  of  a cold,  so  we’re 
reasonably  safe.  Still,  there  is  the  mor- 
bidity. Sneezes  and  coughs  are  unpleasant, 
and  we  must  consider  malaise  and  lost  work- 
time. 

The  common  denominator  may  be  money. 
The  value  of  a human  life  was  once  cal- 
culated, and  it  came  to  $15,000,  I think, 
and  it  is  easy  to  equate  this  with  time 
lost  from  school  or  work.  Our  friends  the 
lawyers  are  fond  of  estimating  mental 
anguish,  and  this  may  give  us  a clue. 

The  fatality  rate  of  appendicitis  may  be 
something  like  one  or  two  percent,  and 
nothing  for  a cold,  but  the  common  cold 
may  have  a higher  morbidity  rate,  and  the 
cold  may  be  worse  to  have.  If  you  consider 
yourself  simply  as  a member  of  a commun- 
ity, and  think  of  the  effect  of  appendicitis 
and  colds  on  society,  this  may  be  easier  to 
understand. 


Perhaps,  in  some  instances,  we  do  not 
touch  one  another  enough,  and  maybe  too 
much  in  others. 

—F.C. 


FOR  SHAME 

There  is  a line  between  sanity  and  ob- 
scenity, between  nudity  and  pornography, 
and  between  pleasure  and  prurience,  but  I 
cannot  find  it,  nor  can  anyone  else.  We 
have  to  be  taught  that  four-letter  words  are 
vulgar,  and  ladies  once  took  refuge  in  such 
euphemisms  as  powdering  their  noses. 

A glaring  example  is  the  pudendum,  which 
means  that  of  which  one  ought  to  be 
ashamed.  It  is  applied,  as  far  as  I know, 
to  the  female  only,  and  why  it  should  incur 
a sense  of  shame  is  something  I cannot  un- 
derstand. The  human  body  is  an  admirable 
thing,  and  anyway,  it  is  thrust  upon  us, 
and  I can  see  nothing  shameful  about  its 
anatomy  or  physiology. 

—F.C. 
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ORIGINAL  ARTICLES 


Short  Term  Family  Counselling 


'‘All  I want  to  know  is  how  to  get  out 

of  going  through  all  these  things  twice.”  JAMES  ALLAN  davis,  jr.,  m.D/' 

— Boh  Dylan 


WHILE  in  my  second  year  of  psy- 
chiatric residency  I was  con- 
fronted with  a problem.  The 
demand  for  my  services  far  exceeded  my 
available  time.  I became  a local  expert  on 
drug  misuse  which  increased  my  consulta- 
tive requests  and  I was  trying  to  become  a 
competent  therapist  concomitantly.  I dis- 
covered that  many  out-patients  were  actual- 
ly seeking  information  about  marital  prob- 
lems and  behavior  control  of  their  children 
and  not  psychotherapy  per  se.  Thus  I was 
prompted  to  develop  a simple,  palatable  pro- 
gram for  family  counselling.  It  is  a bas- 
tardization of  “Games  People  Play,”^  “Pm 
O.K.,  You’re  O.K.,’’^  contingency  contracting, 
and  behavior  modification,  and  Karen  Hor- 
ney.®  I use  basic  paradigm  developed  by 
Eric  Berne.  It  has  two  advantages  which 
are : It  is  a two  dimensional  personality 
theory  which  can  easily  be  drawn  on  a black- 
board and  it  gives  the  patient  a type  of  psy- 
chotherapy which  he  can  carry  with  him. 
On  occasion,  patients  have  said  that  they 
couldn’t  remember  the  session  very  well 
(conscious  or  unconscious),  when  standard 
psychotherapeutic  techniques  are  employed. 
This  form  of  therapy  can  be  generalized  and 
utilized  for  problem  solving  as  the  crisis  oc- 
curs without  the  aid  of  the  psychiatrist. 
The  use  of  this  format  takes  four  to  six  out- 
patient sessions. 

First,  a circle  is  drawn  on  the  blackboard. 
In  the  circle  three  words  are  written:  par- 
ent, adult,  and  child.  The  team  ego  state 
is  then  applied  to  parent,  adult,  and  child. 
The  ego  state  is  the  verbal  and  nonverbal  re- 
action each  individual  has  at  any  one  point 
in  time.  The  person  has  voluntary  control 
over  which  ego  state  he  chooses  to  be  in 
at  any  one  given  moment. 

The  first  ego  state  discussed  is  the  parent. 
In  general,  the  parent  ego  state  contains  the 
value  systems  of  the  individual.  What  is 


considered  right  and  wrong  or  good  and  bad 
resides  in  this  ego  state.  Most  commonly  en- 
countered areas  of  difficulty  here  are  con- 
cerning religion,  sex,  authority  figures,  the 
dependence-independence  conflict,  morality, 
and  ethics.  The  most  powerful  parent  ego 
state  is  held  by  God.  Whenever  one  is  in  the 
position  of  authority  he  is  in  the  parent  ego 
state.  The  statements  made  in  the  parent 
ego  state  are:  I should,  I must  and  I have 
to.  The  feeling  or  effect  associated  with 
this  ego  state  is  usually  anger  or  an  equiva- 
lent of  anger,  but  benevolence,  warmth,  and 
frustration  are  also  experiences. 

The  cycle  begins  by  person  #1  challenging 
the  validity  of  the  parent  ego  state  of  person 
#2.  Person  #2  becomes  frustrated,  then 
anxious  and  agitated,  and  finally  angry.  As 
the  anger  increases,  he  becomes  more  ag- 
gressive and  more  authoritarian.  The  reso- 
lution of  this  anger  will  be  discussed  after 
an  introduction  to  the  other  two  ego  states. 
Usually  patients  respond  at  this  point  by 
numerous  parental  invectives.  I point  out 
their  ego  state  and  say  that  the  parent  ego 
state  is  neither  right  or  wrong,  it  simply 
exists.  It  is  appropriate  to  tell  your  two  year 
old  he  shouldn’t  play  in  the  street,  play  with 
matches,  or  shoot  people. 

However,  it  is  seldom  appropriate  to  order 
an  adolescent  to  conform.  There  are  not 
enough  controls  over  his  behavior  and  the 
parent  is  more  likely  to  be  successful  if  he 
discusses  difficulties  with  the  adolescent  and 
utilizes  contingency  contracting  which  will 
also  be  discussed  shortly.  People  with  rigid 
parent  ego  states  are  usually  obsessive-com- 
pulsive and  are  guilt  ridden,  depressed  and 
indicisive.  The  life  stance  is  “Pm  not  O.K., 
you’re  O.K.”  using  the  terms  of  Thomas 
Harris  and  their  most  frequent  game  is  “why 
don’t  you,  yes  but.”  Also  they  are  very  un- 
comfortable with  their  anger,  having  learned 

*Assistant  Professor  of  Psychiatry.  Nebraska  Psychiatric  In- 
stitute. 602  South  44th  Avenue,  Omaha,  Nebraska  68105. 
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that  to  be  angry  is  to  lose  control  which  is 
“bad.” 

The  second  ego  state  is  the  adult.  The 
prototype  of  this  ego  state  is  either  Doctor 
Spock  of  Star  Trek  or  a computer.  It  con- 
tains only  factual  data  and  no  feelings.  To 
assume  the  adult  ego  state  one  employs  his 
intellect,  e.g.  read  a book,  go  to  your  room 
and  gather  your  thoughts,  etc. 

The  third  ego  state  is  the  child  ego  state. 
Herein  lies  most  of  your  emotions;  anger, 
sadness,  depression,  happiness,  frustration, 
etc.  When  in  this  ego  state  you  have  fun, 
e.g.  sex,  movies,  dancing  etc. 

Also  pi-esent  in  this  ego  state  are  many 
psychiatric  disorders.  Depression  or  sad- 
ness, alcoholism,  drug  misuse,  antisocial  be- 
havior, and  character  disorders  in  general 
are  found  here.  The  person  with  an  anti- 
social personality  disorder  spends  all  of  his 
time  in  the  child  ego  state.  He  lives  on  the 
pleasure  principle  and  is  unable  to  delay  im- 
mediate gratification  of  his  needs.  His  be- 
havior is  similar  to  a two-year-old,  “I  want, 
what  I want,  when  1 want  it,  and  I want  it 
non'!'’  The  life  style  of  this  person  is  “Tm 
O.K.,  you’re  not  O.K.”  The  antithesis  of 
this  ego  state  is  the  rigid  compulsive  who 
uses  reaction  formation,  denial,  undoing,  and 
sublimation  to  avoid  being  placed  in  the 
child  ego  state.  These  people  seldom  relax 
and  are  certainly  no  fun  at  a party.  Their 
life  is  stereotyped,  rigid,  and  controlled  and 
they  seldom  let  the  happy  child  out  to  enjoy 
himself.  Their  rigid  parent  does  not  allow 
them  to  let  the  happy  child  loose. 

Many  people  don’t  realize  that  there  are 
two  parts  of  communication,  verbal  and  non- 
verbal with  the  latter  more  potent  than  the 
former.  For  example : if  both  parents  smoke 
cigarettes,  but  tell  their  children  not  to,  the 
children  are  likely  to  smoke  (respond  to  the 
nonverbal  communication).  Next  this  para- 
digm is  drawn. 


/Par 

Parent 

AQ  U1  c 

Childy 

VC  1 1 X JL /V  / ^ 

Each  arrow  represents  the  possibilities 
of  communication,  verbal  and  nonverbal. 


In  the  first,  a parent  talks  to  a child.  It 
would  be  an  authority  conflict  if  the  inter- 
action were  parent  to  parent  and  one  would 
lose  (go  to  the  child).  Thus  this  transaction 
doesn’t  occur.  Value  systems  are  personal 
and  thus  do  not  reality  test,  so  a parent  and 
adult  can’t  communicate  either.  The  second 
transaction  is  adult  to  adult.  They  can  ex- 
change computer  cards.  However,  if  the 
computers  aren’t  programmed  properly, 
communication  is  interrupted.  This  happens 
when  two  people  have  markedly  different 
backgrounds.  One  of  the  people  can  assume 
the  teacher  role  (parent)  while  the  other 
becomes  student  (child).  Facts  can  be  ex- 
changed in  this  manner. 

The  third  choice  for  communication  is 
child-child.  This  is  where  we  have  sex  and 
fun  and,  in  general,  play.  However,  fights 
can  also  occur  here.  The  fourth  choice  is 
child  to  parent  and  frequently  initiates 
games.  Games  are  malignant  transactions  in 
which  one  of  two  people  loses  face.  The  pay- 
off in  a game  occurs  when  one  of  the  two 
parties  achieves  a one  up  position. 

One  gets  symptoms  not  from  the  ego 
states  themselves,  but  when  someone  forces 
you  into  a different  ego  state.  For  example, 
the  question  “why”  makes  most  people 
anxious  and  defensive  and  prompts  a re- 
sponse such  as  “I  don’t  know,”  because,  or 
no  answer  at  all.  Why  questions  either  im- 
ply you  have  been  a bad  child  and  must  jus- 
tify your  behavior  to  a parent  who  may  pun- 
ish you  or  they  place  you  in  the  parent  ego 
state  where  you  have  to  justify  your  value 
systems.  Remember  you  have  a choice  as  to 
what  ego  state  you  are  in.  Psychiatrists  are 
expert  at  reflecting  questions,  patients 
should  learn  too.  The  reflected  question 
avoids  assuming  the  role  of  parent  ego  state. 

The  psychoneurotic  suffers  from  “head 
talk.”  He  is  constantly  barraged  by  a par- 
ent-child interaction.  For  example,  a college 
student  comes  home  from  school.  His  par- 
ent ego  state  says,  “you  must  study.”  His 
child  ego  state  says,  “I  want  to  go  drink 
beer.”  This  paradigm  can  lead  to  obses- 
sive thinking  in  which  the  person  does  noth- 
ing. However,  in  the  more  mature  individual 
it  leads  to  problem  solving.  The  person  as- 
sumes the  adult  ego  state  and  thinks,  “In 
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order  to  get  the  grade  1 want  I need  to  study 
three  hours.  It  is  now  5 p.m.,  and  if  I study 
until  8 p.m.,  I can  go  drink  some  beer  from 
8 p.m.  until  11  p.m.  and  still  be  alert  for 
class  tomorrow.  In  order  for  the  adult  ego 
state  to  function  in  this  manner  it  is  neces- 
sary for  the  facts  to  be  available  to  the  per- 
son. Most  decisions  are  made  rather  simply 
if  the  factual  data  is  available  to  the  deci- 
sion maker. 

To  return  to  the  resolution  of  anger, 
what  possibilities  are  there?  The  results  of 
anger  can  be  considered  by  using  Karen 
Horney’s  formulation  for  handling  anxiety. 
The  three  choices  are : “Move  toward,  move 
away  from,  and  move  against.”  The  “move 
toward”  reaction  is  most  commonly  em- 
ployed by  women  (society  says  this)  and 
passive  dependent  men.  If  person  one  has 
exhibited  parental  anger,  person  two  either 
cries  or  acts  very  childlike  and  dependent. 
This  causes  person  one  to  respond  with 
warmth  and  sympathy  and  to  suppress  his 
anger.  Frequently  person  one  also  feels 
guilt  because  he  has  been  programmed  to 
believe  it  is  “bad”  to  be  angry.  The  second 
choice  is  to  “move  away  from.”  In  this  form 
person  one  becomes  angry  and  person  two 
responds  to  this  anger  by  physically  leaving. 
This  is  best  depicted  by  the  runaway  reaction 
seen  so  frequently  in  adolescents.  Person 
one  is  left  high  and  dry  with  his  anger. 
In  the  third  choice  person  two  “moves 
against”  person  one.  Here  the  anger  is  di- 
rectly displayed  by  both  parties.  In  the 
verbal  form  persons  one  and  two  scream, 
yell,  and  verbally  assault  each  other  in  a 
childlike  interaction.  This  is  seen  in  school 
children  and  marital  couples  frequently.  If 
the  verbal  form  escalates  it  reaches  the  non- 
verbal form  of  “move  against”  which  is 
physical  assault. 

There  are  two  important  factors  which 
determine  which  of  the  three  above  reac- 
tions will  occur.  The  first  is  sociocultural 
familial  learning  and  the  second  is  the  set- 
ting. If  a person  is  raised  in  a culture  where 
physical  aggi'ession  is  rapidly  and  sevei’ely 
punished  he  will  choose  a more  passive  ex- 
pression of  his  anger.  If  a person  sees  ag- 
gressive behavior  modeled  for  his  (“identi- 
fication with  the  aggressor”),  he  will  try  it 


too.  However,  if  it  doesn’t  work  for  him 
(say  he  gets  beat  up  when  he  tries  it),  he 
too  will  choose  the  more  passive  reaction. 
People  learn  rapidly  where  they  can  become 
angry  and  not  suffer  dire  consequences.  The 
school  setting  shows  the  child  that  anger 
only  provokes  punishment  so  he  must  learn 
to  displace  it  outside  of  the  classroom.  This 
becomes  generalized  so  that  if  one  gets  angry 
with  his  boss,  he  doesn’t  use  a move  against 
approach  because  he  may  get  fired.  Instead, 
he  displaces  the  anger  on  his  family.  The  use 
of  hobbies  to  sublimate  anger  is  of  benefit 
for  people  who  are  frustrated  in  dealing  with 
their  anger  directly. 

From  this  basic  framework  I discuss  con- 
tingency contracting.  Most  marriages  are 
predicted  on  a contract  verbal  and  nonverbal. 
The  more  it  is  verbal,  the  healthier  the  mar- 
riage. The  contract  needs  to  be  continuous- 
ly validated  and  changed  because  people  and 
situations  change  over  time.  In  trying  to 
manage  a family  the  more  authoritarian  and 
pragmatic  the  less  the  meaningful  verbal 
communication.  In  order  to  take  the  “has- 
sle” from  child  rearing,  all  parties  must  par- 
ticipate. Rules  should  be  simple,  reality 
based,  (adult  ego  state),  and  all  participants 
should  know  the  consequences  of  his  behavi- 
or. For  example,  “Johnny  can’t  get  up  in 
the  morning  to  go  to  school,  despite  the  fact 
that  I awaken  him  five  times.”  I say,  whose 
responsibility  is  it  to  get  up?  Mother  says, 
his,  but  I feel  guilty.  I say  what  ego  state. 
She  says  my  parent  saying  I’ve  been  a bad 
child.  I say  right.  Adult  ego  state  says, 
buy  an  alarm  clock  and  give  it  to  Johnny. 
He  can  either  get  up  or  not.  If  he  doesn’t 
the  school  officials  will  punish  him.  Either 
way  it  isn’t  your  problem,  it’s  his.  Besides 
she  is  reinforcing  Johnnie’s  recalcitrant  be- 
havior by  giving  him  so  much  attention. 

The  hour  to  come  home  works  the  same 
way.  Parents  reinforce  lying  and  manipu- 
lation in  adolescents  by  being  vague.  Solu- 
tion is  to  set  a time  for  the  child  to  be  home, 
e.g.,  1:00  a.m.  plus  a punishment  such  as 
grounding  for  one  night  if  he  isn’t  there.  No 
excuses  are  accepted  except  death.  Thus, 
when  he  comes  home  at  1 :30  a.m.  with  the 
excuse  of  a “flat  tire”  the  parent  says  “I’m 
sorry,  that  could  happen  to  anyone,  however. 
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you  are  grounded  tomorrow  night  as  we 
arranged  previously  since  that  is  our  con- 
tract.” There  is  no  exchange  of  anger  about 
rules.  The  rule  is  the  responsibility  of  the 
child,  he  can  either  obey  or  not,  but  he  pays 
the  consequence.  The  child  gets  to  operate 
in  a more  adult  and  independent  manner 
and  there  is  much  less  need  for  a challenge 
of  rules  and  an  authority  conflict. 

If  the  children  are  under  12,  I suggest  the 
use  of  a point  system  for  behaviors  the  par- 
ent wants  to  occur.  The  behavior  must  be 
specific  (being  courteous  is  okay  for  Boy 
Scouts,  but  it  is  worthless  for  raising  chil- 
dren), e.g.,  clean  room,  make  bed,  set  table, 
etc.  Each  is  worth  points.  If  he  gets  3/4 
of  his  points  for  the  day,  he  gets  a positive 
reinforcer  such  as  two  hours  of  TV  or  some 
money.  If  he  gets  fewer  than  3/4  of  the 
points,  he  doesn’t  get  the  money  or  the  TV. 
The  child  is  in  control,  he  can  either  earn  his 
points  or  not.  Watch  for  parents  who  sabo- 
tage this  system ! Father  may  give  some 
money  on  the  side  so  he  doesn’t  need  to  earn 
any  extra  for  example.  Note  that  all  points 


are  given  for  behaviors  that  occur  and  thus 
are  positive  reinforcers.  Points  are  never 
taken  away  from  the  child.  Whether  he  earns 
them  or  not  is  strictly  his  problem.  Thus 
you  reinforce  the  behavior  you  want  when  it 
occurs  and  ignore  it  when  it  doesn’t. 

In  summary,  this  paper  discusses  the  use 
of  a combination  of  Eric  Berne’s  transaction- 
al analysis,  Thomas  Harris’s  “I’m  O.K.  you’re 
O.K.,”  contingency  contracting,  behavior  and 
modification,  and  Karen  Horney’s  theory  of 
anxiety  for  outpatient  family  counselling. 
It  takes  four  to  six  outpatient  sessions  of 
about  one  hour  each.  It  has  proved  to  be  a 
great  timesaver  and  seems  to  meet  the  needs 
of  many  families  requesting  psychiatric 
service  for  help  with  marital  and  family 
problems.  It  is  hoped  that  this  fonnat  will 
serve  as  a timesaver  for  those  frustrated  by 
a heavy  patient  load  and  little  time  to  serve 
them. 
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Neonatal  Narcotic  Withdrawal  Syndrome* 


Introduction 

This  communication  describes 
four  patients  born  to  heroin  ad- 
dicts, each  of  whom  demon- 
strated neonatal  narcotic  withdrawal  symp- 
toms. The  incidence  of  neonatal  narcotic 
withdrawal  syndrome  appears  to  be  sudden- 
ly increasing  in  Omaha  based  on  these  four 
patients  evaluated  at  the  University  of  Ne- 
braska Medical  Center  (UNMC),  within  a 
one  month  period.  In  contrast,  during  the 
five  years  prior  to  1972,  only  two  infants 
with  neonatal  narcotic  withdrawal  symp- 
toms were  seen  at  UNMC.  The  purpose  of 
this  report  is  to  discuss  the  various  modes 
of  presentation  of  this  syndrome  and  its 
treatment. 

Case  Reports 

Patient  1 was  a 2500  gram  female 
infant  of  a 20  year  old  primagravida. 
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The  mother  had  a history  of  heroin  ad- 
diction during  the  pregnancy  and  was 
admitted  to  the  hospital  several  days 
prior  to  delivery  with  multiple  pustules 
and  abscesses  on  her  arms.  The  mother 
estimated  her  heroin  addiction  to  be  ap- 
proximately $70-$90  per  day.  This  in- 
fant was  born  by  a vaginal  vertex  de- 
livery with  low  forceps.  Apgar  score 
was  7 at  one  minute  and  8 at  five  min- 
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utes.  The  physical  examination  was 
within  normal  limits.  Approximately  4 
hours  after  birth  the  infant  was  noted 
to  have  mild  tremors.  A capillary  glu- 
cose (dextrostix)  was  approximately 
30  mg%.  Oral  glucose  was  administered 
with  a prompt  cessation  of  the  tremors. 
However,  several  hours  later  the  tremors 
recurred  and  the  blood  glucose,  calcium, 
and  magnesium  determinations  all  were 
within  normal  limits.  It  was  also  noted 
at  this  time  that  the  infant  had  mild  re- 
gurgitation, but  no  frank  vomiting.  On 
the  basis  of  the  symptoms  compatible 
with  neonatal  narcotic  withdrawal,  phe- 
nobarbital  3 mg  per  kg  per  day  was 
begun.  Hours  later  this  dosage  was  in- 
creased to  4 mg  per  kg  per  day  because 
of  e.xcessive  salivation  and  sneezing.  The 
infant’s  symptoms  (tremors  and  irrita- 
bility) were  controlled  adequately  within 
four  days,  after  which  time,  the  dosage 
of  phenobarbital  was  tapered  and  dis- 
continued on  the  14th  hospital  day. 

Patient  2 was  a 3460  gram  male  new- 
born of  a 19  year  old  primagravida.  The 
mother  stated  that  her  last  dose  of 
heroin  was  approximately  3 weeks  prior 
to  delivery.  She  had  participated  in  the 
methadone  treatment  program  at  Equili- 
bria Clinic  with  her  last  dose  of  metha- 
done, apparently  10  mg,  several  days 
prior  to  delivery.  The  infant  was  deliv- 
ered uneventfully  by  the  vaginal  route. 
The  physical  examination  was  within 
normal  limits.  Withdrawal  symptoms 
began  about  40-44  hours  after  birth 
when  the  infant  was  noted  to  be  irritable 
with  tremors  and  a mild  increase  in 
sweating  and  salivation.  He  subsequent- 
ly received  Valium  one  mg  every  8 hours 
after  the  calcium,  magnesium,  and  capil- 
lary glucose  were  reported  to  be  normal. 
The  tremors  persisted  until  the  third 
day  when  the  infant  appeared  to  be  on 
the  verge  of  convulsions.  Therefore  the 
Valium  dose  was  increased  to  2 mg 
every  six  hours  which  seemed  to  control 
the  nervous  hyperirritability.  At  no 
time  did  the  infant  have  any  vomiting 
or  diarrhea.  After  two  days  on  this  in- 
creased dosage  the  dose  of  Valium  was 
tapered.  The  Valium  was  discontinued 


on  the  14th  hospital  day  with  no  further 
signs  of  narcotic  withdrawal. 

Patient  3 was  a 3900  gram  male  born 
to  a 25  year  old  female,  para  3-0-1-3. 
She  apparently  was  a chronic  heroin  user 
and  had  a habit  of  approximately  $30- 
$70  per  day.  She  had  been  recently  hos- 
pitalized at  Nebraska  Psychiatric  In- 
stitute on  a methadone  treatment  pro- 
gram, being  discharged  1 to  2 months 
prior  to  delivery.  She  had  predictably 
resumed  her  heroin  habit.  No  withdraw- 
al symptoms  were  noted  until  36  hours 
after  birth  when  the  infant  began  to 
have  tremors  with  a slightly  highpitched 
cry.  Blood  glucose  (dextrostix),  cal- 
cium and  magnesium  were  all  noted  to 
be  within  normal  limits.  The  infant 
was  observed  closely  and  no  other  signs 
of  neonatal  narcotic  withdrawal  were 
noted.  The  infant  was  not  treated  and 
at  approximately  60  hours  of  age  there 
was  only  an  occasional  tremor  noted 
with  stimulation. 

Patient  4 was  a 2900  gram  female 
born  to  a 20  year  old  para  l-O-O-l  chron- 
ic heroin  addict.  She  reputedly  under- 
went a methadone  treatment  program  at 
Nebraska  Psychiatric  Institute  early  in 
her  pregnancy,  but  since  the  5th  to  6th 
months  of  pregnancy,  had  resumed 
heroin  at  a $50  to  $60  per  day  habit. 
The  infant  was  delivered  vaginally  by 
spontaneous  delivery.  The  delivery  was 
felt  to  • be  septic,  and  cultures  of  the 
ear,  nose,  throat,  gastric  aspirate,  stool, 
blood,  and  urine  were  obtained  after 
birth.  Shortly  thereafter  the  infant  de- 
veloped a respiratory  distress  consistent 
with  aspiration  pneumonitis.  An  um- 
bilical artery  catheter  was  inserted  and 
ampicillin  and  kanamycin  were  begun. 
The  infant  continued  to  have  respira- 
tory distress  and  required  approximate- 
ly 60%  oxygen  to  maintain  adequate 
arterial  blood  gases.  Approximately  70- 
72  hours  after  birth,  the  infant  was 
noted  to  have  increasing  irritability  and 
mild  tremors.  Capillary  glucose  (dex- 
trostix), calcium,  and  magnesium  at 
that  time  were  within  normal  limits. 
No  treatment  was  begun  since  the  in- 
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fant  had  no  other  signs  of  increasing 
autonomic  dysfunction.  On  the  fifth 
hospital  day  the  infant  was  noted  to 
have  increasing  hypoxia  and  hyper- 
carbia.  The  infant  was  subsequently 
intubated  and  placed  on  continuous  posi- 
tive airway  pressure.  It  was  difficult 
to  keep  the  infant  in  the  isolette  after 
intubation,  while  maintaining  the  endo- 
tracheal tube  in  place.  The  infant  also 
sneezed  frequently  and  was  not  ade- 
quately ventilating  herself.  At  this 
point  morphine  was  begun.  Increasing 
ventilatory  difficulties  were  noted  and 
subsequently,  the  infant  was  placed  on 
a Bourn  respirator  on  the  fifth  hospital 
day.  She  was  maintained  on  the  respir- 
ator for  five  additional  days.  After  48 
hours  of  treatment  with  morphine  she 
was  switched  to  paregoric  which  was 
tapered  over  the  next  12  days. 

Discussion 

The  incidence  of  heroin  addiction  has  been 
increasing  in  Nebraska  over  the  last  several 
years  and  consequently  the  number  of  addict- 
ed pregnant  mothers  has  been  increasing. 
The  exact  incidence  of  neonatal  narcotic 
withdrawal  symptoms  however  is  not  well 
known.  In  a large  study  published  by  Zel- 
son,i  67  percent  of  the  infants  born  to  heroin 
addicts  developed  signs  of  withdrawal  in 
the  first  four  days  of  life,  and  69  percent 
of  these  required  treatment.  Therefore  46% 
of  the  infants  born  to  heroin  addicts  required 
treatment.  Of  our  infants,  3 out  of  4 devel- 
oped symptoms  severe  enough  to  require 
tranquilizing  and/or  narcotic  therapy. 

These  infants  are  often  of  low  birth  weight 
and  onset  of  the  symptoms  usually  occurs 
between  birth  and  four  days  of  age.  Ap- 
proximately 63  %i  develop  signs  of  with- 
drawal within  the  first  24  hours  of  life.^  Of 
the  four  infants  herein  reported,  none  showed 
severe  symptoms.  The  majority  had  irrit- 
ability and  tremors  as  the  first  symptoms. 
Three  showed  signs  of  autonomic  dysfunc- 
tion. 

With  the  symptoms  listed  in  table  1,  one 
must  consider  the  diagnosis  especially  with 
a suspicious  maternal  history.  Without  a 
significant  maternal  history  the  diagnosis 


is  often  difficult.  It  should  be  remembered, 
however,  that  a positive  maternal  history 
is  frequently  unreliable.  Regardless  of  the 
maternal  history,  neonatal  septicemia  should 
be  considered.  Often  the  diagnosis  of  with- 
drawal is  made  after  the  infant  has  failed 
to  respond  to  the  appropriate  therapy  for 
suspected  septicemia.  Hypoglycemia,  more 
common  in  the  low  birth  weight  infants, 
should  also  be  considered.  Hypocalcemia  and 
hypomagnesemia  are  entities  which  can  pre- 
sent with  the  irritability  and  seizures.  These 
entites  can  either  mimic  neonatal  narcotic 
withdrawal  or  can  be  associated  with  neo- 
natal narcotic  withdi'awal  symptoms. 

Once  the  diagnosis  is  suspected  the  in- 
fant should  be  classified  according  to  his 
symptoms.  We  feel  no  treatment,  but  care- 
ful observation  for  progression  of  symptoms, 
is  indicated  for  the  mild  category.  The  mod- 
erate to  severely  affected  infants  require  im- 
mediate treatment,  and  appropriate  suppor- 
tive care. 

Many  drugs  have  been  used  in  the  past  for 
treatment  of  withdrawal  symptoms.  It  is 
well  known  that  the  barbiturates  may  not 
control  the  gastrointestinal  effects  of  with- 
drawal. Chlorpromazine  has  also  recently 
been  used,  but  according  to  KahiH  has  shown 
no  superiority.  Its  main  effect  has  been  to 
control  the  vomiting  associated  with  severe 
withdrawal.  Reports  of  phenothiazine  in- 
duced extrapyramidal  dysfunction  in  neo- 
nates makes  one  cautious  of  the  use  of 
chlorpromazine.  Diazepam  has  been  reported 
to  be  effective^  and  to  be  unique  in  that  the 
drug  can  be  withdrawn  quickly.  Others  like 
ourselves  have  found  it  difficult  to  control 
the  sym.ptoms  without  excessively  large 
doses.  Morphine  and  paregoric  are  also  ef- 
fective drugs.  After  paregoric  treatment  has 
been  started,  there  are  reports  of  difficulty 
weaning  the  patient  from  the  drug.  Further- 

Table  1 

SYMPTOMS  AS  CLASSIFIED  BY  NATHENSON2 

Mild  — tachycardia  and  tachypnea,  high  pitched  cry, 
restlessness,  irritability  and  tremors:  with  no 
progression  of  the  symptoms. 

Moderate  — tremulousness  plus  minor  autonomic 
dysfunction:  i.e.  salivation,  yawning,  sneezing  or 
an  occasional  loose  stool. 

Severe  — the  same  symptoms  as  above  plus  vomit- 
ing, diarrhea,  or  convulsions. 
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more  it  has  been  stated  that  perhaps  the 
course  of  the  disease  may  actually  be  pro- 
longed by  the  difficulties  in  removing  the 
medication.  Methadone  has  also  been  used 
in  the  treatment  but  no  good  data  have  been 
published  on  its  advantages  and  disadvant- 
ages. Treatment  programs  are  presented  in 
Table  2. 

In  our  experience  as  well  as  others/-®  the 
best  results  in  controlling  withdrawal  symp- 
toms have  been  with  morphine.  The  use  of 
a narcotic  to  control  moderate  to  severe  nar- 
cotic withdrawal  symptoms  seems  only  logi- 
cal and  no  long  term  complications  have  been 
associated  with  the  morphine  - paregoric 
regime.  The  use  of  tranquilizers  in  the  mild- 
moderate  classification  seems  to  decrease  pro- 
tracted withdrawal  course  associated  with 
the  morphine-paregoric  regime.  If  chlorpro- 
mazine  does  have  a role  in  the  treatment  of 
narcotic  withdrawal  symptoms  it  is  to  control 
the  vomiting  that  occurs  with  a severe  cate- 
gory. We  have  had  no  patient  requiring 
chlorpromazine  to  date. 

Mortality  rates  in  the  past  have  been  high 
(9-34%),  but  with  appropriate  diagnosis 
and  prompt  treatment  the  mortality  has  pro- 
gressively decreased.  Zelson^  reports  a mor- 
tality rate  as  low  as  four  percent.  Mortal- 
ity has  been  associated  with  problems  such 
as  sepsis,  respiratory  distress,  etc. 

The  long  term  prognosis  of  these  infants 
does  not  indicate  that  they  are  predisposed  to 
later  narcotic  addiction.  There  seems  to  be 
an  increase  in  the  sudden  death  syndrome  of 
later  infancy.  The  exact  mechanism  is  un- 


known but  it  is  postulated  that  these  in- 
fants might  have  ingested  drugs  themselves 
via  the  parents. 

The  major  long  term  problems  seem  to 
revolve  around  the  socioeconomical  factors 
involved.  Most  agree  that  these  infants 
should  be  placed  in  foster  homes  oi’  that 
careful  follow  up  by  the  Visiting  Nurses  As- 
sociation and/or  Protective  Child  Services  is 
mandatory. 

Summary 

Four  infants  with  neonatal  narcotic  with- 
drawal symptoms  have  been  described.  Rec- 
ognition of  symptoms  has  been  discussed  and 
a classification  scheme  which  can  influence 
modes  of  therapy  is  outlined. 

We  wish  to  thank  Dr.  Gerard  Van 

Leewven,  Dr.  Melvin  Jenkins  and  Miss 

Valerie  Bacon  for  their  guidance  and 

assistance. 

Chlorpromazine — THORAZINE 
Diazepam — VALIUM 
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Table  2 

TREATMENT  SCHEDULE  FOR  NEONATAL  NARCOTIC 


WITHDRAWAL^ 

Phenobarbital 

3-5  mg/kg/d 
divided  doses 
every  6-8  hrs. 

Initially  parenter- 
ally,  then  orally. 

0.5-1  mg.  every  day 
to  two  days,  after 
controlled,  24-48  hrs. 

Valium 

_ 0.5-1  mg.  every 
8 hours. 

Initially  parenter- 
ally,  then  orally. 

0.5-1  mg.  every  day 
to  two  days,  after 
controlled,  24-48  hrs. 

Chlorpromazine 

2.2  mg/kg/d  in 
divided  doses 
every  6 hours. 

Initially  parenter- 
ally,  then  orally. 

0.5-0.75  mg.  every  day, 
two  days  after 
controlled  48-72  hrs. 

Morphine  Sulfate-. 

0.5-0.15  mg/kg 

every  6-8  hours. 

Parenterally 

After  24-48  hours 
switch  to  paregoric. 

Paregoric 

.1-2  qtts/kg  every 
4-6  hours. 

Oral 

Reduce  the  dose  by 
10%  every  day. 

*These  are  arbitrary  doses  and  the  dosage  schedule  would  be  adjusted  to  achieve  the  desired  response — 
i.e.  control  of  the  symptoms.  Smaller  doses  are  indicated  for  premature  infants,  infants  with  associated  disease 
process,  and  less  severely  affected  infants. 
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Carcinoma  of  the  Fallopian  Tube: 
Report  of  Two  Cases 


Introduction 

PRIMARY  carcinoma  of  the  fal- 
lopian tube  is  known  to  be  a 
rare  condition.  Numerous  re- 
ports have  cited  an  incidence  ranging  from 
0.16  to  1.1%  of  gynecologic  admissions.^ 

The  first  report  of  primary  carcinoma  of 
the  tube  was  by  Renaud  in  1847,  and  Orth- 
mann  in  1888  first  published  a thorough  de- 
scription of  the  disease.  In  1969  a review 
of  the  literature  showed  a total  of  890  re- 
ported cases  in  the  English  literature.^  The 
symptoms  have  been  reviewed  by  a number 
of  authors,  and  very  few  specific  symptoms 
have  been  found.  The  recent  experience  of 
having  two  cases  hospitalized  simultaneous- 
ly prompted  the  review  of  the  literature  and 
report  of  the  cases. 

Ca.se  Reports 
Case  #1 

This  55  year  old  woman,  para  6, 
gravida  7,  was  seen  in  April,  1971  with 
an  incarcerated  left  femoral  hernia. 
She  gave  a history  of  some  heavy  feel- 
ings in  the  left  leg  and  otherwise 
had  no  significant  complaints,  other 
than  the  pain  in  the  left  femoral  area 
and  an  incarcerated  hernia.  A pelvic 
examination  at  that  time  was  felt  to  be 
within  normal  limits  and  the  patient  was 
subjected  to  the  repair  of  the  incarcer- 
ated hernia.  The  peritoneal  surfaces  at 
the  time  of  the  hernia  repair  showed 
growth  implants,  which  were  felt  to  be 
on  a neoplastic  basis,  but  no  primary  was 
detennined.  The  hernia  was  repaired. 
The  pathology  report  from  these  bioi> 
sies  indicated  a malignant  tumor  of  un- 
certain origin.  Her  recovery  from  the 
hernia  repair  was  only  fair.  She  was 
subjected  to  pelvic  laparotomy  at  an- 
other institution  and  a total  abdominal 
hysterectomy  and  bilateral  salpingo- 
oophorectomy  was  done.  It  was  felt 
from  the  gross  and  microscopic  find- 
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ings  at  that  time  that  this  represented 
carcinoma  of  the  fallopian  tube  with 
extensive  intraperitoneal  spread.  The 
patient  was  given  postoperative  tele- 
cobalt  therapy  as  well  as  intraperi- 
toneal alkalating  agents  without  any 
apparent  improvement  in  her  clinical 
status,  which  was  one  of  steady  down- 
hill progression  and  she  expired  in 
October,  six  months  following  the  initial 
diagnosis. 

Case  #2 

This  56  year  old  woman  was  seen  with 
postmenopausal  vaginal  bleeding  in  July, 
1971.  She  had  very  minimal  bleeding. 
The  vaginal  examination  under  anes- 
thesia was  not  revealing  of  any  path- 
ology, although  the  patient  was  some- 
what obese  and  difficult  to  examine.  A 
dilatation  and  curettage  was  done,  and 
this  showed  atrophic  endometrium. 
She  was  then  followed  for  about  four 
weeks,  her  vaginal  flow  continued  and 
a pelvic  laparotomy  was  done  in  late 
August.  She  was  found  to  have  a pri- 
mary carcinoma  of  the  right  fallopian 
tube  with  an  implant  on  the  peritoneal 
surface  anterior  to  the  bladder.  A total 
hysterectomy  was  done  and  the  implant 
was  included  along  with  the  uterus,  so 
that  all  identifiable  tumor  was  re- 
moved. The  patient  had  postoperative 
telecobalt  irradiation  which  she  toler- 
ated well  and  one  year  later  has  no  evi- 
dence of  recurrence. 

Discussion 

As  these  two  cases  illustrate,  the  diffi- 
culty in  making  the  diagnosis  preoperative- 
ly  is  evident.  In  a review  of  34  cases  report- 
ed by  Fogh,  there  were  only  two  in  which 
the  diagnosis  was  made  or  suspected  pre- 
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operatively.  It  is  stated  in  another  litera- 
ture review  that  only  2 to  544  cases  had 
the  correct  preoperative  diagnosis. ^ 

The  symptoms  which  should  alert  the  clin- 
ician to  the  possibility  of  this  disease  are 
abnormal  bleeding  or  abdominal  pain  and  a 
combination  of  bleeding,  pain,  and  vaginal 
discharge.  The  finding  of  a pelvic  mass  is 
sometimes  present  and  was  reported  in  7 
out  of  10  cases  reported  by  Dodson  et  al.^ 
These  authors  also  cite  a case  in  which  re- 
current vaginal  bleeding  occurred  after  two 
endometrial  curettages  similar  to  our  sec- 
ond patient.  The  teirn  “hydrops  tubae  pro- 
fluens”  was  first  used  by  Latzko  in  1915. ^ 
This  term  is  applied  to  a profuse  watery 
discharge  which  occurs  in  spurts,  due  to  the 
distended  tube  emptying  itself.  It  is  not 
considered  pathognomonic  of  tubal  malig- 
nancy, but  may  occur  in  this  disease. 

The  most  helpful  diagnostic  study  in  these 
patients  appears  to  be  the  pelvic  examina- 
tion, because  the  majority  of  patients  have 
been  found  to  have  a mass.  Often  the  mass 
prompts  a diagnosis  of  carcinoma  of  the 
ovary.  Hysterosalpingogi’ams  are  stated  to 
have  been  of  little  or  no  diagnostic  value 
in  this  disease,  and  in  fact  may  present  a 
risk  of  dissemination  of  the  tumor  cells.^ 


Preferred  treatment  would  appear  to  be 
total  abdominal  hysterectomy  with  bilateral 
salpingooophorectomy  followed  by  radiation 
therapy.  There  has  been  some  difference 
of  opinion  relative  to  the  use  of  postopera- 
tive radiation,  however,  Fogh  found  the 
postoperative  therapy  beneficial,  but  also 
compared  conventional  and  high  voltage 
techniques  and  showed  a marked  increase 
in  suiwival  with  high  voltage  treatment.^ 

Unfortunately,  the  patients  quite  fre- 
quently present  with  metastatic  disease  as 
our  first  patient,  and  only  palliative  therapy 
is  indicated. 

Summary 

Two  cases  of  primary  carcinoma  of  the 
fallopian  tube  ai‘e  presented,  and  a brief 
survey  of  the  literature  is  presented.  One 
case  represents  widespread  metastases  at 
the  time  of  discovery  and  the  other  an  ap- 
parent survival  with  treatment. 
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Migraine  With  Cerebrovascular 
Deficit  or  Complicated  Migraine,  1972 


The  purpose  of  this  report  is  to 
describe  a little  known  and 
fortunately  infrequent  cause  of 
acute  cerebral  infarction. 

Of  the  great  numbers  of  patients  with 
migraine-like  headaches,  a small  number 
are  found  not  to  have  migraine,  but  head- 
aches of  other  cause  (as  brain  tumor,  intra- 
cranial vascular  anomaly,  pheochromocytoma, 
temporal  arteritis,  or  coarctation  of  aorta). 
An  occasional  patient  reveals  migraine  but 
also  additional,  unrelated  neurologic  disease 
(for  example  the  patient  with  migraine  may 
develop  a brain  tumor,  neurosyphilis  or  sub- 
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dural  hematoma).  Then  finally  one  notes  a 
group  of  patients  with  “complicated”  mi- 
graine which,  at  an  age  decidedly  under  the 
atherosclerotic  years,  is  accompanied  by  dis- 
tinct, lingering,  organic  cerebrovascular  an- 
tics. 

Classical  migraine  attacks  have  long  been 
known  to  reveal  subjective,  sensory  symp- 
toms with  a pattern  and  quality  of  focal 
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cerebral  involvement.  Less  commonly,  tran- 
sient ophthalmoplegias  and  rarely  other 
cranial  nerve  paralyses  occur  with  an  attack, 
as  facial  nerve  (Barraquer-Bordas).  Least 
common,  but  noteworthy,  are  patients  who 
demonstrate  hemiparesis,  hemiplegia,  or 
even  symptoms  referable  to  basilar  artery 
ischemia.  Accompanying  confusion,  syncope, 
and  other  disturbance  of  consciousness  have 
been  described  in  as  high  as  15  to  20  percent 
of  migraine  patients,  more  frequent  in  pa- 
tients with  focal  cerebral  symptoms  during 
an  attack  (Hockaday,  Lance).  Most  of  these 
uncommon  patients  are  well  under  50  with  a 
history  of  usual,  uncomplicated  migraine  at- 
tacks for  a decade  more  or  less  previously. 
Some  describe  strikingly  similar  familial 
patterns.  Commonly,  these  additional  neu- 
rologic burdens  are  transient  with  complete 
recovery ; occasionally  permanent  deficits 
(as  hemiparesis,  hemiplegia,  ophthalmo- 
plegia, visual  scotoma,  or  field  defect)  re- 
main as  though  infarction  had  occurred. 
These  focal  cerebral  manifestations  may 
alternate  sides  from  one  attack  to  another. 
In  many  of  these  patients,  EEC  abnormali- 
ties appear  at  the  proper  cortical  site,  to  dis- 
appear slowly  over  days  or  weeks  following 
the  attack. 

These  phenomena  appear  to  fit  with  pres- 
ent concepts  of  migraine  as  due  to  vaso- 
spasm and  edema  of  small  arteries.  Cerebral 
perfusion  rates  are  significantly  reduced 
during  even  uncomplicated  migraine  attacks 
(O’Brien,  Skinhoj).  The  diagnosis  of  com- 
plicated migraine  must  often  be  made  by 
exclusion.  Detailed  studies  of  some  patients 
(including  arteriography)  disclose  variously 
a one  to  six  percent  incidence  of  variable 
items  as  aneurysms,  angiomas,  anomalous 
arterial  anastomoses  or  origins,  or  even  in- 
tracranial neoplasms,  although  these  find- 
ings do  not  always  appear  related  to  the 
clinical  data.  One  study  suggested  that  mi- 
graine patients  have  smaller  calibre  of  in- 
ternal carotid  arteries  (Gabrielsen).  Post- 
mortem studies  in  rare  cases  have  revealed 
cerebral  infarctions  in  some  patients,  in  oth- 
ers nothing. 

Treatment  or  prevention  of  complicated 
migraine  is  uncertain.  Fortunately,  most 
patients  recover  from  each  bout.  The 


obvious  concern  is  the  rare  patient  who 
may  retain  permanent  deficits,  and  this 
is  an  unpredictable  event.  Certainly,  pa- 
tients with  complicated  migraine  should 
avoid  present  types  of  oral  contraception, 
maintain  blood  pressure  and  blood  lipids 
within  healthy  limits,  and  bend  every  effort 
to  keep  attacks  infrequent.  Consultation 
with  an  allergist  and  psychiatrist  may  be 
helpful.  Sansert  (methysergide)  may  exert 
a preventive  influence  over  frequency  of  at- 
tacks. Medications  to  maintain  cerebral 
vasodilation  as  Cyclospasmol  (cyclandelate), 
Vasodilan  (isoxsuprine),  Hydergine  (di- 
hydroergo  - carnine  - cristine  - hydergine  and 
-kryptine),  Pavabid  (papaverine)  may  be 
considered  also  prophylactically.  No  one  has 
demonstrated  to  date  whether  use  of  ergo- 
tamine  tartrate  at  onset  of  an  attack  in  these 
patients  is  efficacious  or  hazardous.  Rapidly 
effective  anticoagulants  may  be  considered. 
Complicated  migraine  is  sufficiently  uncom- 
mon that  no  reports  on  a therapeutic  series 
are  available.  Confronted  with  the  patient 
for  the  first  time,  the  clinician  may  remain 
uncertain  until  arteriography  at  least  re- 
assures him,  at  which  time  the  patient  is 
often  recovered  or  left  with  disability.  Un- 
less the  ])atient  has  demonstrated  prior  and 
increasingly  prolonged  attacks,  the  clinician 
has  no  way  to  anticipate  how  the  present 
attack  will  terminate.  Many  undergo  com- 
plete restitution,  some  do  not.  How  active- 
ly, even  heroically,  should  one  treat  then? 
One  may  ply  the  patient  with  cerebrovasodil- 
ators,  anticoagulants,  and  dexamethasone — 
orally,  intravenously  or  even  by  intracarotid 
route.  In  general,  one  would  recommend 
intravenous  ergotamine  tartrate  (or  papa- 
verine), heparin  and  dexamethasone  in  man- 
agement of  complicated  migraine.  (Bicker- 
staff.  Blau,  Bradshaw,  Carroll,  Connor,  Dav- 
id, Edes,  Fisher,  C.M.,  Cabrielsen,  Castaut 
1967,  Cuest,  Heron,  Heyck,  Hockaday,  Kort- 
beek,  Krapin,  Levine,  J.,  McDonald,  Myhr- 
man,  Navarrane,  Ohta,  Pearce,  Sansregret, 
Schrire,  Slatter,  Sood,  Veret,  Witty,  Wolter, 
Young  C.F.). 

References  available  from  author. 
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Epidemiology  of  Leukemia-Lymphoma 
In  Mid-Nebraska* 


PART  II 

Radiation  Studies: 

Specimens  for  analysis  were  submitted 
to  the  Southeastern  Radiologic  Health  Lab- 
oratory, Montgomery,  Alabama.  Teeth  from 
routine  dental  extractions,  soil,  vegetation, 
and  water  from  the  Kearney  area  as  well 
as  soil,  well  water,  and  vegetation  from  a 
farm  of  one  leukemia  patient  were  collected. 
The  12  specimens  were  found  to  have  normal 
radioactivity  levels. 

Household  Survey: 

From  the  large  amounts  of  demographic 
data  collected  in  the  survey  and  analyzed, 
no  significant  differences  were  detected  be- 
tween the  general  population  households  and 
those  of  leukemia-lymphoma  patients.  The 
majority  of  the  medical,  genetic,  socio-eco- 
nomic, and  environmental  data  were  virtual- 
ly identical.  In  some  instances  trends  were 
noted,  especially  the  number  of  deaths,  x- 
rays,  and  allergies;  each  occurred  more  often 
in  families  with  a leukemia  or  lymphoma  pa- 
tient. 

Contact  with  chemicals,  animals,  poke- 
weed,  foods,  fuel  and  other  agents  has  been 

Table  9 

FAMILY  HISTORY  OF  MALIGNANCY  AND 
BIRTH  DEFECTS  IN  SURVEY 
POPULATIONS 

Leukemia-Lymphoma 
Population 
Number  Percent 

40  26.5 

50  33.1 

29  19.2 

2 1.3 

1 0.7 

2 1.3 

2 1.3 

25  16.6 

0 0.0 

151  100.0 
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postulated  as  a possible  leukemogenic  fac- 
tor. None  of  these  agents  have  been  dem- 
onstrated to  produce  a detectable  difference 
in  the  study  populations. 

Family  history  of  other  cases  of  malig- 
nancy and  birth  defects  has  been  correlated 
with  an  increased  incidence  of  leukemia.  In 
this  study,  there  was  a significant  differ- 
ence in  the  two  populations  (P<  or  = .00001. 
There  appeared  to  be  more  non-leukemia 
lymphoma  malignancies  and  birth  defects  in 
the  general  population  (Table  9). 

There  was  a tendency  for  stillbirths  and 
miscarriages  to  occur  more  frequently  in 
the  general  population  than  in  the  families 
of  patients  (Table  10). 

The  families  of  both  groups  were  primar- 
ily of  mixed  European  parentage.  Of  the 
general  population,  72  percent  were  Protes- 
tant and  22  percent  were  Roman  Catholic, 
while  18  percent  of  the  patient  families 
were  Catholic. 

*From  the  Ecological  Investigations  Program.  Center  for 
Disease  Control,  Health  Services  and  Mental  Health  Administra- 
tion. Public  Health  Service.  U.  S.  Department  of  Health.  Edu- 
cation, and  Welfare.  Kansas  City,  Kansas : the  Platte  Valley 
Medical  Clinic,  Kearney,  Nebraska:  and  the  University  of  Ne- 
braska. Department  of  Medicine,  Omaha. 

tChief.  Leukemia  and  Oncogenic  Virus  Activities.  Kansas  City 
Laboratories,  Ecological  Investigations  Program.  CDC,  2002 
West  39th  Street.  Kansas  City,  Kansas  66103  (address  reprint 
requests  to  Dr.  Caldwell). 

tPlatte  Valley  Medical  Clinic.  Kearney.  Nebraska  68847. 

**FormerIy  Director,  Eugene  C.  Eppley  Institute  for  Re- 
search in  Cancer  and  Allied  Diseases,  University  of  Nebraska 
College  of  Medicine.  Omaha.  Nebraska,  presently  Univei'sity  of 
Nebraska,  Department  of  Medicine,  Omaha.  Nebraska  68105 

ttStatistician.  Ecological  Investigations  Program.  CDC. 

tJDirector,  Ecological  Investigations  Program.  CDC.  Kansas 
City,  Kansas  66103. 


Geneial  Population 
Category  Number  Percent 

Leukemia- 

Lymphoma 


only 

48 

3.8 

Leukemia  and 

cancer 

36 

2.8 

other  Mali}?- 

nancy  only  

528 

41.6 

Birth  Defects 

only 

30 

2.4 

Leukemia  and 

Birth  Defects  _ 

8 

0.6 

All  Three 

3 

0.2 

Malignancy  and 

Birth  Defects— 

- 34 

2.7 

None 

569 

44.9 

Unknown  _ 

12 

0.9 

Total 

.1,268 

99.9 
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Both  well  and  ill  populations  were  rela- 
tively stable.  Most  families,  79.4  percent, 
had  lived  in  the  state  all  their  lives,  and 
47.5  percent  were  lifelong  county  residents. 
Stability  figures  for  the  leukemia-lymphoma 
families  were  80.2  and  46.0  percent,  respec- 
tively. 

In  all  counties  the  median  ages  of  the  leu- 
kemia-lymphoma patients  exceeded  those  of 
the  general  population  (Table  11).  The  me- 
dian age  of  the  entire  survey  population  was 
28  years,  while  the  leukemia-lymphoma  pa- 
tients had  mean  ages  of  38,  55,  and  32  in 
Adams,  Buffalo,  and  Hall  Counties,  respec- 
tively. The  widest  difference  occurred  in 
Buffalo  County,  which  had  the  highest  rate 
of  lymphoma  (Table  5). 


Table  10 

FAMILY  HISTORY  OF  STILLBIRTHS  AND 
MISCARRIAGES  IN  SURVEY  POPULATIONS 
SIX-COUNTY  AREA  OF  NEBRASKA 


Leukemia-Lymphoma 

No.  of  Geneml  Population  Population 


Events 

Number 

Percent 

Number 

Percent 

1 

204 

16.1 

20 

13.2 

2 

48 

3.8 

4 

2.6 

3 

10 

0.8 

2 

1.3 

4 

9 

0.7 

0 

0.0 

5+  _ 

2 

0.2 

1 

0.7 

None 

980 

77.3 

124 

82.1 

Unknown 

15 

1.2 

0 

0.0 

Total 

1,268 

100.1 

151 

99.9 

Table  11 

MEDIAN  AGE  OF  SURVEY  COUNTY 
POPULATIONS 


SIX-COUNTY 

AREA 

OF  NEBRASKA 



Median  Age  in  Years 



Area 

Male 

Female  Both 

Adams  County 

Rural 

26 

21 

23 

Hastings 

25 

24 

25 

Leukemia 

38 

43 

38 

Buffalo  County 

Rural 

36 

29 

33 

Kearney 

28 

29 

29 

Leukemia 

56 

55 

55 

Hall  County 

Rural  

25 

23 

24 

Grand  Island 

_ 23 

29 

26 

Leukemia 

_ _ 25 

33 

32 

Summary 

Well 

27 

27 

27 

111 

40 

44 

43 

Median  Age 

Entire  Survey 

28 

As  one  would  expect,  deaths  occurred  in 
the  families  with  a leukemia-lymphoma  pa- 
tient more  often  than  in  the  general  popu- 
lation (Table  12).  Sixty-seven  percent  of 
the  leukemia-lymphoma  families  reported 
deaths  since  1947,  but  deaths  were  reported 
in  only  21  percent  of  the  general  house- 
holds. There  was  likewise  a tendency  to 
have  a higher  percentage  of  multiple  deaths 
in  the  families  with  a patient. 

Although  x-rays  were  taken  more  often 
in  patients,  no  significant  difference  in 
number  was  found  (Table  13). 

A history  of  allergy  indicative  of  some 
immunologic  defect  which  could  be  related 
to  malignancy  has  been  both  intimated  and 
denied  in  past  studies.®- jn  these  popula- 
tions no  significant  difference  was  found, 
although  more  patients  (16.7  percent)  gave 
a yes  answer  on  the  allergy  question  than  did 
the  general  population  (12.6  percent). 

Discussion 

The  data  presented  are  a description, 
analysis,  and  comparison  of  the  occurrence 
of  leukemia  and  lymphoma  in  a defined  area 

Table  12 

DEATHS  IN  SURVEY  POPULATIONS 
SIX-COUNTY  AREA  OF  NEBRASKA 

Families  Families 


General  Population 

Leukemia-Lymphoma 

No.  of  Events 

Number 

Percent 

Number 

Percent 

1 _ 

220 

17.4 

83 

55.0 

2 __ 

__  30 

2.4 

12 

7.9 

3 

3 

0.2 

5 

3.3 

4 + 

3 

0.2 

1 

0.7 

None 

1,002 

79.0 

50 

33.1 

Unknown 

Total 

_ 10 

0.8 

0 

0.0 

Households 

__1,268 

100.0 

151 

100.0 

Table  13 

X-RAYS  IN  SURVEY  POPULATIONS 
SIX-COUNTY  AREA  OF  NEBRASKA 


General  Population 

Leukemia-Lymphoma 

Patients 

Number 

Number 

Percent 

Number 

Percent 

0 

1,028 

23.8 

68 

17.8 

1-  5 

1,509 

34.9 

113 

29.5 

6-10  __ 

688 

15.9 

54 

14.1 

11-25 

. _ 451 

10.4 

49 

12.8 

26-50  

105 

2.4 

17 

4.4 

51-97  

31 

0.7 

5 

1.3 

98+ 

26 

0.6 

3 

0.8 

Unknown  _ 

488 

11.3 

74 

19.3 

Total 

4,326 

100.0 

383 

100.0 
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over  a finite  time  period.  The  general  popu- 
lation and  patient  characteristics  have  been 
compared  in  many  respects.  These  data  fit 
the  model  area  study  as  described  by  Heath^^ 
and  typified  by  many  in  Canada,  England, 
and  the  United  States  and  not  a cluster  like 
the  Niles,  Illinois,  study.^^ 

That  there  is  a difference  in  the  incidence 
of  leukemia  and  lymphoma  from  the  avail- 
able national  mortality  is  apparent  from 
Tables  1 and  5.  The  following  data  from  oth- 
er areas  are  given  for  comparison  (all  rates 
per  100,000  per  year).  Yearly  rates  of  leu- 
kemia deaths  in  Minnesota  from  1950-1964 
range  from  7.9  to  9.7  with  an  overall  15- 
year  rate  of  8.7. Likewise,  the  rates  from 
one  Minnesota  county^®  for  successive  dec- 
ades were  7.4,  6.8,  and  9.3.  For  Caucasian 
patients  in  Brooklyn,  the  10-year  rate  from 
1943-1952  was  6.4.2o  Studies  in  Kansas^s 
where  all  hematologic  malignancies  were 
used  to  generate  a combined  rate  for  10  years 
showed  the  rate  to  be  13.4.  Current  unpub- 
lished incidence  data  from  the  greater  metro- 
politan area  of  Kansas  City  for  1966-1967 
where  cases  were  collected  by  a reporting 
system  indicate  a rate  of  9.2. 

Previously  reported  studies,  with  the  ex- 
ception of  the  six-county  area  and  Kansas 
City,  have  utilized  death  certificate  data 
to  arrive  at  their  rates.  Only  in  this  study 
and  in  the  Kansas  City  study  have  cases 
been  actively  sought.  If  Kansas  City  or 
the  other  studies  represent  the  norm,  the 
six-county  area  has,  in  fact,  a true  increase 
in  these  diseases  and  not  an  apparent  in- 
crease due  to  ferreting  out  all  of  the  avail- 
able cases. 

An  effort  was  also  made  to  determine  if 
this  increase  was  due  to  any  specific  cell 
type.  Comparisons  with  other  studies®- 1®-  2®- 
show  that  only  acute  monocytic  leukemia 
appears  unusually  different  (low)  ; all  other 
types  are  distributed  much  the  same  as  in 
other  studies.  In  a comparable  study  for 
lymphoma’’ 22. 28. 41  six-county  data  fol- 

lows a similar  pattern. 


Seasonal  variation  has  been  noted  in  the 
occurrence  of  leukemia  and  neuroblastoma. 
Leei’  demonstrated  a summer  peak  in  the 
incidence  of  leukemia  in  England  and  Wales, 
as  well  as  a similar  seasonal  incidence  for 
neuroblastoma. Others  have  shown  winter 
peaks!  ^nd  winter  and  fall  peaks, 2®  while  an 
equal  number  of  studies  have  been  unable  to 
demonstrate  any  seasonal  variation’- 24.  S5 
These  data  cannot  resolve  the  issue,  but  five 
of  10  childhood  leukemia  cases  occurred  in 
the  fall. 

Modan2®  reported  that  lymphoma  in  males 
in  Israel  had  a seasonal  peak  of  onset  in 
June,  but  onset  in  females  exhibited  no  sig- 
nificant monthly  variation.  Furthemiore, 
the  June  peak  in  males  occurred  in  those 
over  age  14  but  not  in  childhood.  The  data 
presented  here  show  six  childhood  cases 
of  lymphoma  in  the  winter  and  spring,  with 
the  majority  of  adult  cases  occurring  in  the 
spring  and  summer.  If  cases  are  separated 
by  date  of  diagnosis,  males  appear  to  have  a 
statistically  significant  peak  in  the  middle 
third  of  the  year  (May,  June,  July,  and  Au- 
gust). These  data  are  suggestive  and  com- 
pare well  with  Modan’s  data  but  are  not  con- 
clusive. 

Since  the  advent  of  x-rays  and  nuclear 
radiation,  an  increased  incidence  of  malig- 
nancies has  been  found  in  persons  asso- 
ciated with  close  contact  to  radioactive 
sources.®-  4. 21. 25  Likewise,  there  was  elevated 
incidence  of  acute  and  chronic  leukemias  in 
younger  persons,  with  a concomitant  strik- 
ing increase  in  either  acute  or  chronic  granu- 
locytic leukemia  in  the  older  age  groups.4 
Similarly,  the  effect  of  diagnostic  and  thera- 
peutic radiation  appears  to  produce  an  in- 
creased incidence  of  leukemia  in  the  involved 
individuals.!!- 21- 25  jn  fact,  Miller2®  was  able 
to  assign  risk  factors  with  radiotherapy  of 
polycythemia  vera  and  ankylosing  spondy- 
litis. That  radiation  induces  genetic  or 
chromosomal  change  which  then  leads  to 
malignancy  is  postulated®®  but  has  not  been 
demonstrated  to  carry  over  to  the  next  gen- 
eration.!® 
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Encephalopathy  and  Fatty  Degeneration 
Of  the  Viscera:  Reye  s Syndrome 


R EYE’S  syndrome  is  a disease 
of  preteenage  children  charac- 
terized by  encephalopathy  and 
hepatomegaly.!-  - A viral  upper  respiratory 
infection  generally  precedes  the  syndrome, 
contributing  directly  to  the  pathogenesis 
or  contributing  indirectly  by  providing  an 
opportunity  for  exposure  to  a hepatotoxic 
substance.^  The  liver  responds  to  an  uniden- 
tified primary  insult  with  fatty  degenera- 
tion of  the  parenchyma.  Hypoglycemia  and 
hyperammonemia  occur  with  considerable 
regularity.  Since  either  could  reasonably 
account  for  the  complications  of  seizures, 
coma,  and  death, it  may  be  unnecessary  to 
postulate  direct  viral  invasion  of  the  brain 
or  exposure  to  a substance  which  is  both 
hepatotoxic  and  neurotoxic.®-  ® 

This  disorder  was  first  described  by  Brain 
in  1929!  but  was  not  recognized  as  a dis- 
tinct syndrome  until  1963  when  it  was  again 
reported  by  Reye.^  No  cases  have  Ijeen  pre- 
viously reported  in  Nebraska. 

A six-month-old  white  female  with  no 
history  of  illness,  was  unresponsive  to  at- 
tempts to  awaken  her  for  breakfast.  She 
was  taken  to  Mary  Tanning  Memorial  Hos- 
pital, Hastings,  Nebraska  where  she  was 
found  to  be  comatose,  cyanotic,  and  tremu- 
lous in  all  extremities.  Laboratory  studies 
revealed  a blood  glucose  of  8 mg%  ; the  WBC 
was  31,500  with  a left  shift.  Cultures  of 
blood,  urine,  stool,  and  cerebrospinal  fluid 
were  negative.  Glucose  and  ampicillin,  250 
mg,  were  given  intravenously.  Sixteen  hours 
after  onset  of  symptoms,  the  patient  was 
transferred  to  the  University  of  Nebraska 
jMedical  Center.  Significant  physical  find- 
ings at  that  time  were  stupor,  circumoral 
cyanosis,  a weak  cry,  tremors  in  all  extrem- 
ities, especially  the  left  upper;  and  an  en- 
larged liver  that  extended  to  the  right  pelvic 
brim.  Laboratory  findings  were:  Hb  10.2 
gm%  ; WBC  34,300  with  left  shift;  blood 
urea  nitrogen  8 mg% ; blood  glucose  111 
mg%,  serum  lactic  dehydrogenase  1,944 
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units  (normal,  200-500)  ; serum  glutamic- 
oxaloacetic  transaminase  121  units  (normal 
0-40)  ; serum  glutamic-pyruvic  transaminase 
73  units  (normal  0-45).  Urinalysis  and  elec- 
trolyte values  were  within  normal  limits. 

The  patient  was  placed  in  a mist  tent,  giv- 
en 5%  glucose  and  0.45%  saline  solution 
intravenously,  350  mg  ampicillin  intramus- 
cularly every  6 hours,  and  35  mg  kanamycin 
intramuscularly  every  12  hours. 

Twenty-four  hours  after  onset  of  symp- 
toms, the  blood  ammonia  was  106  mcg% 
(normal,  20-45).  Cerebrospinal  fluid  con- 
tained glucose  80  mg%s  protein  15  mg%, 
RBC  420/mm,®  and  WBC  2/mm.®  Smears 
of  cerebrospinal  fluid  stained  by  Gram  and 
Ziehl-Neelsen  methods  failed  to  demonstrate 
bacteria.  A chest  x-ray  was  within  normal 
limits. 

Forty-eight  hours  after  onset  of  symp- 
toms, laboratory  findings  were:  Hb  9.3 

gm%  and  WBC  18,000/mm.®  The  electro- 
encephalogram showed  questionable  right  oc- 
cipital lobe  spike  activity.  The  patient  re- 
sponded to  verbal  stimulation,  and  her  liver 
extended  only  2 cm  below  the  right  costal 
mai'gin,  but  both  upper  extremities  were 
tremulous  for  a five  minute  period.  The 
mist  tent  was  discontinued,  and  liquid  feed- 
ings were  begun. 

Seventy-two  hours  after  onset  of  symp- 
toms, significant  laboratory  findings  were: 
SCOT  83;  SGPT  89;  LDH  1,959;  cultures 
of  blood,  stool,  and  urine  were  negative, 
throat  cultures  were  nonrevealing.  Anti- 
biotics and  intravenous  fluids  were  discon- 
tinued. The  following  day,  a percutaneous 
liver  biopsy  demonstrated  extensive  fatty 
metamorphosis. 
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Five  days  after  onset  of  symptoms  the 
WBC  was  23,300  with  18  segmented  forms, 
3 bands,  73  lymphocytes,  4 monocytes,  3 
eosinophils.  The  patient  continued  to  re- 
cover and  was  discharged  without  medica- 
tion 8 days  after  onset  of  symptoms.  Follow- 
up clinical  evaluation  and  liver  function 
studies  done  9 weeks  later  were  within  nor- 
mal limits;  clinical  recovery  appeared  com- 
plete. 

The  extreme  hepatomegaly  and  encephalo- 
pathy in  this  infant  were  characteristic  of 
Reye’s  syndrome.  The  hepatomegaly  was 
caused  by  acute  fatty  infiltration  and  the 
encephalopathy  was  probably  secondary  to 
hypoglycemia  and  hyperammonemia.^  This 
case  is  perhaps  not  entirely  typical  in  that 
the  patient  did  not  have  a recognized  viral 
infection  or  prodromal  lethargy.^ 

Reye’s  syndrome  has  been  associated  with 
many  viral  infections,  including  chickenpox, 
but  the  etiology  is  unknown. ^ The  viral 
infection  may  be  causal,  or  some  remedy 
used  for  the  viral  infection  may  trigger 
the  disorder.  Whatever  the  genesis,  the  pa- 
tient generally  becomes  listless,  may  con- 
vulse, and  usually  progresses  to  a comatose 
state.^ 


Most  reported  cases  have  terminated  fa- 
tally.^ Recovery  is  possible,  however,  if  the 
patient  has  not  sustained  significant  brain 
damage,  and  if  supportive  therapy  includes 
correction  of  the  hypoglycemia.^  Because  of 
the  severity  and  abruptness  of  onset  of 
Reye’s  syndrome,  and  the  possibility  of  re- 
versing the  disease  process,  it  is  crucial 
that  Reye’s  syndrome  be  considered  in  the 
differential  diagnosis  of  encephalopathy  dur- 
ing infancy  and  early  childhood. 

I would  like  to  thank  Dr.  H.  E.  Wiltse  for 

his  criticism,  advice,  and  support.  His  aid  in 

completing  this  paper  was  invaluable. 
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Tachycardia  and  Nightmares 


Case 

A 66  year  old  white  female  was  ad- 
mitted to  the  hospital  in  March  of 
1973  after  the  sudden  onset  of  unre- 
mitting burning  substernal  pain,  ra- 
diating into  the  neck,  associated  with 
nausea  and  diaphoresis.  Over  the  year 
prior  to  admission,  she  had  four  episodes 
of  similar  pain,  each  lasting  approxi- 
mately one  hour  with  no  relation  to 
meals  or  exercise.  For  2 months  she 
had  been  experiencing  increasing  dysp- 
nea on  exertion,  palpitations,  and  in- 
creased sweating,  but  denied  heat  in- 
tolerance or  nervousness.  She  had 
diarrhea  during  the  week  prior  to  ad- 
mission and  careful  questioning  re- 
vealed a history  of  morbid  nightmares. 
She  dreamed  of  her  own  funeral,  pictur- 
ing herself  in  her  own  casket. 

Her  temperature  was  98.6°,  pulse  92, 
respirations  22,  and  blood  pressure 
120/68. 

She  was  an  elderly  female  who  exhib- 
ited a disinterested,  apathetic  appear- 
ance. There  was  mild  blepharoptosis, 
but  no  lid  lag,  exophthalmos,  or  con- 
vergence abnormality.  The  thyroid  was 
not  palpable  and  the  lungs  were  clear. 
An  intermittent  Sg  gallop  was  heard, 
and  the  liver  was  palpable  3 cm  below 
the  right  costal  margin.  Tendon  re- 
flexes were  normal  and  equal  bilaterally. 
There  was  no  tremor.  The  patient  was 
unable  to  squat  and  rise.  Motor  weak- 
ness was  evident  throughout,  but  was 
more  marked  in  the  proximal  than  in 
the  distal  musculature  in  both  the  up- 
per and  lower  extremities.  Chest  x-ray 
showed  cardiomegaly  and  minimal  basi- 
lar congestion. 

The  patient  was  given  Lanoxin®, 
Librium®,  Pronestyl®,  and  Coumadin®. 
She  continued  to  have  substernal  and 
jaw  pain,  worse  in  the  supine  position, 
but  consistently  relieved  by  nitrogly- 
cerin. 

Serial  EKGs  showed  evidence  of  an- 
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terolateral  ischemia  without  changes 
diagnostic  of  an  infarct.  Serial  enzyme 
studies  did  not  suggest  the  presence  of 
an  infarct. 

After  2 weeks  in  the  hospital,  it  be- 
came clear  that  no  infarct  had  occurred, 
yet  refractory  tachycardia,  angina,  and 
mild  congestive  failure  persisted.  There- 
fore, in  spite  of  a facial  appearance 
suggestive  of  myxedema,  hyperthyroid- 
ism was  suspected.  The  T4  was  great- 
er than  14.3ug%,  the  T3  uptake  greater 
than  45%,  and  24  four  hour  uptake 
64%. 

A thyroid  scan  revealed  retrosternal 
extension  on  the  left  side.  The  diag- 
nosis of  “apathetic”  hyperthyroidism 
was  established,  and  the  patient  was 
given  5 millicuries  of  on  the  24th 
hospital  day.  She  was  also  treated  with 
Inderal®  and  3 days  after  therapy, 
she  was  given  Tapazole®.  There  was  a 
gradual  but  complete  response  to  ther- 
apy. 

Discussion 

Hyperthyroidism  was  overlooked  in  this 
patient  for  many  days  because  she  lacked 
the  common  features  of  Graves’  disease,  such 
as  exophthalmos,  goiter,  trembling,  smooth 
skin,  etc.i  Elderly  patients  with  thyrotoxi- 
cosis, however,  may  have  an  atypical  pre- 
sentation. They  frequently  appear  apa- 
thetic and  depressed,  with  blepharoptosis, 
sunken  eyes,  wrinkling  of  the  skin,  and  tem- 
poralis muscle  wasting,  thus  giving  the  ap- 
pearance of  senility  or  even  hypothyroidism. 
Mentation  and  speech  may  be  slowed  and 
there  may  be  little  or  no  hyperkinetic  motor 
activity.  Cardiovascular  findings  are  al- 
most always  the  iatrotropic  stimulus. ^ Su- 
praventricular tachycardias  and  arrhythmi- 
as are  resistant  to  digitalis.^ 
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Goiter,  if  present,  is  not  marked,  and  the 
gland  is  often  multinodular.  Proximal  myo- 
pathy, with  muscular  wasting  and  motor 
weakness  is  sometimes  severe.  The  patients 
are  usually  older,  with  a greater  weight  loss 
and  longer  duration  of  symptoms  than  is 
the  case  with  Graves’  disease.^-  ^ 

Finally,  a most  peculiar  finding  noted  in 
this  case  and  found  in  the  unpublished  notes 
of  Sir  William  Osier  was  reported  to  us  by 
Dr.  Eugene  Sanders. ^ Patients  with  “apa- 
thetic” hyperthyroidism  often  have  frighten- 
ing dreams  or  nightmares.  Although  reluc- 
tant to  volunteer  information,  upon  persist- 
ent questioning  they  will  reveal  that  in  their 
dreams  they  see  themselves  about  to  be 
buried  alive,  looking  out  of  their  casket  at 
the  people  who  are  mourning  their  death. 


In  these  dreams,  the  predominant  colors  are 
black,  violet,  and  indigo. 

In  summary,  in  an  elderly  patient  ap- 
pearing chronically  ill  with  a tachyarryth- 
mia refractory  to  medical  therapy,  the  at- 
tending physician  must  think  of  “apathetic 
thyrotoxicosis.” 
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The  Specialist 

THE  RADIOLOGIST 

If  the  pathologist  never  sees  a live  pa- 
tient, the  radiologist  can  go  through  his 
whole  lifetime  without  seeing  any.  For  this 
specialist  spends  his  medical  career  looking 
at  gray  and  white  shadow  pictures,  seeing 
little  dots  and  fuzzy  spots  that  nobody  else 
can  see.  He  stares  at  two  dimensions  and 
speaks  pompously  of  three.  Once  he  even 
had  a complicated  appai'atus  in  which  he 
put  one  film  at  the  left  end  and  another 
at  the  right,  and  looked  into  mirrors  and 
said  he  could  see  right  into  the  patient’s 
body,  but  he  doesn’t  do  this  anymore.  Some- 
times the  films  were  upside  down  or  back- 
ward, but  it  didn’t  make  any  difference. 

For  some  time,  these  specialists  have  split 
into  two,  the  diagnoser  and  the  treater;  and 
this  fellow  has  become  quite  learned  since 
the  advent  of  atomic  physics,  cobalt  therapy. 


Medicinews 

New  Fellows,  A.C.P.  from  Nebraska 

LINCOLN 

Arthur  L.  Weaver,  M.D. 

OMAHA 

Ramnath  V.  Nayak,  M.D. 

Dow  gets  cancer  research  contract 

The  National  Cancer  Institute  has  award- 
ed a $148,395  contract  for  one  year  to  The 
Dow  Chemical  Company  to  prepare  deriva- 
tives of  the  rifamycin  family  of  antibiotics. 

Methadone  maintenance  programs 

Herbert  A.  Raskin,  M.D.,  Chairman  of  the 
American  Medical  Association  Committee 
on  Alcoholism  and  Drug  Dependence,  ap- 
peared recently  before  the  House  Subcom- 
mittee on  Public  Health  and  Environment. 
Doctor  Raskin  presented  the  Association’s 


brain  scans,  and  radioisotopes.  But  we  cling 
to  the  past,  when  we  ask  for  a flat  plate, 
because  they  haven’t  used  plates  in  years. 

He  is  both  a hospital  based  and  a down- 
town officed  specialist.  He  has  it  quite 
easy  when  it  comes  to  emergencies,  because 
orthopedic  surgeons  have  their  own  x-rays, 
and  there  is  always  the  emergency  room 
physician. 

But  he  is  good  at  gallstones,  adept  at 
angiograms,  and  expert  at  encephalograms. 
And  since  he  remembers  that  Roentgen 
named  his  little  waves  x-rays,  our  specialist 
now  says  roentgen  rays.  That’s  after  call- 
ing them  roentgenograms  and  skiagrams 
and  scotograms.  Some  of  these  are  better 
names  than  the  ones  we  use  now,  but  the 
man  from  the  shadows  has  forgotten  them. 

— F.C. 


views  regarding  legislation  relating  to 
methadone  treatment  programs,  which 
would  amend  the  Controlled  Substances  Act 
to  provide  for  the  separate  registration  of 
practitioners  who  dispense  or  administer 
narcotic  drugs  in  treatment  programs  for 
drug  dependent  persons.  Citing  AMA’s 
history  of  concern  for  intensified  efforts 
in  controlling  drug  abuse,  he  called  for  ef- 
fective measures  of  prevention,  treatment 
and  rehabilitation  of  drug  dependent  per- 
sons. He  emphasized  the  importance  of  pro- 
viding adequate  security  so  that  controlled 
drugs  used  in  maintenance  programs  would 
not  be  diverted  into  illicit  channels.  Speak- 
ing to  the  legislation  under  consideration, 
however.  Doctor  Raskin  questioned  the  need 
for  such  legislation  in  light  of  obligations 
already  imposed  by  the  Controlled  Sub- 
stances Act,  the  regulations  propounded  pur- 
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suant  to  that  Act,  and  the  new  regulations 
of  the  FDA  governing  methadone  treatment 
programs.  Doctor  Raskin  observed  that  the 
latter  regulations,  in  particular,  are  com- 
prehensive and  explicit,  aimed  at  curtailing 
both  illicit  diversion  of  methadone  and  seek- 


Between Cases 

The  patient’s  claim. 

“Impotence,  as  a result  of  an  operation 
on  the  ear.” 

Department  of  radiological  reports. 

“X-ray;  Chronic  psychosis.” 

The  surgeon’s  motto. 

“Bleeding  always  stops.”  Yes,  but  when? 

From  the  record  room. 

“Diagnosis:  Otis  sclerosis.” 

Impressions  that  impressed  me  (1). 

Paragraph  1:  “He  has  poor  judgment.” 
Paragraph  2:  “Judgment  is  adequate.” 

That’s  what  they  said. 

“It’s  psychosoramic.” 

“It’s  psychoramic.” 

Diagnoses  of  the  month  (1). 

“Diagnosis:  Epigastric  tenderness.” 

Impressions  (2). 

“Impression:  Scoliosis  of  the  left  leg, 

and  shortening  of  the  lumbar  spine.” 

The  specialist. 

“Say  for  instance  there  is  something  the 
matter  with  your  right  eye.  You  go  to 
a doctor,  and  he  tells  you,  ‘I’m  sorry  but 
I am  a left  eye  doctor,  I make  a specialty 
of  left  eyes’.  ” 

Will  Rogers 

On  analgesia  (1). 

“Music  helps  not  the  toothache.” 

Proverb 

This  month’s  psychology  lesson. 

Your  friend  says  it’s  going  to  rain.  She 


ing  treatment  standards  for  the  use  of 
methadone  in  cases  of  drug  dependence.  Ac- 
cordingly, he  stated  that  “a  new  registra- 
tion as  the  bill  requires  is  not  needed  to 
identify  physicians  involved  in  the  metha- 
done programs.” 


goes  on  talking  and  utters  a whole  new 
sentence,  which  you  do  not  understand. 
So  you  say,  “What  was  the  last  thing 
you  said?” 

This  is  a mistake,  because  she  will  say, 
“I  said  it’s  going  to  rain.”  You  tell  her 
you  heard  that,  but  what  does  she  say 
after  that?  “I  just  said  it’s  going  to 
rain.” 

Give  up.  Nobody  will  ever  repeat  the  last 
thing  he  said,  or  she  either. 

On  analgesia  (2). 

“The  angels  of  morphia  have  borne  him 
up.” 

Plath 

Diagnoses  (2). 

“Diagnosis:  Intractable  pain.” 

On  correlation. 

“One  who  had  many  times  seen  a rabbit 
pursued  by  a dog,  and  had  never  seen 
rabbits  and  dogs  otherwise,  would  think 
the  rabbit  the  cause  of  the  dog.” 

Bierce 

Forty-five  is  nonnal;  or  it  would 

hurt  me,  too. 

“The  right  hip  abducts  to  90  degrees 
with  some  pain.” 

The  journal,  but  not  ours. 

“This  technique  has  been  performed  on 
at  least  two  patients.” 

Found  by  L.  Dwight  Cherry,  M.D. 

The  consultation. 

“The  time  involved  may  be  such  that  I 
am  afraid  this  lesion  may  heal.” 
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The  patient. 

“Both  diseases  are  alive  and  well.” 

Other  methods  department. 

“A  certain  Togo,  practitioner  of  healing 
by  palm  massage,  was  called  in.” 

The  Master  of  Go. 

On  rapid  improvement. 

Paragraph  1.  “The  patient  is  unable  to 
do  heel  and  toe  walking.” 

Paragraph  2.  “He  can  walk  on  his  heels 
and  toes  without  any  difficulty.” 

A very  sad  tale. 

That’s  what  Carroll’s  mouse  said.  But 
this  is  what  the  history-taker  said. 

“His  car  blew  up,  and  at  that  time  he 
lost  his  medications.” 

0 to  be  in  England. 

It  was  1973,  in  England,  and  his  son 
needed  a tonsillectomy,  and  he  could 
wait  nine  months  or  go  to  a private  con- 
sultant and  have  it  done  in  two  weeks. 


Gleanings  from  the  literature. 

Cigarette  smokers  who  change  to  cigars 
are  probably  no  better  off. 

There  are  no  safe  drugs. 

More  than  7,000  people  drown  in  the  U.S. 
each  year. 

Baseball  players  in  May  say  they  are 
waiting  for  warmer  weather;  I wonder 
what  ice  hockey  players  do. 

On  homeostasis. 

I have  been  saying  for  a long  time,  when 
I was  tired,  that  my  blood  cobalt  was 
low.  But  now  I see  that  in  addition  to 
having  a low  blood  oxygen  or  a high 
CO,,  that  you  can  have  too  little  po- 
tassium, and  not  enough  zinc  and  mag- 
nesium; and  too  much  or  too  little  wa- 
ter, and  too  many  hydrogen  ions,  and 
red  cells,  too,  which  we  used  to  call 
corpsuckles.  Chromium  can  be  off,  too. 

Magnesium  runs  about  2 mEq/L,  but  I 
can’t  find  cobalt,  so  I must  be  all  right. 

— F.C. 


Down  Memory  Lane 


1.  Get  in  as  rapidly  as  possible,  do  as 
little  damage  to  the  abdomen  as  possible, 
drain  properly,  close  the  ulcer  in  the  simplest 
possible  manner,  usually,  by  purse-string 
Lembei't  suture  of  plain  catgut. 

2.  When  a patient’s  nourishment  is  so 
very  scant,  it  should  be  very  tempting,  so 
the  patient  may  relish  every  bit  of  it. 

3.  Until  recently  the  causes  of  the  ill 
effects  of  rebreathed  air  have  been  only 
matters  of  opinion. 

4.  There  is  one  other  factor  which  has 
gotten  me  into  some  trouble  with  my 
friends,  but  I still  believe  I am  right;  that 
is,  that  all  goiter  patients,  unless  it  is  the 
typical  colloid  ty]3e,  should  be  considered  as 
sick  individuals,  and  not  as  patients  suffer- 
ing from  a thyroid  disease. 

5.  Having  followed  a number  of  so- 
called  chronic  appendicitis  cases  for  several 
years,  I have  often  wondered  how  many  of 


their  symptoms  were  due  to  appendiceal 
trouble  and  how  many  to  derangement  of 
other  organs. 

6.  It  may  be  conceded  that  small  tu- 
mors of  the  kidney,  of  all  types,  are  best  re- 
moved by  a retroperitoneal  lumbar  incision. 

7.  It  is  no  easy  task  to  employ  attendants 
and  nurses  who  at  all  times  will  use  the 
right  attitude  toward  patients. 

8.  We  note  a newspaper  report  con- 
cerning a remark  made  by  an  alienist  in 
Canada,  where  he  makes  the  startling 
statement  that  it  is  his  opinion  that  in 
twenty-five  years  more  than  one-half  of 
the  people  will  be  insane. 

9.  I have  known  a mercury  inunction 
to  cause  the  appearance  of  swelling  and 
hemorrhage  into  the  skin,  which  we  feared 
would  become  gangrenous. 

Nebraska  State  Medical  Journal 
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Annual  Session  — Kearney 


11.  Doctor  Frank  P.  Stone  leading  musical  selection  at  Prayer 
Bi'eakfast;  Doctor  Frank  Cole,  accompanist. 

12.  Doctoi'  George  B.  Salter  presenting  Necrology  List  at  Opening 
Session. 

13.  Annual  Session  Exhibits. 

14.  NMA  Sub-Committee  on  Athletic  Injuries  taping  demonstrations. 

15.  Exhibit  Area. 

16.  Medical  Libi’ary  Exhibit. 

17.  Exhibits. 

18.  Exhibits. 

19.  Doctoi'  James  H.  Dunlap  being  installed  as  President-Elect. 

20.  Doctor  James  H.  Dunlap  being  installed  as  President-Elect  by 
Doctor  Frank  P.  Stone. 
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President's  Page 


AMA  — ANNUAL  SESSION  — 1973 

The  actions  of  the  122nd  Session  of  the 
American  Medical  Association  in  New  York 
in  June  are  a matter  of  record,  and  have 
been  quite  well  reported  in  the  early  July 
issue  of  the  American  Medical  News  and  I 
don’t  intend  to  repeat  that  information. 
However,  I feel  it  might  be  helpful  to  the 
membership  if  I made  some  observations  of 
some  of  the  actions  taken  and  to  comment 
on  my  appraisal  of  their  significance. 

The  question  of  PSRO  was  certainly  in 
everyone’s  mind,  and  was  given  a consider- 
able amount  of  attention  both  in  the  Refer- 
ence Committees  and  the  General  Session  of 
the  House  of  Delegates.  I was  interested, 
however,  in  the  fact  that  there  was  less 
rhetoric  than  I had  guessed  there  would  be. 
It  is  quite  apparent  that  the  general  sense 
of  the  membership  is  to  continue  with  the 
AMA’s  stand  in  PSRO.  There  was  consid- 
erable unofficial  comment  about  the  suit 
to  be  brought  forth  by  the  American  Asso- 
ciation of  Physicians  and  Surgeons.  How- 
ever, whenever  this  was  discussed  by  the 
people  with  legal  training,  the  opinion  was 
that  although  there  would  be  considerable 
airing  of  the  subject  in  the  courts,  there 
would  be  no  chance  of  proving  the  law  un- 
constitutional. So,  right  or  wrong,  the  AMA 
is  now  committed  to  continue  on  its  present 
course  as  regards  PSRO. 

The  AMA  continues  in  its  efforts  to  in- 
volve the  younger  people,  particularly  the 
interns  and  residents.  In  addition  to  the 
membership  they  now  have  as  delegates, 
they  were  given  seats  in  two  of  the  most 
important  councils  of  the  AMA,  the  Council 
of  Medical  Education  and  the  Council  of 
Medical  Service.  Both  are  prestigious  coun- 
cils and  this  represents  a plum  for  the 
younger  group.  Although  this  action  rep- 
resented the  will  of  the  majority,  there  were 
those  who  felt  that  the  youth  were  not  ready 
for  this  responsibility  and  that  in  the  rush 
to  appeal  to  the  younger  members,  we  were 
letting  our  emotions  overcome  our  reason. 

The  question  of  unionism  as  again  dis- 
cussed and  as  before,  provided  some  heated 


argument.  It  has  an  appeal  to  many  physi- 
cians who  are  frustrated  in  their  inability 
to  effectively  combat  social  and  economic 
sanction.  However,  the  vast  majority  of  the 
membership  seemed  to  hold  with  suspect, 
any  thought  of  becoming  a trade  organiza- 
tion. Even  though  this  subject  will  be  re- 
curring, in  my  judgment  it  will  be  many 
years,  if  ever,  that  unionism  will  be  em- 
braced. 

The  new  President,  Dr.  Malcolm  Todd, 
seemed  to  be  a popular  choice  and  the  cam- 
paigning between  he  and  Dr.  Ray  Holden 
seemed  quite  amicable  and  on  a high  level. 
Both  were  equally  qualified,  and  both  men 
have  devoted  many  years  to  the  workings 
of  the  AMA. 

The  final  report  of  the  Long  Range  Plan- 
ning Council  was  made  and  really  very  few 
major  changes  were  suggested.  A consid- 
erable amount  of  time  was  spent  discussing 
whether  or  not  the  Board  of  Trustees  should 
be  elected  on  a Regional  or  District  basis. 
Most  felt,  and  I agree,  that  this  would  prob- 
ably work  to  the  disadvantage  of  the  smaller, 
less  populous  states.  The  suggestion  was 
dismissed.  There  was  a limit  of  two  terms 
for  the  Board  of  Trustees,  and  this  seemed 
to  be  in  good  favor. 

I was  again  impressed  by  the  amount  of 
time  this  political  group  spent  worrying 
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about  problems  related  directly  to  Clinical 
Medicine.  Many  of  these  clinical  and  edu- 
cational actions  can  be  found  only  in  the 
pages  of  the  proceedings  and  seldom  be- 
come front  page  news.  It  is  comforting  to 
know  that  endless  hours  of  effort  still  go 
into  the  improvement  of  the  quality  of  med- 
ical care,  and  the  assurance  of  excellence  in 
medical  education,  both  for  the  profession 
and  the  public. 

JOHN  D.  COE,  M.D. 

President 

Nebraska  Medical  Association 


Review  of  Medical  Physioloj^y,  by  William  F. 
Ganong,  M.D.;  18  by  26  cm  (7  by  10%");  577  pages; 
limp  cover;  $9.00;  published  197.3  by  Lange  Medi- 
cal Publications,  Los  Altos,  California. 

This  is  the  6th  edition  of  this  book;  the  5th  edi- 
tion appeared  in  1971,  had  four  less  pages,  and  cost 
50  cents  less.  It  has  the  same  40  chapters,  and 
the  Preface  is  almost  unchanged.  But  it  is  a good 
book.  There  are  figures,  better  than  average,  on 
just  about  every  page,  the  print  is  excellent,  and 
there  is  a good  index.  Dr.  Ganong  is  Professor  of 
Physiology  and  Chairman,  Department  of  Physi- 
ology at  the  University  of  California  School  of 
Medicine. 

The  subject  matter  is  complete,  and  the  discus- 
sions well  written. 


— F.C. 


Books 


Review  of  Physiological  Chemistry,  by  Harold  A. 
Harper,  Ph.D.;  18  by  26  cm  (7%  by  10%  in);  limp 
cover;  545  pages;  $8.50;  published  1973  by  Lange 
Medical  Publications,  Los  Altos,  California. 

The  author  is  Professor  of  Biochemistry  at  the 
University  of  California  School  of  Medicine.  This 
is  the  14th  edition  of  this  book;  the  13th  edition 
appeared  in  1971,  had  529  pages,  and  cost  $8.00. 
Each  edition  has  22  chapters. 

There  are  numerous  references,  the  type  is  good, 
the  format  is  better  than  average,  and  there  is  a 
17-page  index.  It  is  recommended. 

—F.C. 


Methadone:  Experiences  and  Issues;  edited  by 
Carl  D.  Chambers,  Ph.D.  and  Leon  Brill,  M.S.S.; 
hard  cover;  411  pages;  14  by  21%  cm;  published 
1973  by  Behavioral  Publications,  New  York  City. 

Carl  Chambers  is  Codirector  and  Assistant  Pro- 
fessor, Addiction  Sciences  Division,  University  of 
Miami  School  of  Medicine;  Leon  Brill  is  Associate 
Professor  of  Psychiatry  at  the  U of  Miami,  and 
Consultant,  New  York  State  Narcotics  Control 
Commission.  The  book  is  about  the  safety  and 
efficacy  of  substituting  one  addiction  for  another, 
methadone  for  heroin.  Most  of  the  book  is  com- 
posed of  original  papers  that  have  been  published 
elsewhere,  in  prestigious  journals. 

There  is  no  index;  there  are  many  references; 
and  the  page  numbers  in  the  Contents  are  off; 
$19.95  is  a lot  of  money;  but  the  question  is  im- 
portant and  this  discussion  is  worth  reading. 

—F.C. 


The  Yearbook  of  Drug  Abuse,  edited  by  Leon 
Bi'ill,  M.S.S.  and  Ernest  Hanns,  Ph.D.;  14%  by  21% 
cm;  386  pages;  $19.95  hard  cover;  published  1973 
by  Behavioral  Publications,  New  York. 

The  authors  are,  respectively.  Consultant,  New 
York  State  Narcotics  Control  Commission;  and 
Consultant,  Addiction  Service  Agency,  New  York 
City.  There  are  17  papei'S,  including  descriptions 
of  the  drug  scenes  in  California,  Puerto  Rico,  Eng- 
land, Chicago,  New  York,  and  Philadelphia;  a look 
at  federal  programs;  and  special  addiction  repoz'ts 
on  marijuana,  heroin,  and  LSD. 

There  is  no  index,  and  book  prices  seem  to  be 
rising;  this  one  comes  to  five  cents  a page.  There 
are  many  references;  the  type  is  good  and  reading 
is  easy.  Many  of  the  authors  are  MDs,  I am 
glad  to  see,  but  MD  or  not,  all  come  with  excellent 
credentials. 

—F.C. 


Welcome  New  Members 

James  Cooke,  M.D. 

University  of  Nebraska 
Omaha,  Nebraska  68105 

Max  W.  Kinney,  M.D. 

808  South  52nd  Street 
Omaha,  Nebraska  68106 

Charles  W.  Newman,  M.D. 

Box  2636,  Station  B 
Lincoln,  Nebraska  68502 

Nicholas  Toronto,  Jr.,  M.D. 

University  of  Nebraska 
Omaha,  Nebraska  68105 
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Wash  ingtoNotes 


Dialysis 

The  HEW  Department  issued  interim 
regulations  to  guide  the  new  chronic  kidney 
disease  treatment  benefit  program  which  it 
estimated  will  cost  $250  million  in  the  first 
year  and  could  rise  to  $1  billion  a year  in 
five  years.  The  expansion  of  Medicare  to 
cover  costs  of  kidney  dialysis  and  trans- 
plants for  beneficiaries  of  all  ages  started 
July  1.  Under  interim  rules,  the  number 
of  facilities  providing  dialysis  and  trans- 
plants has  been  frozen  at  those  now  operat- 
ing. The  regulations  also  freeze  reimburse- 
ment to  a level  of  cost  or  charge  represent- 
ing an  average  of  the  charges  during  the 
previous  year.  Reimbursement  for  main- 
tenance dialysis  is  limited  to  a ceiling  set 
by  the  department  ($150  per  dialysis)  above 
which  a justification  would  be  required. 
All  facilities  must  agree  to  the  assignment 
method  of  reimbursement.  Final  regula- 
tions are  due  by  the  first  of  the  year. 

Curtis  and  finance  committee 

Sen.  Wallace  F.  Bennett,  ranking  Repub- 
lican on  the  Senate  Finance  Committee, 
won’t  run  for  re-election  next  year.  The 
74-year-old  Republican  from  Utah  has  served 
four  terms  in  the  Senate.  Replacing  Ben- 
nett as  top  Republican  on  the  powerful  Fi- 
nance Committee  will  be  Sen.  Carl  Curtis 
(R.,  Nebr.).  Bennett,  one  of  the  Senate’s 
most  influential  conservatives,  is  author  of 
the  controversial  Professional  Standards  Re- 
view Organization  (PSRO)  amendment  to 
the  Medicare-Medicaid  bill  of  last  year. 

New  AM  A president-elect 

Malcolm  C.  Todd,  M.D.,  a Long  Beach, 
Calif.,  general  surgeon,  is  the  new  Presi- 
dent-Elect of  the  AMA. 

The  60-year-old  Dr.  Todd  will  serve  one 
year  and  take  office  as  the  Association’s 
129th  president  next  June  in  Chicago. 

Dr.  Todd  was  born  April  10,  1913  in  Car- 
lyle, 111.  He  is  a graduate  of  the  Univer- 


sity of  Illinois  and  Northwestern  University 
Medical  School. 

An  associate  clinical  professor  of  surgery 
at  the  University  of  California  in  Irvine, 
Dr.  Todd  is  a fellow  of  the  American  Col- 
lege of  Surgeons,  International  College  of 
Surgeons,  American  College  of  Gastroenter- 
ology, and  a diplomate  of  the  American 
Board  of  Surgery. 

Nixon  and  health 

President  Nixon  cited  “a  spirit  of  part- 
nership” with  Congress  as  he  signed  a one- 
year  extension  of  major  Public  Health 
Sei'vice  programs.  The  extension  had  been 
strongly  opposed  by  the  Administration 
which  wanted  to  eliminate  five  of  the  12 
programs  and  cut  others. 

The  Chief  Executive  declared  that  the  bill 
strikes  “a  reasonable  compromise  with  the 
Administration,”  noting  that  it  keeps  the 
programs  alive  for  only  one  year  instead 
of  the  customary  three.  In  adopting  the  bill 
by  overwhelming  votes.  Congress  expressed 
an  intention  to  review  the  programs  to  de- 
termine if  it  agreed  with  the  Administra- 
tion’s policy  decisions. 

The  12  programs  involved  and  the  money 
authorizations  for  the  fiscal  year  that  starts 
July  1 are: 

— Health  services  research  and  demonstra- 
tion ($42.6  million)  ; National  health 
statistics  ($14.5  million)  ; Public  health 
training  ($23.3  million)  ; Migrant  health 
services  ($26.7  million)  ; Comprehen- 
sive health  planning  ($360.5  million) ; 
Medical  libraries  ($8.4  million)  ; Hos- 
pital construction  ($197.2  million)  ; 
Allied  health  training  ($44.3  million)  ; 
Regional  medical  programs  ($159  mil- 
lion) ; Family  planning  ($118  million) ; 
Community  mental  health  centers 
($234  million)  ; Developmental  disabili- 
ties ($41.7  million). 

The  Administration  had  urged  Congress 
to  eliminate  or  phase  out  the  hospital  con- 
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struction  or  Hill  - Burton  program,  public 
health  training,  allied  health  training,  re- 
gional medical  program  (RMP),  and  com- 
munity mental  health  centers. 

The  RMP  program  has  already  been  dis- 
banded at  HEW  headquarters.  Some  sort 
of  makeshift  ai'rangement  will  have  to  be 
set  up  to  keep  it  operating  for  one  more 
year  anyway. 

The  chief  Administration  argument  for 
closing  down  the  five  programs  was  that 
they  were  inefficient,  had  outlived  their  use- 
fulness, or  could  be  handled  more  appropri- 
ately by  the  states. 

PSRO 

The  important  national  Professional 
Standards  Review  council  has  been  estab- 
lished with  the  appointment  of  11  physi- 
cians. The  council  will  advise  HEW  Secre- 
taiy  Caspar  Weinberger  on  the  Professional 
Standards  Review  Organizations  (PSRO) 
program  to  monitor  the  quality  of  medical 
care  in  Medicare  and  Medicaid. 

klembers  of  the  council  were  selected 
from  among  200  physicians  of  recognized 
standing  and  distinction  in  the  appraisal 
of  medical  practice  who  were  nominated  by 
national  organizations  representing  prac- 
ticing physicians  and  by  consumer  groups 
and  other  health  care  interests. 


Drugs  and  sports 

The  special  use  of  drugs  by  young  ath- 
letes is  probably  increasing  in  the  same 
proportion  as  drug  abuse  is  increasing 
among  the  general  student  population,  the 
AMA  has  told  a Senate  subcommittee. 

Dr.  Donald  L.  Cooper,  team  physician  at 
Oklahoma  State  University  and  a member 
of  an  AMA  committee  concerned  with  the 
medical  aspects  of  sports,  noted  before  a 
subcommittee  investigating  juvenile  delin- 
quency that  while  there  are  no  current  sur- 
veys on  drug  abuse  by  young  athletes, 


earlier  studies  show  a direct  con'elation  of 
use  by  athletes  and  the  general  student  body. 

The  report  of  the  National  Commission 
on  Marijuana  and  Drug  abuse,  Dr.  Cooper 
pointed  out,  “indicates  that  drug  abuse 
among  the  general  student  population  has 
increased,  and  it  is  logical  to  ex])ect  that 
athletes  as  members  of  that  subculture 
have  also  been  influenced  to  abuse  drugs 
more  in  recent  years.” 

Emphasizing  AMA’s  longtime  stand  that 
drugs  and  athletics  don’t  mix.  Dr.  Cooper 
said  that  in  his  opinion  drugs  — ampheta- 
mines — do  not  enhance  athletic  perform- 
ance, despite  some  conflicting  reports  in  the 
literature  as  to  possible  minimal  benefits. 

Spokesmen  for  drug  companies  and  physi- 
cians’ groups  have  urged  the  FDA  to  delay 
guidelines  on  what  cough  and  allergy  pre- 
scription products  may  contain. 

“These  products  have  been  used  safely  and 
successfully  by  physicians  for  decades,”  the 
AMA  said. 

The  proposed  guidelines  cover  more  than 
200  of  the  most  widely  prescribed  prescrip- 
tion cough  and  allergy  medicines.  Specific 
limitations  would  be  placed  on  composition 
such  as  banning  combinations  of  expector- 
ants and  antihistamines.  Effect  will  be  to 
bar  continued  marketing  of  many  cough 
and  allergy  preparations. 

New  editor  at  JAMA 

The  Board  of  Trustees  has  appointed  Rob- 
ert H.  Moser,  M.D.,  the  Chief  Editor  of  the 
Journal  of  the  AMA  effective  October  1. 
At  the  same  time  Dr.  Moser  will  become  Di- 
rector of  the  Division  of  Scientific  Publica- 
tions, which  has  editorial  responsibility  for 
JAMA  and  the  AMA’s  ten  specialty  journals. 

Hugh  H.  Hussey,  M.D.,  who  has  held  both 
positions  since  1970,  will  remain  a fulltime 
member  of  the  staff  as  Editor  Emeritus. 
He  will  also  assume  responsibilities  for  co- 
ordinating publication  of  the  specialty  jour- 
nals. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
August  4,  1973  — Scottsbluff,  St.  Mary’s 
Hospital 

August  11,  1973  — Ord,  Elks  Lodge 
(No  meetings  scheduled  for  September). 

ELEVENTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  17,  1973,  Radis- 
son  Cornhusker  Hotel,  Lincoln,  Nebraska. 

OCCUPATIONAL  HEALTH  — 33rd  An- 
nual Congress,  AMA,  at  the  Benjamin 
Franklin  Hotel  in  Philadelphia,  Septem- 
ber 17-18,  1973. 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  — 25th  Anniversary  Scien- 
tific Session  of  the  Nebraska  Chapter; 
at  the  1-80  Holiday  Inn,  Grand  Island,  Ne- 
braska, September  20  and  21,  1973.  Car- 
diovascular problems  will  be  discussed  on 
the  first  day,  and  emergency  room  prob- 
lems on  the  second.  Write  to:  Donald  J. 
Larson,  M.D.,  1219  13th  St.,  Aurora,  Ne- 
braska 68818. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

ANTIBIOTICS  AND  INFECTION  — Fourth 
Annual  Meeting  at  the  University  of 
Iowa,  October  11,  12  and  13,  1973.  Write 
to:  Dr.  Ian  M.  Smith,  Department  of  In- 
ternal Medicine,  University  Hospitals,  Iowa 
City,  Iowa  52242. 

AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS ■ — 39th  Annual  Scientific  Assem- 
bly, October  21-25,  1973,  at  the  Four  Sea- 
sons Sheraton  Hotel,  Toronto,  Ontario, 
Canada.  Write  to:  American  College  of 
Chest  Physicians,  112  E.  Chestnut  St., 
Chicago,  Illinois  60611. 

POSTGRADUATE  GASTROENTEROLOGY 
— Annual  Course,  American  College  of 
Gastroenterology,  October  25,  26  and  27, 
1973  at  the  Biltmore  Hotel  in  Los  Angeles, 


Calif.  Write  to:  American  College  of  Gas- 
troenterology, 299  Broadway,  New  York, 
N.Y.  10007. 

OTOLARYNGOLOGY  FOR  THE  FAMILY 
PRACTITIONER  — Postgraduate  course 
presented  by  the  University  of  Miami, 
October  26,  27,  1973,  at  the  Playboy 
Plaza  in  Miami,  Florida.  Write  to:  Bruce 
Weissman,  M.D.,  University  of  Miami 
School  of  Medicine,  P.O.  Box  875,  Biscayne 
Annex,  Miami,  Florida  33152. 

VIROLOGY  AND  IMMUNOLOGY  IN  HU- 
MAN CANCER  — National  Conference; 
Nov.  29-Dec.  1,  1973;  at  the  Waldorf-As- 
toria Hotel,  New  York  City;  sponsored  by 
the  American  Cancer  Society  and  the  Na- 
tional Cancer  Institute. 

AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to : Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 

NATIONAL  CONFERENCE  ON  VIROL- 
OGY AND  IMMUNOLOGY  IN  HUMAN 
CANCER  — November  29,  1973  - Decem- 
ber 1,  1973,  Waldorf-Astoria  Hotel,  New 
York,  New  York;  sponsored  by  American 
Cancer  Society,  National  Cancer  Institute. 
Write  to:  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Virology  and  Immunology 
in  Human  Cancer,  American  Cancer  So- 
ciety, Inc.,  219  East  42nd  Street,  New 
York,  New  York  10017. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  28-May  1,  1974, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  22-27,  1974,  Chicago, 
Illinois. 
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In  Memoriam 


By  medicine  life  may  he  'prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

DR.  W?]SLEY  C.  BECKER 

Doctor  Wesley  C.  Becker,  81,  died  on  June 
5,  1973.  Doctor  Becker  was  born  on  Decem- 
ber 27,  1891  in  Kansas  City,  Missouri. 

He  graduated  from  Rush  Medical  College 
in  Chicago  in  1915.  He  also  attended  the 
University  of  Vienna. 

Doctor  Becker  served  in  the  Medical 
Corps  during  World  War  I.  He  was  Presi- 
dent of  the  Lancaster  County  Medical  So- 
ciety in  1936  and  served  in  the  Nebraska 
Medical  Association’s  House  of  Delegates 
from  1937  until  1950. 

Following  his  practice  in  Lincoln  he  re- 
tired and  moved  to  Omaha.  He  was  a life 
member  of  the  Nebraska  Medical  Associa- 
tion. 

Survivors  include  daughters,  Mrs.  Schuy- 
ler (Arnetta)  Brown  of  St.  Petersburg,  Fla., 
Mrs.  William  J.  (Alice  Louise)  Goodwdn  of 


Grand  Island,  N.Y.,  Mrs.  William  M.  (Pa- 
tricia Ann)  Stoner,  Jr.  of  Madeira  Beach, 
Fla.,  and  Mrs.  Fred  M.  (Jacqueline)  Archerd 
of  Omaha;  brother,  William  F.  Becker  of 
Papillion ; sister,  Mrs.  Helen  Becker,  Lin- 
coln ; 18  grandchildren ; five  great-grand- 
children. 


DR.  CHARLES  A.  OWENS 

Doctor  Charles  A.  Owens,  78,  died  June 
18,  1973.  He  was  born  on  October  14,  1894. 

He  graduated  from  the  University  of  Ne- 
braska College  of  Medicine  in  1923  and  lim- 
ited his  practice  in  Omaha  to  urology.  He 
formerly  served  as  Associate  Professor  at 
the  University  of  Nebraska  College  of  Medi- 
cine. 

Doctor  Owens,  in  active  service  during 
\\"orld  War  I,  was  appointed  a Commander 
in  the  Coast  Guard  Reserve  during  World 
War  II. 

Survivors  include  his  widow,  Eileen ; 
three  stepchildren,  Ralph  Greer,  Omaha; 
Harold  Greer,  San  Lorenzo,  California,  and 
Jean  Greer,  Tucson,  Ariz. ; five  grandchil- 
dren and  four  great-grandchildren. 


Our  Medical  Schools 


Courses  at  U of  N 

1.  The  new  academic  year  at  the  Univer- 
sity of  Nebraska  Medical  Center  will  start 
with  a course  on  critical  care  medicine.  It 
will  be  conducted  Thursday  and  Friday,  Sep- 
tember 6 and  7,  1973  at  Bryan  Memorial 
Hospital  in  Lincoln. 

Guest  faculty  will  include  Dr.  Donald  C. 
Mcllrath,  head  of  the  section  of  gastro- 
intestinal surgery,  Mayo  Clinic,  Rochester, 
Minnesota ; and  John  Waters,  executive  as- 
sistant to  the  mayor  and  chief  operating  of- 
ficer of  the  city  of  Jacksonville,  Florida. 


Registration  fee  of  $60  includes  lunch- 
eons and  one  dinner.  The  course  is  approved 
for  twelve  hours  of  AAFP  credit. 

2.  A two-week  family  practice  review 
will  be  held  in  the  Center  for  Continuing 
Education  at  the  Medical  Center  September 
17-28,  1973. 

The  course  will  be  taught  through  case 
studies,  lectures,  demonstrations  and  small 
group  discussions. 

Because  testing  methods  and  procedures 
have  drastically  changed  in  recent  years,  a 
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considerable  amount  of  time  will  be  devoted 
to  the  newest  form  of  testing  on  board  ex- 
aminations — patient  management  prob- 
lems. 

Beginning  with  the  second  day,  testing 
will  take  place  each  morning.  The  test  will 
will  be  corrected  that  day  and  retumed  the 
following  morning  for  discussions  during 
the  “breakfast  with  the  professor”  session. 

In  addition  to  a comprehensive  review  of 
most  medical  specialties  and  sub-specialties, 
newer  developments,  particularly  those  not 
generally  used  in  day-to-day  routine  of  prac- 
tice, will  be  pi-esented.  The  basic  sciences 
will  be  correlated  with  each  clinical  presen- 
tation. 

Each  preregistrant  will  be  asked  to  com- 
plete a comprehensive  data  questionnaire  so 
that  the  program  can  be  tailored  to  meet  in- 
dividual needs. 

Dr.  Francis  Land,  associate  dean  of  the 
College  of  Medicine  and  chairman  of  the 

Ifs  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  .Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Irrigation  set 

The  new,  sterile  Tomac  Bantam  Irrigation 
Set  with  Gemini  Syringe,  available  from 
American  Hospital  Supply,  combines  the 
best  characteristics  of  both  a bulb  and  piston 
syringe. 

One-hand  operation  allows  total  control 
during  the  injection  and  aspiration  of  irri- 
gating solutions.  The  piston-type  plunger 
is  easily  controlled  and  automatically  as- 
pirates. 

Designed  for  use  in  gravity  and  tube 
feedings,  the  set  includes:  two-compaid- 


department  of  family  practice,  is  coordinator 
of  the  course,  which  will  be  taught  by  vari- 
ous faculty  members  of  the  University  of 
Nebraska  Medical  Center. 

The  fee  for  the  course  is  $400  and  in- 
cludes breakfast  and  lunch  each  day,  two 
banquets,  bus  transportation  to  and  from 
hotel  and  a two-volume  set  of  notes. 

The  course  is  approved  for  100  prescribed 
hours  by  the  American  Academy  of  Family 
Practice. 

Dr.  Foster  named 

Dr.  Malcolm  T.  Foster,  Jr.,  has  been  named 
vice-chairman  of  the  department  of  internal 
medicine  at  the  University  of  Nebraska 
Medical  Center. 

Dr.  Foster  is  head  of  the  infectious  dis- 
eases section  of  Washington  University  Med- 
ical Service  at  St.  Louis  City  Hospital.  He 
is  also  president  of  the  active  staff  of  the 
St.  Louis  City  Hospital. 


ment  tray  (200  cc  solution  basin  and  450  cc 
catch  basin),  nonwettable  insert  to  hold 
syringe,  30  cc  Gemini  Syringe  with  cath- 
eter tip,  and  a polylined  towel. 

Versatile  and  economical,  the  Bantam  Ir- 
rigation Set  can  standardize  all  irrigation 
procedures. 

For  further  infomiation,  contact:  Ad- 
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vertising,  American  Hospital  Supply,  1450 
Waukegan  Road,  McGaw  P a r k,  Illinois 
60085. 

G.E.  — x-ray  supplies 

General  Electric  Company’s  coni])lete  line 
of  x-ray  supplies  and  accessories  is  described 
and  illustrated  in  the  newly-revised  152-page 
catalog. 

A full  selection  of  x-ray  film  and  process- 
ing chemicals,  illuminators  and  viewers,  pro- 


tective equipment,  film  handling  and  stoi- 
age  equipment,  automatic  developers,  i)lus 
various  miscellaneous  devices  is  offered. 

Pub.  #4149C  provides  a technical  desci’i])- 
tion  of  each  ])roduct  plus  complete  oi-dering 
information.  For  a copy,  write  GENERAL 
ELECTRIC  COMPANY,  Medical  Systems 
Division,  4855  Electric  Avenue,  Milwaukee, 
WI  .53201.  In  Canada,  write  GENERAL 
ELECTRIC  MEDICAL  SYSTEMS  LIMIT- 
ED, 3311  Bay  view  Avenue,  Toronto,  On- 
tario. 
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Physicians'  Classified 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding: date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska Medical  Association  will  be  accepted  without 
charg‘6  for  one  issue.  Each  advertisement  will  be  taken 
out  following:  its  first  appearance  unless  otherwise 

instructed.  Where  numbers  follow  advertisements, 
replies  should  be  addressed  in  care  of  The  Nebraska 
Medical  Journal.  1902  First  National  Bank  Building, 
Lincoln.  Nebraska  68508. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  City,  Nebraska 
68926. 


IMMEDIATE  OPENING  — For  physicians 
to  practice  full-time  Emergency  Department 
Medicine  in  Omaha-Lincoln  area  hospitals. 
Attractive  hours,  fringe  benefits,  with  income 
negotiable.  For  further  information,  contact: 
Dr.  Robert  M.  Stryker,  411  South  96th  Street, 
Omaha,  Nebraska  68114. 

IMMEDIATE  OPENING  for  Ob-Gyn,  In- 
ternal Medicine,  and  Orthopedic  specialties  to 
establish  successful  practice  with  14-man  multi- 
specialty group.  Excellent  group  benefits; 
pension  plan;  modern  clinic  facilities;  progres- 
sive community  with  excellent  educational  sys- 
tem including  two  colleges;  city  population 
35,000;  good  recreational  facilities;  each  spe- 
cialty must  be  board  eligible  or  certified.  Con- 
tact: Business  Manager,  The  Manitowoc  Clinic, 
601  Reed  Avenue,  Manitowoc,  Wisconsin  54220. 
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I Before  deciding  to  make  Valium 
I diazepam)  part  of  your  treatment 
3lan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
oeen.  Along  with  the  medical  and 
;ocial  history,  this  information  can 
j aelp  you  determine  initial  dosage, 

|;  he  possibility  of  side  effects  and 
j;  he  ultimate  prospects  of  success 
;i)r  failure. 

I While  Valium  can  be  a most 
: lelpful  adjunct  to  your  counseling, 
d should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
if'ists  and  should  be  discontinued 
Ivhen  you  decide  it  has  accom- 
I Mished  its  therapeutic  task.  In 
jl  yneral,  when  dosage  guidelines 
i|  re  follow  ed.  Valium  is  w ell 
1 olerated  (see  Dosage).  For  con- 
ienience  it  is  available  in  2-mg,  5-mg 
|ind  lo-mg  tablets. 

I i Drowsiness,  fatigue  and  ataxia 
Have  been  the  most  commonly  re- 
ijiorted  side  effects. 

Ij  Until  response  is  determined, 
jl  atients  receiving  Valium  should 
j|  e cautioned  against  engaging  in 
iiazardous  occupations  requiring 
(iomplete  mental  alertness,  such 
ij  > driving  or  operating  machinery. 

i 

I 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nulley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  I'ension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  ot  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  fretjuency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inbibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severel)  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  imriaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elaerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  dension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied;  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  rng;  bottles  of  100  and  500.  All  strengths  also  availame  in 
I'el-E-Dose®  packages  of  1000. 
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Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Complete  Product  Information: 

I. Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  AP-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
i secutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
I slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
: alone. 

1 In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
j bacterial  activity  of  Bactrim  includes  the  common  urinary  tract 
I pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
1.  lowing  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
I species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— meg/  ml) 


Trimeth- 

Sulfameth- 

oprim 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 
Proteus 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

mirabilis 

Klebsiella- 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Enterobacter 

0,15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

\ Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
|i  administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
; zole  are  similar  to  those  achieved  when  each  component  is  given 
[.alone.  Peak  blood  levels  for  the  individual  components  occur  one 
Ijto  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
[axazole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
jnlood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
.and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
Dn  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
0 sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
I iherapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
I olood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
[degree;  trimethoprim  does  not  influence  the  protein  binding  of 
[ilaulfamethoxazole. 

^Sxcretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
[ilaulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
I :he  urinary  excretion  pattern  of  the  other. 

[(indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
is,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
[! ;.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
j:  fuently,  indole-positive  proteus  species). 

mportant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
sms  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
|.;ially  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 

I Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 

I ’regnancy  and  during  the  nursing  period  (see  Reproduction 
itudies). 

i Varnings:  Deaths  associated  with  the  administration  of  sulfonamides 

|iave  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
rimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
0 interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
jatients  concurrently  receiving  certain  diuretics,  primarily  thia- 
'.ides,  an  increased  incidence  of  thrombopenia  with  purpura  has 
)een  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose'®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/kg  sulfamethoxazole  or  192  mg/kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hofimann-La  Roche  Inc. 

Nutley.  N J 07110 
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ADVICE  TO  AUTHORS 


The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAIj  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8L/.  by  11  in.)  white  paper.  Wide  margins 
(at  least  1*4  l®ftl  should  be  left  free  of  typing. 

On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  te-xt.  Each  should  be  identified  by  placing 
on  its  back  the  author's  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk.  Nebr.  68701. 
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Medicinews  . . . 

VA  Benefits 

Recently,  President  Nixon  signed  S.  59, 
the  Veterans  Medical  Care  Act  of  1973. 
The  bill,  authorizing  some  $400  million  over 
the  next  5 years,  extends  hospital  and  medi- 
cal services  to  certain  dependents  and  sur- 
vivors of  veterans.  Care  could  be  provided 
through  hospitals  not  directly  related  to  VA. 
The  VA,  however,  would  be  required  to 
maintain  sufficient  hospital  capacity  to  ad- 
mit all  qualified  veterans  in  need  of  care 
and  to  increase  the  number  of  nursing  home 
beds  to  8,000.  Outpatient  care  would  be 
provided  to  eligible  beneficiaries  when  such 
care  would  prevent  the  necessity  for  hospita- 
lization. The  bill  is  a reduced  version  of 
legislation  vetoed  by  the  President  in  the 
last  Congress. 


Physician-Patient  Privilege 

In  a letter  to  the  House  Subcommittee  on 
Criminal  Justice,  the  AM  A again  urged  the 
recognition  of  the  physician-patient  privilege 
in  legal  actions.  The  Association  approved 
the  concept  of  preventing  the  disclosure  of 
confidential  communications  exchanged  in 
the  course  of  psychotherapy,  a concept  which 
had  been  advanced  earlier  this  year  as  Rule 
504  of  a proposed  code  of  evidence  appli- 
cable to  actions  in  the  federal  courts.  AMA 
emphasized  that  this  confidence  should  be 
honored  “since  public  policy  and  quality 
medical  care  require  the  highest  degree  of 
candor  in  exchanges  between  the  psycho- 
therapist and  his  patients.”  The  Associa- 
tion, hoTvever,  called  for  an  expansion  of  the 
privilege  to  include  the  traditional  physician- 
patient  privilege  as  generally  recognized. 
AMA  stressed  that  the  abolition  of  the 
physician-patient  privilege  could  have  a de- 
leterious effect  upon  the  practice  of  medi- 
cine, and,  accordingly,  urged  that  in  addition 
to  the  psychotherapy  privilege,  the  broader 
physician-patient  privilege  should  also  be 
recognized.  The  Subcommittee  is  currently 
considering  H.R.  5463,  a proposed  code  of 
federal  rules  of  evidence,  which  has  been 
submitted  as  a substitute  for  the  proposed 
rules  rejected  by  Congress  earlier  this  year. 


^ mo 
/miK 


V 


■1 

4/^ 


t?  - tf 


-Via  iy= 


ifUllf  &g^l5 


c3=® 


“Of  course  that’s  only  an  estimate  of  your 
troubles  . . 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


MEDICAL 


SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing  Michigan  4882.3 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Dr.,  Suite  2700,  Chicago,  111.  60601 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P. 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 
American  Heart  Association 
Mr.  Wm.  W.  Moore,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

Amei'ican  Society  of  Anesthesiologists 

Ml'.  .1.  W.  .'Kndes.  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

21()0  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Mai^^land  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  Yoi’k,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South 
New  York,  New  York  10010 
National  Rehabilitation  Association 

1522  “K”  St.,  N.W.,  Washington,  D.C.  20005 
Radiological  Society  of  North  America 
David  S.  Carroll,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 
Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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Recommendations'  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


I Enjoy  these  beautiful  wood  ducks  in  your  home  or  office 

“It’s  a thrilling  sight  to  see  the  handsonne  drake  wood  duck  standing  quietly  on  a 
gnarled  log  with  his  mate.  Because  of  the  wood  ducks’  preference  for  secluded  timber 
areas  near  or  in  the  water,  they  enjoy  quiet,  shaded  ponds.  These  spots  are  ideal 
for  the  fragrant  water  lily.  The  lily  pads  floating  on  the  clear  water  seem  suspended  in 
midair.  Overhanging  boughs  add  to  the  privacy  of  this  dark  hideaway.  Wood  ducks 
are  adept  at  swift  flight  in  heavy  timber,  darting  and  twisting  with  ease  through  a 
heavy  tangle  of  trees.” 

The  only  FIVE  TIME  winner  of  the  Federal  Duck 

Stamp  design  competition. 

DUCKS  UNLiMiTED  Artist  of  the  Year— 1973. 


Maynard  Reece  at  work  on  Feeding 
Time— Canada  Geese.  Lithograph 
reproductions  in  eight  colors  of  this 
lagnificent  painting  are  now  available. 

Plate  size,  19"  x 25"  with 
ample  margins.  $75  each. 


KAlM  'T^owL  I*ic. 


Venice,  Florida  33595 


Limited  to  only  550  prints,  signed  and  numbered,  this 
remarkable  painting  of  wood  ducks  has  been  faultlessly 
reproduced  using  twelve  different  color  inks  on  special 
B.F.K.  Rives  all  rag  content  paper. 

This  is  the  first  Maynard  Reece  painting  reproduced 
by  the  unmatched  and  very  expensive  Collotype  Process 
which  builds  up  to  a depth  and  richness  of  color  that 
is  faithful  to  the  original.  Plate  size,  19"  x 27"  with 
ample  margins.  $125  each. 

I Please  ship  me:  M 

I prints  Wood  Ducks  @ $125  each.  Plate  size  19"  x 27"  with  ample  margins. 

I prints  Feeding  Time— Canada  Geese  @ $75  each.  Plate  size  19"  x 25"  with  ample  margins. 

I Add  4%  Sales  Tax  for  Florida  Delivery 

I All  prints  shipped  flat— exceedingly  well-protected— prepaid  and  Insured. 

j I understand  that  if  I am  not  completely  satisfied,  my  money  will  be  refunded  in  full. 

I Name 


Address 


City State Zip 

I ^ I J " f V . , T _ 208  S.  Nassau  St.  • Venice,  FIc 
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ORGANIZATIONS.  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Division  of  Rehabilitation  Services  of  Visually 
Impaired 

Dean  McDermott,  Director 
1045  South  Street,  Lincoln  68502 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 
8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Ihck  Rumbolz.  1620  “M”  St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society 
Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  W.O.W.  Bldg.,  1319  Farnam  St. 

Omaha,  Nebr.  68102  — Phone  402:  341-3770 
Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 
Nebraska  Academy  of  Otolaryngology 
Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 
Blaine  Y.  Roffman,  M.D.,  Sec'y-Treas. 

U of  N Hospital,  42nd  & Dewey,  Omaha  68105 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter 
American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68.510 
James  I.  Wax,  M.D.,  Sec’y-Treas. 

12135  Pacific  St.,  Omaha  68154 
Nebraska  Chapter 
American  College  of  Physicians 

John  Hartigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg..  Omaha  68102 
Nebraska  Chapter,  American  College  of  Radiology 
Howard  L.  Copas,  M.D.,  Secretary-Treasurer 
827  South  131st  Street,  Omaha  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Diabetes  Association,  Inc.  — 

Omaha  Chapter 

Mrs.  Bessie  M.  White 
921  Dorcas,  Room  221,  Omaha  68108 
Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  I.  Zwier.  Executive  Vice  President 
4201  Dodge.  Omaha  68131 
Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 
Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 
Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
.'Itnart  Mount.  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 


Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “0”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Street,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “0”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rehabilitation  Service  Division 
Garry  Cartwright,  Assistant  Commissioner 
233  South  10th  St.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  for  Medical  Technologists 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  for  the  Prevention  of 
Blindness,  Inc. 

An  Affiliate  of  the  National  Ass’n.  for  the 
Prevention  of  Blindness,  Inc.,  120  South  42nd 
St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
Maryland  Plaza,  Suite  107,  1325  So.  72nd, 

Omaha  68124 

Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Henry  G.  Waters,  M.D.,  President 
828  Medical  Aits  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “0”  St.,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 
Nebraska  State  Orthopedic  Society 
James  R.  Scott-Miller,  M.D.,  Secretary 
521  Doctors  Bldg._,  Omaha  68131 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmar  R.  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 
Hal  Mardis,  M.D.,  Sec’y-Treasurer 
8300  Dodge,  Omaha  68114 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 
Charles  F.  Lemer,  Executive  Director 
5002  Davenport,  Omaha  68132 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  6810.5 
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Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 


(PAPAVERINE  HYDROCHLORIDE  - 150  mg.) 
Sustained  Release  Capsules 


Distributed  by 


Additional  information 
available  to  the 
profession  on  request. 


THE  lULMERl  PHARMACAL  COMPANY 


Division  of  Physicians  & Hospitals  Supply  Co. 


Minneapolis,  Minnesota  55403 
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Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 

3 NORFOLK,  NEBRASKA  68701 

O 

0 Letterheads  • Statements 

0 Envelopes  - Office  Forms 
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0 Quality  Printing  at  the  Right  Price 
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“Isn’t  that  the  abbreviation  for  veterinary 
disease  ?’’ 


Councilor  Districts  and  Counties 
First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  CiKinties: 
Douglas.  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela.  Lincoln.  Counties: 
Lancaster.  Otoe.  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart.  Pawnee  City.  Counties: 
Gage,  Johnson.  Nemaha.  Pawnee, 
Richardson. 

Fourth  District : Councilor : Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar,  Dixon.  Dakota. 
Antelope.  Pierce,  Thurston.  Madi- 
son, Stanton,  Cuming,  Wayne. 
Fifth  District:  Councilor:  Robert 

M.  Sorensen,  Fremont.  Counties: 
Burt.  Washington,  Dodge,  Platte. 
Colfax.  Boone,  Nance.  Merrick. 
Sixth  District:  Councilor:  Houtz 

G.  Steenburg.  Aurora.  Counties: 
Saundei*s.  Butler,  Polk.  Seward. 
York.  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson.  Crete.  Counties:  Sa- 
line, Clay.  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg,  Bassett.  Counties: 
Cherry.  Keyapaha,  Brown,  Rock, 
Holt.  Sheridan.  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker.  Kearney.  Counties : 
Hall,  Custer.  Valley.  Greeley, 
Sherman,  Howard.  Dawson,  Buf- 
falo, Grant.  Hooker.  Thomas, 
Blaine.  Wheeler,  Loup.  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties:  Gos- 
per. Phelps.  Adams,  Furnas, 
Harlan,  Webster.  Kearney.  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins.  Keith,  Mc- 
Pherson. Garden.  Arthur,  Logan. 

Donpl. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties; 
Scotts  Bluff.  Banner.  Box  Butte. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


GOI)  BLESS  AMERICA 

I am  an  Amei'ican-flag  waver  from  way 
back. 

And  I am  tired  of  hearing  uninformed  and 
unappreciative  cliaracters  tell  me  that  they 
do  things  better  in  India  or  that  people  are 
happier  in  Italy  or  that  children  eat  better 
in  Finland.  One  was  a guest  in  my  home, 
and  a nonworker  and  an  adult  student,  who 
spoke  glowingly  of  England  and  Germany ; 
and  I asked  him  if  he  knew  anything  about 
England  and  he  said  no,  and  I asked  him  if 
he  had  read  anything  about  Germany  and 
he  said  no.  When  I am  told  that  we  watch 
the  clock  here,  I say  that  we  have  something 
to  look  forward  to. 

Life  is  good  here,  and  we  help  so  many 
countries  where  they  need  help.  We  are 
healthy  here,  we  are  not  disease-ridden;  and 
physicians  come  here  from  other  lands,  to 
study  medicine  at  our  schools. 

When  I hear  anybody  downgrade  this 
country,  I cannot  keep  silent.  These  indi- 
viduals are  blind  and  will  not  see  that  things 
go  well  here,  and  that  this  country  is  so 
good  to  them  that  while  they  enjoy  its 
benefits,  it  lets  them  criticize.  But  the 
critics  I have  heard  did  not  know  what  they 
were  talking  about. 

We  do  not  need  to  say  right  or  wrong,  my 
country.  Anesthesia  was  invented  here. 
Lung  surgery  began  here.  Coronaries  were 
diagnosed  here.  Breast  surgery  was  pio- 
neered here,  and  so  was  transurethral  sur- 
gery. Thalidomide  was  stopped  here.  And 
medical  progress  goes  on  faster  here  than 
in  other  countries.  I am  weary  of  hearing 
about  British  midwives  and  Prussian  not- 
really  doctors,  and  England’s  socialized  medi- 
cine where  you  wait  for  months,  and  Chinese 
barefoot  doctors. 

This  country  has  been  good  to  me. 

— F.C. 

WHEN  YOU  DIE  YOUR  HEART  STOPS 

Death  certificates  are  notoriously  inaccu- 
rate. Some  of  this  is  because  autopsy  is 


not  always  done,  and  the  doctor  must  put 
down  something,  so  he  will  often  diagnose 
myocardial  infarction,  because  it  is  felt  to 
be  common,  but  it  was  once  not  diagnosed 
because  it  was  thought  to  be  rare.  And  we 
used  to  say  coronary  thrombosis,  and  coro- 
nary occlusion,  and  before  that  it  was  known 
as  acute  indigestion. 

My  chief  objection  to  cause-of-death  diag- 
noses is  that  they  sometimes  border  on  the 
absurd.  I have  seen  the  cause  of  death 
given  as  cardiac  arrest,  due  to  hypoxia,  as 
a result  of  pneumonia,  following  metastatic 
carcinoma.  Now  cardiac  arrest  is  not  a 
diagnosis ; there  is  simply  no  such  disease. 
The  patient  died  of  cancer  or,  if  you  insist, 
of  cancer-induced  pneumonia  ; and  when  he 
died,  his  heart  stopped.  Or  if  you  like,  when 
his  heart  stopped,  he  died. 

When  you  die,  you  breathe  your  last,  so 
they  might  put  that  down,  too. 

—F.C. 

ORGAN  RECITAL,  OR 
THE  INTELLIGENCE  OF 
THE  QUOTIENT 

We  live  in  two  worlds,  biological  and 
physical ; and  we  indulge  in  two  kinds  of 
activity,  mental  and  corporal.  But  we  begin 
to  die  when  we  are  born.  We  succumb  to 
degenerative,  to  neoplastic,  and  to  inflamma- 
tory and  infectious  entanglements,  but  parts 
of  us  go  under  at  different  rates.  And  parts 
of  us  reach  their  prime  at  different  ages. 

The  thymus  grows  backward,  for  example. 
The  kidneys  may  function  well  for  years. 
The  legs  are  not  as  good  at  50  as  they  were 
at  20.  And  the  heart,  well,  you  know  the 
heart. 

Sports  are  a great  help  in  this  profound 
study.  Swimmers  reach  their  peak  at  some- 
thing like  18,  and  more  like  14  if  they  are 
girls.  Boxers  box  at  30,  and  baseball  players 
and  golfers  continue  a little  longer.  Runners 
do  not  go  this  far,  but  tennis  players  do. 

I get  closer  to  my  subject  with  chess 
players  and  musicians.  Some  are  prodigies 
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and  reach  astounding  heights  when  the  rest 
of  us  are  learning  to  tell  time.  A few,  like 
Chopin,  die  young,  but  achieve  greatness  in 
their  twenties  and  thirties,  while  others,  like 
Goethe,  do  their  best  work  in  their  seventies. 

When  is  the  brain  at  its  best?  It  may 
not  keep  up  with  the  rest  of  the  body,  for 
there  is  senility.  Morphy  defied  the  world 
when  he  was  young,  and  Steinitz  when  he 
was  old. 

And  we  have  finally  come  to  the  intelli- 
gence quotient.  Can  it  be  measured  in  the 
young,  and  does  it  really  stand  still  ? I doubt 
it;  Churchill  was  not  very  good  at  language 
study,  Einstein  failed  mathematics,  and  Edi- 
son hated  school. 

The  I.Q.  is  a nice  little  device,  but  it  has 
as  many  limitations  as  uses.  It  can  dis- 
tinguish between  two  people,  or  between  a 
patient  and  a table  of  averages,  but  it  is  like 
a football  game ; it  tells  you  who  won  today, 
but  not  who  will  win  tomorrow.  And  if 
you  are  considering  sports,  chess  may  be 
better  than  swimming.  All  you  need  is 
Sitzfleisch , and  that  never  wears  out. 

— F.C. 


THE  HISTORY  OR  THE  PHYSICAL 

I have  heard  of  two  extremes  in  the  tech- 
niques of  diagnosis.  According  to  one,  you 
have  only  to  listen  to  the  patient,  and  he 
will  give  you  the  diagnosis,  while  another 
method  had  you  examine  a drop  of  the 
patient’s  blood  and  you  would  know  what 
was  wrong  with  him.  The  pediatrician,  the 
veterinarian,  and  the  geriatrician  may  be  un- 
able to  get  histories  from  their  patients,  and 
they  arrive  at  diagnoses ; they  rely  on  physi- 
cal examination  and  laboratory  studies. 

What  can  the  patient  tell  you?  It  hurts 
here,  I get  up  at  night,  I cough.  But  you 
will  palpate,  get  a urine  analysis,  and  order 
an  x-ray  anyway,  you  will  do  these  things 
if  you  do  not  hear  the  history.  Otherwise, 
the  history  will  cut  short  the  examination. 

Blood  and  urine  analyses  used  to  tell  you 
one  thing  at  a time,  now  they  report  what 
you  forgot  to  order,  too,  and  this  is  good. 


For  if  you  examine  and  test  for  only  what 
the  history  directs,  the  examination  is  much 
less  complete.  And  if  the  patient  forgets 
to  tell  you  he  coughs,  will  you  not  discover 
his  disease  when  you  see  the  x-ray?  Patients 
are  not  good  historians,  and  the  solution  is 
a complete  examination.  We  have  learned 
to  say  irregularly  irregular  when  he  fibril- 
lates;  let  us  make  examinations  completely 
complete. 

Consider  the  routine  annual  or  insurance 
or  employment  examination ; we  don’t  wait 
for  complaints.  Think  of  the  second  look 
operation ; we  don’t  let  the  patient  wait  for 
telltale  symptoms.  Perhaps  I am  concen- 
trating on  the  chief  complaint;  it  may  be  an 
anachronism,  there  is  no  harm  in  asking 
questions  and  listening  to  the  answers. 

I have  heard  stories  in  which  the  doctor 
asked,  what  is  wrong,  and  the  patient  said, 
I won’t  tell  you,  you’re  the  doctor.  Some- 
times the  patient  just  says,  I don’t  know. 
I wonder  which  is  more  important,  the 
history  or  the  physical? 

—F.C. 


IS  THE  HOSPITAL  A TEACHING 
INSTITUTION? 

It  is  easy  to  say  that  it  is.  There  is  the 
wealth  of  material  to  be  studied  or  ignored; 
all  those  patients,  diseases,  drugs,  and  opera- 
tions to  be  pondered  over  and  evaluated. 

It  is  easy  to  say  no.  For  when  we  cease  to 
have  internships,  who  is  there  to  be  taught, 
and  who  will  do  the  teaching?  When  ward 
patients  become  piivate  patients,  what 
happens  to  grand  rounds?  Universities  and 
large  clinics  that  are  really  clinics  will  of 
course  be  teaching  centers,  but  should  the 
community  hospital  try  or  pretend  to  teach? 
Nursing  students  study  in  hospitals,  but 
medical  students  go  to  medical  school. 

I like  progress,  and  teaching.  I only  won- 
der who  is  being  taught,  and  where,  and  if 
education  is  to  be  a function  of  the  modern 
community  hospital. 

—F.C. 
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ORIGINAL  ARTICLES 


Esophageal  Atresia  with 
Tracheoesophageal  Fistula  in  Twins 


Abstract 

To  our  knowledge,  this  is  the  third  instance 
of  esophageal  atresia  and  traceoesophageal 
fistula  in  both  members  of  a set  of  twins. 

Esophageal  Atresia,  Tracheoesophageal 
Fistula,  Twins,  Congenital 
Malformations 

Esophageal  atresia  (ea) 

with  tracheoesophageal  fistula 
(TEF)  has  been  reported  in 
twin  siblings  on  two  occasions.  Woolley^ 
described  a set  of  male  twins,  in  1961,  with 
EA  and  TEF  which  were  successfully  re- 
paired. Blank^  also  described  a set  of  twins 
with  EA  and  TEF  in  1967.  We  are  report- 
ing the  third  instance  of  EA  and  TEF  in 
both  members  of  a set  of  twins. 

Case  Report 

Female  twins  (A)  and  (B)  were 
born  to  a 20  year  old  white  female 
primigravida  via  an  uncomplicated 
vaginal  delivery  at  32  weeks  gestation. 
The  mother  was  a Class  A gestational 
diabetic  with  a strong  family  history 
of  diabetes.  The  placenta  had  two 
amnions  and  a single  chorion.  Twin 
(A)  weighed  1800  grams  at  birth  and 
had  Apgar  scores  of  8 at  one  minute 
and  10  at  5 minutes.  Her  hematocrit 
was  50%  at  one  hour.  Twin  (B) 
weighed  1600  grams  at  biidh  and  had 
Apgar  scores  of  9 at  one  minute  and 
10  at  five  minutes.  The  hematocrit 
was  70%  at  one  hour.  Neither  twin 
was  stated  to  have  had  respiratory 
distress  at  birth,  but  twin  (A)  was  re- 
ported to  have  a ruddy  color  in  30% 
oxygen.  Blood  glucose  in  both  twins 
ranged  between  40  and  60  mgm/100  ml 
at  2,  4,  and  8 hours  of  age.  Both  twins 
were  given  initial  sugar  water  feedings 
at  10  hours  and  promptly  regurgitated. 
At  13  hours  gavage  feedings  were  un- 
successfully attempted.  Radiographs, 
at  that  time,  revealed  the  feeding  tubes 
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coiled  in  the  upper  esophagus.  Con- 
trast material  was  instilled  into  the 
feeding  tubes  and  showed  blind  esopha- 
geal pouches.  At  18  hours  of  age  the 
twins  were  transferred  to  our  hospital 
with  the  diagnosis  of  esophgeal  atresia 
(EA). 

Clinical  Course  Tivin  (AJ 

Twin  (A)  was  in  no  respiratory  dis- 
tress and  a chest  x-ray  revealed  dextro- 
cardia as  well  as  air  within  the  stomach 
and  small  and  large  intestine.  She  was 
taken  to  the  operating  room  at  23 
hours  and  a gastrostomy  was  per- 
formed. At  operation,  a large  amount 
of  blood  was  discovered  in  the  peritoneal 
cavity  secondary  to  a stellate  laceration 
of  the  left  lobe  of  the  liver. 

The  etiology  of  the  laceration  is  ob- 
scure, however,  it  could  have  resulted 
from  puerperal  trauma.  Following  the 
gastrostomy  and  repair  of  the  lacera- 
tion, a right  thoracotomy  was  done. 
The  TEF  was  identified  and  ligated. 
The  upper  esophageal  segment  was  lo- 
cated at  the  thoracic  inlet  and  the  fistu- 
la communicated  with  the  lower  segment. 
Her  postoperative  status  was  good,  how- 
ever, at  31  hours  of  age  she  had  a sud- 
den respiratory  arrest,  was  intubated, 
and  placed  on  a respirator.  At  36 
hours  she  had  a cardiac  arrest  and  ex- 
pired despite  resuscitative  measures. 

Post-mortem  Twin  (A) 

There  were  no  gross  external  congen- 

From  the  Departments  of  Pediatrics,*  Anatomy. t and  Sur- 
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ital  anomalies.  The  heart  was  dextro- 
verted  with  a left-sided  aortic  arch. 
The  ductus  arteriosis  was  patent.  The 
TEF  was  found  and  had  been  ligated. 
The  peritoneal  cavity  contained  100  ml 
of  free  blood.  Cause  of  death  was  relat- 
ed to  prematurity  and  aggravated  by 
the  liver  laceration  and  the  subsequent 
blood  loss. 

Clinical  Course  Twin  (B) 

Twin  (B)  was  also  in  satisfactory 
condition  on  arrival  at  our  hospital.  At 
20  hours  of  age  a gastrostomy  and  li- 
gation of  the  TEF  were  perfoi’ined.  As 
in  her  twin  sibling,  the  fistula  com- 
municated with  the  trachea  and  lower 
esophageal  segTnent.  However,  the  up- 
per and  lower  esophageal  segments 
were  close,  but  not  communicating. 
Twin  (B)’s  postoperative  course  was 
also  complicated  by  apneic  episodes 
and  pneumonia  which  responded  to  ap- 
propriate therapy.  At  six  days  a harsh 
IlI/VI  systolic  murmur  was  heard 
over  the  precordium  and  back.  At  53 
days  (2350  grams)  a single  layer 
esophageal  anastomosis  was  performed 
through  a right  thoracotomy.  The 
esophageal  segments  were  2.0  cm  apart 
prior  to  anastomosis.  The  postopera- 
tive course  was  uneventful.  At  64  days 
the  gastrostomy  tube  was  removed.  At 
66  days  a barium  swallow  showed  the 
contrast  material  flowing  through  the 
esophagus  without  difficulty ; the  area 
of  anastomosis  was  visualized,  and 
there  was  no  evidence  of  fistula  or 
delay  in  emptying.  She  was  discharged 
at  73  days  in  satisfactory  condition. 

At  subsequent  visits  a grade  II-III/VI 
systolic  murmur  was  heard  and  felt  to 
be  a patent  ductus  arteriosus.  This 
will  be  corrected. 

At  14  months  she  was  evaluated  for 
motor  delay  and  hypotonia  of  the  lower 
extremities.  Gross  motor  function  was 
at  the  nine  month  level ; cognitive  func- 
tion was  at  the  thirteen  month  level. 

Discussion 

Esophageal  atresia  (EA)  and/or  TEF 


rarely  occurs  in  twins.  In  our  review  of 
the  literature,  we  found  reports  of  EA 
and/or  TEF  in  one  member  of  a set  of 
twins  on  nineteen  occasions.^- ® Both 
members  of  a set  of  twins  were  reported  to 
have  EA  and/or  TEF  on  two  occasions 
prior  to  this  report.  There  is  not  enough 
data  in  the  literature  to  give  figures  on  sex 
distribution,  weight  at  birth,  gestational 
age  or  zygosity.  Our  patients  represent  the 
twenty-second  instance  of  EA  and/or  TEF 
in  twins  but  only  the  third  instance  in 
which  both  twins  were  affected. 

SmitIH  recently  discussed  the  polygenic 
inheritance  of  some  common  malformations. 
To  substantiate  this,  he  presented  concord- 
ance data  concerning  the  occurrence  of  these 
malformations  in  both  members  of  sets  of 
twins  (mono-and  dizygotic).  Our  review  of 
the  literature  reveals  a concordance  of  13.6 
percent,  in  twin  siblings,  of  EA  and/or 
TEF. 

In  addition  to  the  genetic  causes  of  mal- 
formations, other  predisposing  factors  such 
as  vascular  accidents,  metabolic  abnormal- 
ities, and  intrauterine  viral  infections  have 
been  implicated.  The  mother  of  our  patients 
was  a Class  A gestational  diabetic.^  The 
association  of  maternal  diabetes  with  an  in- 
creased incidence  of  congenital  anomalies  is 
well  documented.® 

Embryologically,  the  separation  of  the 
larynx,  trachea,  and  lung  buds  begins  from 
25-27  days  and  is  well  established  by  32- 
34  days.  Formation  of  TEF  occurs  during 
this  period.  EA,  on  the  other  hand,  is  more 
latent  in  development,  i.e.,  34-44  days  of 
gestation. 

Summary 

We  have  presented  the  third  instance  of 
esophageal  atresia  and/or  tracheoesophageal 
fistula  in  both  members  of  a set  of  twins. 
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How  to  Avoid  Injuries  to  the  Recurrent 
Laryngeal  Nerve  — A Surgical  Pitfall 


Successful  mecUcal  treat- 
ment with  antithyroid  drugs 
and  radioactive  iodine  have  re- 
stricted the  indications  for  surgery  on  the 
thyroid  gland.  In  many  residency  pro- 
grams it  is  now  difficult  to  obtain  enough 
thyroidectomies  for  the  training  of  resi- 
dents. If  the  present  standards  of  excel- 
lence are  to  be  maintained  for  surgery  of  the 
neck,  with  protection  of  the  recurrent  laryn- 
geal nerve,  occasional  review  in  the  litera- 
ture of  the  hazards  and  pitfalls  of  opera- 
tions in  the  vicinity  of  this  structure  will 
be  useful. 

Thyroidectomy  is  the  most  common  sur- 
gical operation  performed  in  the  neck,  and 
the  greatest  culprit  with  regards  to  nerve 
lesions.  In  most  cases  of  thyroid  disease, 
regardless  of  the  etiology,  relationships 
within  the  neck  usually  remain  unaltered; 
this  being  specially  true  in  regards  to  the 
recurrent  laryngeal  nerve.  With  very  large 
thyroid  masses,  intrathoracic  goiters  and 
neoplastic  diseases,  the  recurrent  laryngeal 
nerves  may  be  displaced  and  their  anatomical 
course  distorted. ^ 

The  course  of  the  recurrent  laryngeal 
nerve  is  an  embryologic  oddity.  This  pre- 
pares the  pitfall  for  the  unwary.  Both  in- 
ferior laryngeal  or  recurrent  laryngeal 
nerves  originate  bilaterally  within  the  chest. 
They  stem  from  the  main  vagus  nerve 
trunks,  as  they  descend  into  the  right  and 
left  tracheoesophageal  sulci.  On  the  left, 
the  nerve  circles  under  the  aortic  arch,  in 
the  immediate  vicinity  of  the  ligamentum 
arteriosum.  It  then  sweeps  along  the  tra- 
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cheoesophageal  groove  up  to  its  ultimate 
destination  in  the  larynx.  The  right  recur- 
rent nerve  circles  under  the  subclavian  ar- 
tery before  ascending  towards  the  larynx  in 
the  same  groove,  opposite  side.  Both  nerves 
contribute  to  the  innervation  of  trachea, 
gullet,  heart,  and  pharynx,  as  well  as  to  all 
the  muscles  of  the  larynx,  with  one  excep- 
tion ; the  crycothyroideous.  Consequently, 
any  injury  to  these  nerves  may  affect  both 
breathing  and  phonation. 

Anomalies  of  the  nerves  are  infrequent; 
but  they  have  been  described  in  the  litera- 
ture. Of  some  slight  surgical  significance 
is  the  failure  of  the  right  inferior  laryngeal 
nerve  to  go  under  the  right  subclavian  artery. 
It  simply  emerges  from  the  vagus  trunk  at 
the  level  of  the  crycoid  cartilage,  during  its 
descent  into  the  chest.  This  may  be  part  of 
a more  complex  aberration  of  the  vasculature 
of  the  area. Another  uncommon  anomaly 
is  the  extralaryngeal  branching  of  the  nerve 
as  it  approaches  the  voice  box.  The  main 
trunk  is  replaced  by  many  small  filaments. 
Recurrent  laryngeal  nerves  with  an  intra- 
giandular  course,  as  described  by  Berlin^’  ^ 

*From  the  Department  of  Surgei*y  of  the  Prairie  Medical 
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have  never  been  encountered  in  our  dissec- 
tions. 

\^'henever  thyroidectomy  is  undertaken, 
the  recurrent  laryngeal  nerves  are  most  like- 
ly to  be  injured  at  the  level  of  the  superior 
pole.  Excessive  blunt  finger  dissection  may 
inadvertently  stretch  the  nerve  fibers,  or 
en  masse  ligature  may  further  pinch,  com- 
press, or  destroy  the  nerve.  To  avoid  this 
complication,  it  is  always  wise  to  approach 
the  superior  thyroid  artery  branches  as  they 
splay  out  over  the  upper  pole  of  the  gland. 
Especially  precarious  is  bleeding  from  a 
small  posterior  branch  of  the  superior  thy- 
roid artery.  It  follows  that  posterior  edge 
of  the  thyroid  lobe  which  lies  parallel  with 
the  trunk  of  the  recurrent  laryngeal  nerve,^-  ^ 
a dangerous  vicinity  when  attempting  to 
obtain  hemostasis. 

Ligature  of  the  inferior  thyroid  artery 
should  be  performed  at  some  distance  from 
the  gland. Manipulations  close  to  the  in- 
ferior pole  or  when  it  extends  into  the  chest, 
carries  a greater  hazard  to  the  trunk  of  the 
inferior  laryngeal  nerves.  Suturing  the  re- 
maining stump  of  gland  after  subtotal  thy- 
roidectomy requires  meticulous  technique, 
to  avoid  infringement  into  the  tracheoesopha- 
geal sulcus. 11 

Whenever  the  recuri-ent  laryngeal  nerve 
has  obviously  been  injured,  it  will  be  later 
evidenced  by  hoarseness  or  dyspnea,  bitonal 
voice  or  other  forms  of  dysphonia.  Laryngo- 
scopy — direct  preferred  — confirms  the 
diagnosis.  In  rare  instances,  paralysis  of  the 
vocal  cords  is  asymptomatic,  with  no  altera- 
tion of  the  voice.  Laryngeal  palsy  may  oc- 
cur in  patients  who  have  not  had  surgery 
to  their  neck.i  It  is  of  paramount  impor- 
tance to  know  the  preoperative  and  post- 
operative status  of  the  vocal  cords.  The 
surgeon  should  observe  the  motility  of  these 
structures  both  during  intubation  and  ex- 
tubation.  If  a recurrent  laryngeal  nerve  has 
been  severed  during  surgery,  the  preferred 
treatment  is  immediate  reanastomosis  with 
fine  nonabsorbable  sutures.  When  a section 
of  the  nerve  has  been  destroyed,  a graft 
can  be  employed,  using  a proximate  section 
of  the  ansa  hypoglossi.®-  i*i 

Any  vocal  cord  paralysis  which  becomes 


apparent  in  the  postoperative  period  may 
only  represent  the  effect  of  stretching  of 
the  nerve  fibers  during  the  operation.  When 
the  subsequent  inflammatory  reaction  sub- 
sides, normal  cord  action  returns.  Compres- 
sion by  fibrosis  may  occur  following  surgical 
intervention  due  sometimes  to  a hematoma 
or  an  abscess  located  along  the  nerve  course 
or  to  occasional  changes  in  the  neck,  secon- 
dary to  radiation  therapy.^  Carcinoma  of 
the  thyroid  is  the  most  frequent  cause  for 
recurrent  laryngeal  palsy : either  by  preoper- 
ative involvement  by  the  neoplastic  process 
or  by  deliberate  sacrifice  of  the  nerve  by 
the  surgeon  during  radical  thyroidectomy. 

There  is  some  disagreement  as  to  the  vul- 
nerability of  the  inferior  laryngeal  nerve, 
when  purposefully  exposed.  Crile^  was  ex- 
tremely reluctant  to  dissect  the  nerve,  feel- 
ing that  this  in  itself  was  enough  to  start 
an  inflammatory  reaction  capable  of  produc- 
ing vocal  cord  paralysis.  On  the  other  side 
of  the  fence  are  other  surgical  experts  of 
the  Lahey  Clinic,*’®  who  routinely  identified 
the  recurrent  laryngeal  nerve,  apparently 
with  no  untoward  effects.  It  is  our  opinion 
that  the  nerve  need  not  be  exposed  or  in- 
vestigated unless  there  is  malignancy  or  a 
reoperation  on  the  thyroid  gland  is  per- 
formed. 

Conclusions 

1.  The  vocal  cords  should  be  examined 
both  preoperatively  and  postoperatively  in 
all  surgeiy  where  the  area  of  the  recurrent 
laryngeal  nerves  will  be  violated. 

2.  The  superior  thyroid  artery  must  be 
ligated  close  to  the  capsule  of  the  thyroid 
gland ; most  inj  uries  occur  there. 

3.  The  inferior  thyroid  artery  should  be 
ligated  a short  distance  from  the  gland. 

4.  The  suture  of  the  remaining  stump  of 
thyroid  tissue,  after  lobectomy,  should  be 
performed  with  exacting  surgical  technique. 

5.  An  intraoperative  nerve  injury,  when 
recognized,  demands  immediate  repair  to 
allow  the  best  chance  for  the  recovery  of 
function,  when  the  ends  of  the  severed  nerve 
cannot  be  approximated,  a nerve  graft 
should  be  used. 


332 


Nebraska  M.  J. 


Summary 

The  recurrent  laryngeal  nerve  is  one  of 
the  most  vulnerable  structures  encountered 
during  neck  surgery  — specially  true  during 
thyroidectomy.  Anatomical  landmarks  and 
technical  maneuvers  are  described  to  save 
the  surgeon  from  the  embarrassment  of 
iatrogenic  lesion.  A brief  review  of  the  main 
hazards  to  the  recurrent  laryngeal  nerve 
are  noted. 
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Phenylketonuria: 

Report  of  a Case  Managed  in  a 
Rural  Nebraska  Community 


PHENYLKETONURIA,  or  PKU, 
is  an  inborn  error  of  metabo- 
lism discovered  by  Foiling  in 
1934.  There  is  a deficiency  of  the  hepatic 
enzyme  phenylalanine  hydroxylase  which 
transforms  phenylalanine  to  tyrosine.  It  is 
genetically  determined  as  an  autosomal  re- 
cessive gene  and  there  seems  to  be  a slight 
preponderance  of  male  patients.  The  inci- 
dence in  the  United  States  is  reported  as 
one  in  20,000  births. 

These  children  are  clinically  normal  at 
birth.  There  is  progressively  severe  brain 
damage  manifested  by  mental  retardation 
and  slowing  of  the  motor  development  as 
time  proceeds.  The  patient’s  I.Q.  usually 
is  20  to  50,  and  often  is  even  less  than  20. 
Twenty-five  percent  of  the  affected  indi- 
viduals exhibit  seizure  activity  and  abnormal 
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EEGs.  They  exhibit  hypertonicity  and  hy- 
perkinetic movements,  often  with  a tremor 
being  present.  Because  of  the  decreased 
deposition  of  melanin  pigment,  many  of  these 
children  are  blue-eyed  blondes,  regardless 
of  the  parenteral  coloring. 

The  enzyme,  phenylalanine  hydroxylase,  is 
necessary  to  convert  phenylalanine  to  tyi’O- 
sine  and  when  this  enzyme  is  absent,  phenyl- 
alanine accumulates  in  the  blood  stream  and 
tissues.  Much  of  the  excess  phenylalanine 
is  excreted  in  the  urine  as  phenylpyruvic 
acid,  giving  the  urine  a musky  smell.  The 
ferric  chloride  test  is  a simple  test  to  detect 
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phenylpyruvic  acid  in  the  urine.  The  Guthrie 
test  is  now  mandatory  in  the  state  of  Ne- 
braska and  is  done  routinely  on  all  newborns. 
Until  recently,  when  this  test  was  made  man- 
datory, many  children  with  this  disease  went 
undetected  until  brain  damage  had  occurred. 
Phenylketonuria  is  said  to  account  for  one 
percent  of  all  retardates. 

The  treatment  consists  of  a low  phenyl- 
alanine diet  available  as  Lofenalac.  Proper 
therapy  instituted  early  enough  assures  vir- 
tually normal  mental  and  motor  development. 
Frequent  monitoring  of  the  phenylalanine 
level  of  the  blood  is  mandatory. 

Report  of  a Case 

A 27  year  old  gravida  IV,  para  III, 
with  an  EDC  of  October  17,  1971,  was 
admitted  in  early  labor  on  October  10, 
1971.  She  progressed  throughout  labor 
normally  and  an  8 lb,  8 oz  living  white 
male  was  delivered  without  anesthesia 
on  the  same  day.  One  minute  Apgar 
rating  was  8,  five  minute  was  9.  Fetal 
anomalies  check  was  negative.  The  ba- 
by manifested  a good  deal  of  gas  and 
was  quite  fussy  in  the  postnatal  period 
and  was  treated  with  Bentyl  for  this 
gastrointestinal  upset.  The  patient’s 
siblings  had  a history  of  milk  allergy, 
so  the  infant  was  empirically  placed  on 
Pro-Soy-Bee  formula.  On  October  19, 
1971,  the  PKU  Guthrie  inhibition  test 
was  reported  from  the  State  of  Ne- 
braska as  being  positive  to  8 mg.  A 
serum  phenylalanine  level  was  drawn 
and  reported  as  being  .59  mg  percent, 
normal  being  up  to  4 mg  percent  for 
that  particular  laboratory.  Diagnosis 
of  phenylketonuria  was  proposed  and 
Lofenalac  diet  was  instituted.  The  State 
of  Nebraska  furnishes  the  Lofenalac  for- 
mula, free  of  charge,  to  the  parents,  and 
also  was  quite  helpful  with  dietary  in- 
formation. The  infant  did  well  on  the 
diet,  initially,  and  phenylalanine  levels 
were  drawn  at  three  to  four  week  inter- 
vals. On  February  28,  1972,  the  pa- 
tient was  referred  to  the  phenylketo- 
nuria clinic  at  the  University  of  Nebras- 
ka Medical  Center  for  consultation.  His 
phenylalanine  level  at  that  time  was  1.0 
mg  percent  with  the  optimum  being  4 


to  8 mg  percent  and  acceptable  range 
being  2 to  10  mg  percent.  It  was  ap- 
parent that  we  were  restricting  the  phe- 
nylalanine excessively,  as  some  is  neces- 
sary for  normal  growth.  A program  was 
instituted  whereby  we  would  draw  blood 
from  this  patient  every  other  Tuesday 
and  would  send  it  to  the  laboratory  in 
Omaha,  which  would,  in  turn,  contact 
the  clinical  nutritionist  at  the  Univer- 
sity of  Nebraska  Hospital.  The  baby’s 
mother  would  keep  a dietary  history 
and  would  mail  this  to  the  University. 
Using  these  two  pieces  of  information, 
the  nutritionist  would  then  call  the 
mother  on  Thursday  and  reconmiend  the 
necessary  changes  in  the  diet  therapy. 
Thus,  I have  been  relieved  of  the  tedi- 
ous and  time-consuming  necessity  of 
calculating  dietary  changes.  In  March, 
1972,  the  baby  was  admitted  to  our  hos- 
pital for  treatment  of  rather  severe 
gastroenteritis.  The  parents  had  been 
alerted  previously  to  report  fevers 
promptly,  because  catabolism  of  tissue 
proteins  releases  enough  phenylalanine 
to  put  the  disease  out  of  control  (or 
especially)  if  he  is  starving.  The  baby 
was  returned  to  the  University  Hospital 
on  June  5th  and  6th  for  the  purpose  of 
carrying  out  a challenge  test  to  exclude 
the  possibility  of  a variant  of  phenyl- 
ketonuria. His  phenylalanine  level  on 
June  5th  was  6.0  and  over  a period  of 
24  hours,  the  baby  was  given  1.5  grams 
of  phenylalanine  added  to  his  Lofenalac 
diet.  The  result  was  that  his  serum 
phenylalanine  level  was  28.9  mg  per- 
cent on  the  morning  of  June  6th,  and 
38.9  mg  percent  that  afternoon.  The 
serum  phenylalanine  tyrosine  ratio  was 
approximately  18  to  1 at  the  time  of  the 
last  phenylalanine  determination.  His 
urine  was  positive  for  ferric  chloride  on 
June  6th.  The  challenge  test  was  term- 
inated and  the  parents  were  instructed 
to  resume  the  Lofenalac  feedings.  Those 
results  convincingly  excluded  the  pos- 
sibility of  a transient  disorder  and  the 
possibility  of  an  atypical  phenylketo- 
nuria. Dr.  H.  D.  Wiltse,  Associate  Pro- 
fessor of  Pediatrics  at  the  University, 
considered  this  to  be  a confirmed  diag- 


334 


Nebraska  M.  J. 


nosis  of  classical  phenylketonuria,  and 
recommended  the  dietary  management 
be  continued  until  age  five.  The  baby 
has  just  passed  his  first  birthday  and 
seems  to  be  developing  completely  nor- 
mally, both  mentally  and  physically,  at 
this  time  and  we  are  hopeful  that  he 
will  continue  to  do  well. 

In  summary,  this  infant  is  managed  with 
a multispecialty  approach.  The  baby’s  fam- 
ily practitioner  assesses  growth  and  develop- 


ment and  draws  a blood  phenylalanine  level 
at  two  weekly  intervals.  The  Idood  is  mailed 
to  an  Omaha  laboratory  where  the  determ- 
ination for  phenylalanine  is  carried  out.  They 
immediately  relay  the  information  to  the 
clinical  nutritionist  at  the  University  of 
Nebraska  Hospital,  who  then  calls  the  pa- 
tient’s mother  and  recommends  the  neces- 
sary dietary  changes.  Dr.  Wiltse  is  avail- 
able to  both  the  family  practitioner  and  clin- 
ical nutritionist  for  consultation. 


Neurologic  Manifestations  Of 
Wegener's  Granulomatosis,  1972 


WEGENER’S  granulomatosis 
(WG)  is  an  uncommon  disease 
characterized  by  necrotizing 
granulomas  of  both  upper  and  lower  respira- 
tory tracts  followed  by  a later  stage  of  more 
generalized  necrotizing  glomerulitis.  Ap- 
proximately 50  percent  of  patients  reveal 
neui-ologic  symptoms  eventually  with  periph- 
eral nerve,  cranial  nerve,  intracranial,  or 
myositic  involvement. 

The  symptoms  of  WG  do  not  begin  nor 
usually  present  with  neurologic  manifesta- 
tions. If  they  develop,  multiple  mononeuro- 
pathy or  myositis  manifest  as  the  general 
clinical  picture  is  well  along,  and  cerebral 
features  appear  in  the  latter  half  of  the  ill- 
ness. WG  is  chronic  in  evolution,  appearing 
almost  equally  among  men  and  women.  Any 
age  may  be  affected,  but  most  patients  are 
in  the  20  to  50  year  group.  It  may  present 
first  with  upper  respiratory  ti’act  symptoms 
or  with  pulmonary  disease;  or  it  may  dis- 
tractingly  simmer  with  low-grade  arthritis, 
arthralgias,  skin  or  ocular  complaints  before 
respiratory  manifestations  develop.  In  the 
prodromal  phase,  these  may  be  simply  spo- 
radic, small  lesions  of  nasal  or  oral  mucosa. 
Several  weeks,  often  at  least  several  months, 
pass  before  a diagnosis  is  made.  Like  many 
uncommon  but  clearly  delineated  diseases, 
WG  makes  interesting  clinicopathologic  con- 
ferences. 
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As  upper  respiratory  symptoms  unfold, 
these  consist  of  one  or  more  of  the  following, 
subacute,  chronic,  often  indolent  and  not  re- 
sponding to  the  usual  treatment:  sinusitis, 
rhinitis,  epistaxis,  nasal  ulcerations,  pharyn- 
gitis, laryngitis,  otitis  media,  mastoiditis, 
tracheitis.  It  soon  becomes  evident  that  this 
is  no- ordinary  upper  tract  infection,  and  the 
lesions  are  found  to  be  ulcerative,  necrotic, 
destructive,  granulomatous  and  often  caked 
with  crusty  exudate.  The  nasal  septum  may 
be  destroyed,  and  even  the  external  nose  may 
be  affected.  Laryngeal  stenosis  may  develop. 
A biopsy  is  of  value  only  if  non-necrotic  tis- 
sue can  be  found. 

Pulmonary  lesions  are  likewise  chronic  and 
granulomatous,  without  specific,  pathogno- 
monic features  that  permit  radiologic  diag- 
nosis of  WG.  The  patient  often  complains 
of  cough,  pleurisy,  dyspnea,  and  may  be 
found  to  have  pleural  effusion,  atelectasis, 
even  pneumothorax.  X-ray  study  reveals  in- 
filtration, nodules,  and  cavitation,  findings 
compatible  with  more  common  diseases  as 
pulmonary  carcinoma,  metastatic  neoplasm, 
abscess,  empyema,  bronchiectasis,  tubercu- 
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losis,  or  fungal  infection.  A low-grade  tem- 
perature elevation  is  present. 

Renal  disturbance  (due  to  glomerulitis) 
appears,  usually  after  respiratory  symptoms 
are  underway.  It  may  manifest  as  hema- 
turia, gross  or  miscroscopic,  with  a lising 
blood  urea,  with  symptoms  of  uremia,  or  less 
commonly,  acute  hypertensive  crisis. 

Other  distractions  are  not  unusual  during 
the  course  of  the  disease,  early  or  late.  These 
include  skin,  oral,  ocular,  arthritic,  myositic, 
neurologic  and  uncommonly  even  breast  or 
prostatic  involvement.  Skin  lesions  appear 
in  50  percent  of  these  patients  and  consist  of 
purpuric  rashes,  hemorrhagic  vesicles  or 
bullae,  papules  with  necrotic  centers  or  pyo- 
derma gangrenosum.  Ocular  involvement  de- 
velops in  20  to  40  percent  of  patients:  non- 
specific inflammation,  ulceration  or  granu- 
loma appear  in  conjunctiva  or  limbus;  scle- 
ritis,  episcleritis;  corneal  ulceration;  exoph- 
thalmos (unilateral);  central  vein,  oph- 
thalmic or  retinal  artery  thrombosis ; blind- 
ness or  ophthalmoplegia. 

Arthralgias  or  arthritis  occur  in  30  per- 
cent of  patients.  Oral  lesions  develop  in 
some  patients,  appearing  like  pyogenic 
granuloma,  ulceration  or  carcinoma  in 
tongue,  gums,  or  buccal  mucosa.  Prostatic 
involvement  is  described  in  5 to  10  percent  of 
male  patients  but  is  usually  more  of  patho- 
logic than  clinical  concern. 

Of  neurologic  interest,  peripheral  neuro- 
pathy appears  in  at  least  20  to  30  percent  of 
patients  with  WG.  It  is  due  to  the  vascu- 
litis which  becomes  widespread  in  this  dis- 
ease. In  well  over  one  half  of  patients  with 
neuropathy,  this  will  be  a multiple  mono- 
neuropathy. In  the  remainder,  it  is  a poly- 
neuropathy and  rarely  a polyradiculitis. 
Other  neurologic  developments  are  less  com- 
mon. N eurologic  phenomena  in  WG  are  due 
to  several  causes: 

1 . Contiguous  granulomatous  erosion  and 
spread,  particularly  retropharyngeal 
and  beyond  the  sinuses  and  middle 
ear  into  base  of  skull  as  well  as  intra- 
cranially. 

2.  Remote,  multicentric  granulomatous 
lesions ; extracranial,  intracranial. 


3.  Vasculitis;  disseminated,  intracranial, 
extracranial. 

4.  Uremia;  acute  hypertensive  crisis 
(from  renal  vasculitis). 

5.  Myositis  (from  vasculitis). 

Contiguous  extension  from  sinuses  or  mid- 
dle ear  usually  appears  late  in  the  course 
and  accounts  for  exophthalmos,  blindness 
(from  optic  nerve  or  chiasmatic  involve- 
ment), or  diabetes  insipidus.  Basilar  (cra- 
nial) erosion  and  destruction  may  be  evident 
on  skull  films.  Cranial  nerve  paralysis  oc- 
curs from  extracranial  or  intracranial  spread. 
Cranial  nerves  I,  II,  III,  VI,  VII,  or  VIII 
are  most  commonly  affected,  but  none  are 
exempt.  Necrotic,  granulomatous  spread 
may  result  in  meningitis  from  secondary  in- 
fection. Generalized  vasculitis,  besides  ac- 
counting for  peripheral  neuropathy,  pro- 
duces cerebrovascular  lesions  (in  10  to  15 
percent  of  patients),  intracerebral  hemor- 
rhage, subarachnoid  bleeding,  cerebral  ar- 
tery thrombosis  and  rarely  cerebral  venous 
thrombosis  or  subdural  hematoma  (Evans, 
D.  W.).  Myositis,  prominent  in  5 to  10  per- 
cent of  patients,  appears  a result  of  vas- 
culitis. 

Remote,  multicentric  granulomatous  le- 
sions account  also  for  cranial  nerve  paraly- 
sis ; granulomatous  erosion  of  cranium ; in- 
tracranial 01-  intracerebral  granulomas, 
commonly  multiple. 

Uremia  is  a common  eventual  development 
and  acute  hypertensive  crisis  (“encephalo- 
pathy”) appears  in  a small  number  of  pa- 
tients. 

Untreated,  the  average  duration  of  illness 
to  death  is  5 months  from  diagnosis.  Eighty 
percent  of  patients  are  dead  within  a year 
of  diagnosis.  Rare  survivals  for  4 to  5 years 
are  known.  Patients  die  of  (in  approximate 
order  of  frequency)  : renal  failure,  hemor- 
rhages, pulmonary  insufficiency,  sepsis,  in- 
tracranial infection  (meningitis,  abscess), 
subarachnoid  hemorrhage,  or  acute  hyperten- 
sive crisis. 

Laboratory  data  provides  no  specific  find- 
ings. A biopsy  of  non-necrotic  tissue  comes 
closest  to  providing  pathognomic  clues  (see 
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pathology).  Sedimentation  rate  is  common- 
ly elevated  and  approximately  eighty  percent 
of  patients  demonstrate  elevated  serum 
gamma  globulin  and  a number  increased 
alpha-2  globulin  or  IgA  as  well.  Urine  dis- 
closes hematuria,  casts,  and  proteinuria.  A 
rising  blood  urea  is  frequent.  Bacteriologic 
studies  of  lesions  reveal  the  usual  run  of 
secondary  invaders  which  often  temporarily 
lead  to  considerable  antibiotic  effort.  X-rays 
disclose  pulmonary  lesions,  paranasal  sinus 
involvement,  basilar  cranial  erosion,  and 
extension. 

Histopathologic  study  discloses  advanced, 
gross  granulomatous  necrosis  in  upper  and 
lower  respiratory  tracts  and  focal  glomerulo- 
nephritis. The  “classical,”  although  not  en- 
tirely specific,  renal  lesion  is  a focal  fibrinoid 
necrosis  of  glomeruli  often  with  thromboses 
and  necrosis  of  loops  of  capillary  tufts  and 
microgranulomatous  changes.  Besides  these 
outstanding  lesions,  there  are  also  dissem- 
inated granulomas  and  vasculitis  in  spleen, 
liver,  peripheral  nerves,  skin,  myocardium, 
lymph  nodes,  brain,  prostate,  testes,  adrenal, 
pancreas,  intestine,  bones,  and  eye.  Dissem- 
inated granulomas  (perivascular  with  tuber- 


culoid pattei-n)  are  often  microscopic,  as  is 
the  vasculitis  (fibrinoid  necrosis  of  all  lay- 
ers with  mural  thrombi  and  neutrophilic  in- 
filtration) which  involves  capillaries,  ar- 
terioles, venules  and  small  arteries.  Hemor- 
rhage and  infarction  result. 

Biopsy  examinations  of  non-necrotic  res- 
piratory mucosa,  skin  lesions  or  kidney  are 
usually  helpful  in  diagnosis. 

T reatment  to  recent  years  depeiided  on 
large  doses  of  corticosteroids  which,  at  best, 
prolonged  a drastic  illness  several  more 
months  until  demise.  Much  more  success  has 
been  reported  with  immunosuppressive  thera- 
pies such  as  azothiaprine  (Imuran),  chloram- 
bucil, methotrexate  or  cyclophosphamide. 
The  effectiveness  of  these  may  be  enhanced 
by  use  also  of  corticosteroids  or  a glutaniide 
antagonist  (Duazomycin). 

Features  overlapping  with  other  collagen 
diseases  are  reported  occasionally,  especially 
with  periarteritis  nodosa  (Dudley). 

Keferences  available  from  author. 

(This  report  was  supported  by  U.S.P.H.S.  fNLM- 
EMl  Grant  3ROI  LM00636-02S1). 
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Epidemiology  of  Leukemia-Lymphoma 
In  Mid-Nebraska^ 


PART  III 

Man  is  continually  bombarded  with  radi- 
ation from  environmental  sources  and  fall- 
out from  various  man  - made  devices  but, 
at  least  in  New  England,  this  could  not  be 
related  to  leukemia  rates.^'* 

In  the  six-county  area,  samples  of  soil, 
water,  teeth,  and  vegetation  were  analyzed, 
but  no  excess  level  of  radioactivity  was 
found.  Likewise,  data  from  the  survey  in- 
dicated leukemia-lymphoma  patients  had 
more  x-rays  than  the  general  population. 
On  the  basis  that  a small  number  had  a larg- 
er quantity  of  roentgenograms  taken,  this 
is  probably  related  to  the  fact  that  patients 
with  problems  see  physicians  more  fre- 
quently. 

Past  studies  have  incriminated  exposure 
to  chemicals  and  drugs,  especially  benzene 
derivatives,®’  in  the  etiology  of  leukemia 
and  malignancies  in  animals  and  man.  No 
evidence  from  the  clinical  histories  or  sur- 
vey data  indicated  that  such  was  the  case  in 
this  area.  Survey  questions  related  to  pes- 
ticide use  and  chemical  or  petroleum  indus- 
try employment  showed  no  difference  be- 
tween the  general  and  leukemia-lymphoma 
populations. 

Birth  defects  have  been  frequently  asso- 
ciated with  malignancies,  especially  where 
case  clustering  exists. Five  of  the  sev- 
en reported  cases  of  Apert’s  syndrome^® 
were  from  the  south-central  area  of  Nebras- 
ka, and  three  were  from  the  survey  counties. 

In  the  six-county  study  area  there  were 
67  (5.3  percent)  total  birth  defects  in  the 
general  population  and  7 (4.6  percent)  in 
the  leukemia-lymphoma  group.  Where  both 
conditions  occurred,  the  percentage  was  the 
same  for  both  populations  (0.7  percent). 
The  leukemia-lymphoma  population  did  have 
a higher  incidence  of  all  three  conditions 
combined  (leukemia  - lymphoma,  birth  de- 
fects, and  other  cancer). 

The  incidence  of  stillbirths  indicated  that 
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those  conditions  leading  to  fetal  wastage 
were  slightly  greater  in  the  general  popu- 
lation. 

Hereditary  and  genetic  factors  appear  to 
play  an  impoitant  role  in  the  incidence  of 
leukemia  and  lymphoma,  e.g.,  the  discovery 
of  the  Philadelphia  chromosome^’  ^9  and  the 
relationship  of  trisomy  to  leukemia.^'^  Fur- 
ther studies  of  twins  and  families  show  that 
there  is  an  increased  incidence  in  other  fam- 
ily members  Miller^®  assigns  the  fol- 

lowing risk  factors:  identical  twins,  1 in 
5 ; Bloom’s  syndrome,  1 in  8 ; Down’s  syn- 
drome, 1 in  95 ; and  siblings  of  leukemic 
children,  1 in  720;  whereas  the  risk  for  the 
U.  S.  Caucasian  children  under  age  15  is 
1 in  2,880. 

The  six-county  area  has  been  well  studied, 
and  an  increase  in  leukemia-lymphoma  in 
families  with  several  affected  members  has 
been  extensively  documented®^.  33  Rigby®^ 
found  that  leukemia-lymphoma  was  2.5  times 
more  frequent  in  their  patients’  families  than 
in  control  families. 

*From  the  Ecological  Investigations  Program,  Center  for 
Disease  Control,  Health  Services  and  Mental  Health  Administra- 
tion, Public  Health  Service,  U.  S.  Department  of  Health,  Edu- 
cation, and  Welfare,  Kansas  City,  Kansas : the  Platte  Valley 
Medical  Clinic,  Kearney,  Nebraska ; and  the  University  of  Ne- 
braska, Department  of  Medicine,  Omaha. 

tChief,  Leukemia  and  Oncogenic  Virus  Activities,  Kansas  City 
Laboratories,  Ecological  Investigations  Program,  CDC,  2002 
West  39th  Street,  Kansas  City,  Kansas  66103  (address  reprint 
requests  to  Dr.  Caldwell). 

JPlatte  Valley  Medical  Clinic,  Kearney,  Nebraska  68847. 

**Pormerly  Director,  Eugene  C.  Eppley  Institute  for  Re- 
search in  Cancer  and  Allied  Diseases,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska,  presently  University  of 
Nebraska,  Department  of  Medicine,  Omaha,  Nebraska  68105 

ttStatistician.  Ecological  Investigations  Program,  CDC. 

tJDirector,  Ecological  Investigations  Program,  CDC,  Kansas 
City,  Kansas  66103. 
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These  studies  tend  to  agree  witli  the  cur- 
rent data  that  there  is  some  mechanism  op- 
erating to  increase  malignancies  in  this  six- 
county  area.  A family  history  of  leukemia- 
lymphoma  plus  other  malignancies  occurred 
more  often  in  the  patient  group  than  in  the 
general  population  (Table  10). 

Another  factor  frequently  correlated  with 
an  increased  incidence  of  leukemia-lymphoma 
has  been  population  age.  This  usually  oc- 
curs in  populations  that  are  shrinking  and 
where  only  the  elderly  do  not  relocate.  The 
available  data  on  population  mobility  (Table 
14)  indicate  that  in  this  instance  such  is 
probably  not  the  case  since  only  two  counties 
showed  decreases  in  population  from  1950 
through  1960.  To  alter  these  trends,  the 
population  would  need  to  be  shifted  radical- 
ly. The  median  ages  of  these  communities, 
however,  varied  widely  as  indicated  from 
the  survey  data  (Table  11).  The  median 
age  of  the  entire  survey  population  was  28 
years.  The  median  age  of  the  patients  was 
significantly  higher  than  that  of  the  gen- 
eral population. 

Since  the  incidence  of  malignancies  in- 
creases with  age,  an  older  population  might 
be  expected  to  have  a higher  incidence  of 
leukemia  and  lymphoma.  However,  the  age- 
specific  data  indicate  that  the  incidence  is 
much  greater  than  expected  in  all  age  groups. 
Furthermore,  age  of  the  population  alone 
cannot  explain  the  observed  increase  in  the 
five  to  14-year-old  males,  in  the  35  to  44- 
year-old  females,  or  in  the  particular  double 
risk  of  the  older  persons. 

Table  14 

POPULATION  OF  SIX-COUNTY  AREA 
OF  NEBRASKA,  19fi0 

Percent 

Change 

Counties  Population*  1950-1960 

Adams  28,944  + 0.3 

Buffalo 26,236  + 4.4 

Hall  35,757  +11.1 

Howard  6,541  — 9.5 

Kearney 6,580  + 2.7 

Sherman  5,382  — 16.2 

Cities 

Grand  Island  (Hall)  ___  25,742  + 5.9 

Hantings  (Adams) 21,412  +17.3 

Keirney  (Buffalo) 14,210  +13.5 

*Based  on  United  States  Census  1960. 


With  respect  to  lymphomas,  age  of  the 
population  cannot  explain  the  two-  to  five- 
fold increase  in  the  0-4,  5-14,  and  15-24  age 
groups,  nor  the  doubling  of  observed  num- 
bers and  rates  in  the  older  ages. 

In  this  study,  no  attempt  was  made  to 
evaluate  the  possibility  of  a viral  etiology 
for  leukemia  or  lymphoma  in  tliis  area. 
However,  since  this  was  a population  with 
an  unexplained  high  incidence  of  leukemia- 
lymphoma  in  relatively  large  numbers,  con- 
tinued surveillance  is  important.  Further 
studies  of  seasonal  data  by  onset,  viral,  im- 
munologic, and  cell  morphology  should  also 
be  undertaken. 

Summary 

The  epidemiology  of  leukemia  and  lym- 
phoma in  six  Nebraska  counties  was  studied 
because  incidence  rates  were  nearly  double 
those  expected.  The  area  was  studied  by 
case  finding,  laboratory  methods,  and  a 
household  questionnaire  survey  with  regard 
to  medical  history,  family  characteristics, 
and  environmental  conditions. 

Findings  indicate  a striking  increase  in 
the  diseases  in  all  age  groups  with  an  espe- 
cially obvious  increase  of  lymphoma  in  the 
young.  The  increases  far  outweigh  those 
expected  from  age,  and  age-sex  specific  data 
indicate  that  the  risk  is  at  least  double  in 
these  six  counties.  Unfortunately,  no  unique 
explanation  could  be  determined. 
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The  Specialist 

THE  PLASTIC  SURGEON 

Tliis  is  the  doctor  you  go  to  see  if  you 
want  to  look  better  or  younger.  1 suppose 
you  might  say  that  a haircut  is  plastic  sur- 
gery, since  you  are  having  a gi'owth  re- 
moved, and  from  your  head  at  that.  These 
fellows  have  two  or  three  operations:  they 
improve  noses,  breasts,  and  scars ; and  they 
may  be  doing  hair  transplants,  which  can  be 
as  good  as  going  to  the  barber. 

They  do  Y plasties  and  Z plasties  on  scars, 
and  I think  there  may  be  an  X,  too.  Keloids, 
I am  convinced,  should  be  left  alone.  You 
can  have  your  nose  bobbed  or  sti’aight,  or 
Roman,  or  Greek,  or  retrousse  or  turned  up. 
If  you  belong  to  the  opposite  sex,  you  can 
have  all  sorts  of  things  done  to  what  is 
laughingly  called  the  anterior  chest  wall, 
and  to  your  wrinkles  if  you  have  any,  and 
even  to  your  situpons. 

I think  they  sew  under  microscopes,  and 


Medicinews 

HMOs 

The  House  Committee  on  Interstate  and 
Foreign  Commerce  has  approved  a compro- 
mise version  of  H.R.  7974,  the  Health  Main- 
tenance Organization  Act  of  1973.  The  bill, 
as  proposed  by  Representative  Hastings  (R., 
N.Y.),  calls  for  a $240  million,  5-year  pro- 
gram for  the  support,  development,  and 
initial  operation  of  HMO’s  would  be  estab- 
lished. The  program  would  tenninate  after 
5 years.  While  the  substitute  bill  would 
authorize  support  for  feasibility  studies, 
initial  development  and  initial  operation,  it 
would  omit  loan  guarantees  for  construction. 
It  would  also  omit  those  former  provisions 
in  H.R.  7974  for  special  project  grants  and 
contracts  providing  capitation  support  to  en- 
roll the  indigent,  high  risk  individuals,  and 
individuals  in  rural  underserved  areas.  It 
would  also  delete  the  special  provisions  for 


they  use  sutures  like  the  tailor  used  when 
they  made  the  emporer’s  new  clothes.  But 
when  you  don’t  like  your  nose,  or  you  get 
an  ugly  burn  scar,  or  you’re  busting  out  or 
want  to,  it’s  good  to  know  that  things  don’t 
need  to  stay  that  way.  You  can  have  your 
face  lifted  and  your  wrinkles  removed,  lips 
can  be  done  over,  and  bosoms  can  be  made 
just  about  any  size  at  all.  It’s  like  retouch- 
ing your  photograph ; it’s  something  like 
straightening  x-ray  bone  pictures  in  the 
dark  room,  only  better. 

It  isn’t  life  and  death  surgery,  but  if 
you’re  willing  to  go  to  the  operating  room 
to  improve  your  looks,  it  may  be  just  as 
serious.  Revising  some  scars  may  really  be 
health-restoring,  and  beautification  can  be 
equally  important.  I’d  go  to  them  if  I felt 
I needed  to  look  any  better. 

Or  if  I thought  they  could  help. 

— F.C. 


comprehensive  program  evaluation.  The 
substitute  proposal  removes  the  limit  of  100 
on  the  number  of  HMO’s  that  might  receive 
operational  assistance. 

Hospital  Workers’  Unions 

Senator  Taft  (R.,  Ohio),  has  introduced 
S.  2292,  which  would  bring  private  nonprofit 
hospitals  within  the  authority  of  the  Nation- 
al Labor  Relations  Act  and  the  jurisdiction 
of  the  National  Labor  Relations  Board. 
Physicians  would  not  be  considered  to  be 
employees  of  such  hospitals.  The  bill  re- 
quires extensive  procedures  for  negotiation 
and  mediation  of  disputes  as  a precondition 
to  any  strike  or  lockout.  Any  such  strike 
or  lockout  would  also  require  a 10-day 
notice.  The  bill  defines  “health  care  insti- 
tutions” as  any  hospital,  convalescent  hos- 
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pital,  HMO,  nursing  home,  extended  care 
facility,  or  any  other  institution  devoted  to 
the  care  of  sick  or  aged  persons.  Nonprofit 
private  hospitals  have  been  excluded  from 
coverage  under  the  National  Labor  Relations 
Act  since  1947. 


Dr.  Cole  elected 

Frank  Cole,  M.D.,  Editor  of  the  Nebraska 
Medical  Journal,  has  been  elected  to  the 
Advisory  Committee  of  the  State  Medical 
Journal  Advertising  Bureau.  The  election 
took  place  at  the  Board  meeting  during  the 
AMA  convention.  It  is  effective  immedi- 
ately and  extends  to  December  31,  1974. 

The  State  Journal  Group  includes  32  state 
medical  journals.  The  Bureau  is  located  in 
Oak  Park,  Illinois. 


Social  Security  Increase  Signed 

President  Nixon  has  signed  H.R.  7445, 
a one  year  extension  of  the  Federal  Renego- 
tiation Act.  An  amendment  to  the  bill  in- 
creases Social  Security  benefits  by  5.6  per- 
cent beginning  July  1,  1974.  In  order  to 
finance  the  higher  benefits  the  wage  base 
for  Social  Security  taxes  on  annual  earnings 
would  be  increased  to  $12,600  effective  this 
coming  January  1. 


Emergency  Medical  Services 

The  House-Senate  conference  has  reported 
S.  504,  the  Emergency  Medical  Services 
Systems  Act  of  1973.  The  proposal  calls 
for  $160  million  over  a three-year  period 
for  grants  and  contracts  to  be  used  for  the 
development  of  emergency  medical  services 
systems.  The  program  would  include  grants 
for  feasibility  studies,  planning,  and  initial 
operating  costs.  Such  grants  could  be  given 
to  public  and  nonprofit  agencies,  and  special 
consideration  would  be  given  to  systems 
which  would  be  coordinated  with  a statewide 
EMS  program.  In  addition  to  funds  for  the 
expansion  and  acquisition  of  facilities  and 
equipment,  the  measure  would  authorize 
grants  and  contracts  for  the  training  of 
health  professionals  in  the  techniques  of  pro- 
viding emergency  care. 


National  Health  Insurance 

Secretary  of  HEW,  Caspar  W.  Weinber- 
ger, in  the  course  of  a two-day  briefing  for 
medical  writers  recently,  announced  that  the 
Administration  hopes  to  present  a national 
health  insurance  plan  by  late  September. 
The  Secretary  indicated  that  two  approaches 
were  being  considered,  one  of  which  would 
he  a combination  of  employer-mandated 
coverage  supplemented  with  federally  fi- 
nanced catastrophic  protection.  The  other 
approach  would  be  modeled  after  the  Federal 
Employees  Health  Benefits  Pi’ogram.  Sec- 
retary Weinberger  emphasized  that  the  Ad- 
ministration proposal  would  utilize  existing 
private  insurers  and  public  agencies.  Addi- 
tional aspects  of  the  plan  include  coinsurance 
and  deductibles  and  other  cost  control 
features. 


Home  Health  Care 

Charles  Weller,  M.D.,  a member  of  the 
AMA  Committee  on  Community  Health 
Care,  presented  the  Association’s  view  re- 
garding the  importance  of  home  health  care 
services  within  the  health  care  delivery 
system.  Appearing  before  the  Senate  Sub- 
committee on  Health  of  the  Elderly,  Doctor 
Weller  discussed  the  increasing  incidence  of 
chronic  illness  as  population  trends  reflect 
the  growing  number  of  older  citizens. 
Citing  a number  of  chronic  conditions.  Doc- 
tor Weller  observed  that  such  long  term 
illnesses  often  create  disabilities  severe 
enough  for  patients  to  require  noninstitu- 
tional  health  services  that  are  more  readily 
available,  appropriate  and  accessible  than 
those  provided  in  more  formal  health  care 
facilities.  He  further  noted  that  patients  of 
all  ages  may  be  temporarily  disabled  during 
convalescence  from  acute  illness,  surgery,  or 
accidents.  Such  patients,  he  indicated, 
should  not  occupy  acute  care  hospital  beds 
when  they  no  longer  require  the  intensive 
care  provided  by  such  facilities  thereby  in- 
creasing total  health  care  costs.  Proceeding, 
he  said,  “The  factor  of  cost  is  not  our  most 
important  concern.  The  factor  of  patient 
satisfaction  is  very  important,  and  the  factor 
of  efficiency  in  utilizing  scarce  resources 
of  manpower  and  facilities  must  also  be 
considered.  Effective  home  health  care  pro- 
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grams  can  reduce  or  eliminate  the  need  for 
both  initial  and  continued  institutional  care 
for  many  patients.  Physicians  generally 
agree  that  a majority  of  their  patients  are 
likely  to  prefer  being  in  their  own  homes, 
and  that  improvement  in  their  convalescence 
is  likely  to  be  more  complete  and  rapid.” 

He  further  stressed  the  importance  of 
training  patients  and  their  families  in  self- 
care  as  a means  for  achieving  the  most 
effective  utilization  of  available  health  per- 
sonnel. He  further  stated  that  current  and 
future  governmentally  financed  programs 
should  contain  practical  provisions  for  re- 
imbursing home  health  care  agencies  and 
programs.  Emphasizing  the  importance  of 
providing  care  in  the  most  appropriate  set- 
ting, he  warned  against  the  imposition  of 
financial  restrictions  either  in  the  private  or 
public  sector  which  would  impede  the  reli- 
ance upon  home  health  care. 


Dr.  McArdle  honored 

G.  Prentiss  McArdle,  M.D.,  is  now  Gov- 
ernor of  District  565,  Rotary  International. 
District  565  is  composed  of  the  eastern 
third  of  Nebraska  and  the  southwest  corner 
of  Iowa;  it  includes  36  clubs  and  has  nearly 
2500  members. 

Dr.  McArdle  was  elected  in  June,  1973, 
at  a meeting  in  Lausanne.  His  term  of 
office  is  from  July  1,  1973  to  July  1,  1974. 


HMDs 

The  House  Interstate  and  Foreign  Com- 
merce Committee  in  its  last  scheduled 
meeting  before  the  August  recess  did  not 
consider  H.R.  7974,  the  Health  Maintenance 
Organization  Act  of  1973,  nor  did  it  consider 
the  amendment  proposed  by  Representative 


Hastings.  Representative  Hastings  (R., 
N.Y.)  had  proposed  a compromise  bill 
authorizing  $240  million  for  HMO  develop- 
ment over  a five  year  period.  (LR,  July  20, 
1973).  It  now  appears  that  action  is  not 
likely  on  a House  HMO  bill  until  after  the 
August  recess. 


God  bless  the  women 

The  largest  contribution  made  to  the 
AMA-ERF  at  the  1973  Annual  Convention 
was : 

$965,000  Woman’s  Auxiliary  to  the  AMA. 


Public  and  Allied  Health  Personnel 

The  House  Subcommittee  on  Public  Health 
and  Environment  has  held  hearings  on  H.R. 
9341,  the  Public  and  Allied  Health  Personnel 
Act  of  1973.  Among  the  witnesses  appear- 
ing was  Charles  C.  Edwards,  M.D.,  Assistant 
Secretary  for  Health,  who  stated  the  Ad- 
ministration’s opposition  to  the  bill.  Doctor 
Edwards  observed  that  public  health  and 
allied  health  training  authorities  were 
among  the  programs  which  recently  received 
a one  year  extension.  Reviewing  various 
health  manpower  training  programs  and 
other  educational  authorities.  Doctor  Ed- 
wards stressed  the  Administration’s  view 
that  categorical  federal  support  activities, 
as  contemplated  under  H.R.  9341,  should  be 
eliminated.  “We  plan,”  he  said,  “to  review 
all  federal  health  manpower  activities  and 
will  have  bur  recommendations  for  legisla- 
tion and  funding  by  next  January.”  In 
opposing  the  enactment  of  the  legislation  he 
said  that  continued  federal  support  of  on- 
going public  and  allied  health  training  is  a 
lower  priority  objective  than  the  develop- 
ment of  new  professions  and  innovative 
ways  of  employing  health  professionals. 
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While  Making  Rounds 


Did  it  help? 

“Because  of  retained  secretions  the  patient 
was  proctoscoped.” 

lie  had  pneumonia. 

Notes  on  Nocturia. 

“In  winter  1 get  up  at  night.” 

R.L.S. 

“In  summer  1 do,  too.” 

¥.C. 

Sex  and  medicine. 

“The  trouble  with  women  is  that  they  ex- 
plain everything  by  illness.” 

Tliurber 

The  Chart. 

“IVP:  No  stones  in  the  gallbladder.” 

Definitions. 

“Esperanto”  means  hopeful  tongue. 

“A  sixty-six  pulse”  indicates  vagotonia. 

“Van  Helmont’s  mirror”  is  the  central 
tendon  of  the  diaphragm. 

Words  we  can  do  without. 

Cardiacwise,  supravital,  decrescendo,  mini- 
mal. 

Initially,  simplistic,  precis,  milieu. 

The  physical. 

“Chest  is  equal.” 

O to  be  in  England. 

Reading  before-my-time  English  medical 
articles  is  a pleasant  substitute  for  re- 
runs, and  I was  rewarded  by  coming 
upon  “the  question  alleged  to  have  been 
put  to  the  early  philosophers  at  the 
Royal  Society,  why  a goldfish  might  be 
put  into  a perfectly  full  bowl  of  water 
without  causing  it  to  overflow.” 

This  was  in  an  1894  discussion  of  “The 
suicide  epidemic.”  The  rate  per  million 
persons  living  rose  from  66  to  74,  then 
to  80,  85,  and  to  88. 


Department  of  Anesthesiology. 

“What  an  infinite  blessing.” 

Said  over  and  over  again  by  General 
“Stonewall”  Jackson  while  anesthesia 
was  being  induced  for  amputation  of  his 
left  arm.  The  anesthetic  was  said  to 
be  chloroform. 

I thought  it  was  new. 

“.  . . the  lips  of  the  wound  were  merely 
brought  together  by  strips  of  adhesive 
plaster.” 

Lancet  2:351,  1828-1829. 

Translate,  Please. 

Friend : Is  there  some  simple  word  I can 

use  to  tell  the  patient  what  condyloma 
means  ? 

Me:  Just  say  wart. 

She:  A waiTlike  excrescence? 

I : Just  say  wart. 

Friend:  0,  just  say  wart,  very  good. 

Being  an  anesthesiologist  and  an  editor, 
but  not  a dermatologist,  I looked  it  up 
after  she  had  gone,  and  of  course  it 
means  a wartlike  excrescence. 

I Know  What  He  Means,  I Think. 

“Because  of  the  patient’s  precarious  con- 
dition, it  is  doubted  that  this  will  prove 
to  be  a lethal  lesion  for  him  and  nothing 
further  is  contemplated.” 

The  Fine  Art  Of  Diagnosis. 

“Impression:  Doing  well.” 

Acronym  Of  The  Month. 

CLAUDE:  Computer  List  of  Anticipated 
and  Unintended  Drug  Effects. 

The  Hospital. 

“The  red  night  lights  are  flat  moons. 
They  are  dull  with  blood.” 

Plath 

Examination  Time. 

In  1972,  New  York  examined  2,270  candi- 
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dates  and  failed  60.6  percent  of  them ; 
Montana’s  rate  was  a little  higher,  but 
there  were  only  13  candidates. 

But  250  were  examined  in  Tennessee,  and 
249  passed.  Three  out  of  three  passed 
in  Wyoming.  And  all  157  candidates 
passed  in  Puerto  Rico. 

Here  in  Nebraska,  there  were  110  candi- 
dates, and  the  failure  rate  was  10  per- 
cent. 

When  the  number  of  failures  is  1,375  out 
of  2,270  in  one  place  and  is  zero  out  of 
157  in  another,  it  makes  you  wonder. 

The  failure  rate  in  the  50  states,  the  Dis- 
trict of  Columbia,  Puerto  Rico,  and  the 
Virgin  Islands,  was  36.4  percent. 

Our  Department  Of  Psychiatry. 

Is  insanity  hereditary  ? 

Yes,  your  children  can  drive  you  crazy. 

Our  Own  Statistical  Report. 

In  1972,  14,476  licensed  physicians  were 
added  to  the  U.S.  medical  profession. 
Of  these,  6,442,  or  almost  half,  were 
graduates  of  foreign  medical  schools. 
At  the  beginning  of  this  year,  there 
were  356,500  physicians  in  the  U.S. ; 
this  includes  314,527  licensed  physicians. 


How  Editors  Used  To  Edit. 

“We  are  obliged  to  Gulielmus,  but  his 
pai)er  is  not  (juite  the  thing.’’ 

Lancet  2:3.52,  1828-1829. 

Sounds  Familiar. 

“.  . . the  oil  supplies  of  the  world  are 
being  dried  up  in  order  to  prevent  future 
wars.’’ 

Thurber  (Mrs.  Robertson) 

How  To  Reach  A Nondoctor. 

It  was  not  a doctor  I was  calling:  it  was 
a lawyer  or  an  insurance  representative 
or  a mechanic.  Anyway,  he  didn’t 
answer.  So  I rang  the  “if  no  answer, 
call’’  number. 

They  were  right.  Nobody  answered. 

If  You  Don’t  Like  To  Count  Sheep. 

I keep  figuring  out  how  to  get  the  man 
in  from  second  base,  and  I think  half 
the  adult  American  males  do  the  same 
thing  w^hile  waiting  for  sleep.  And 
while  doing  it,  I came  up  with  two 
gems : I know  eight  ways  to  get  to  first 
base ; and  why  doesn’t  anybody  ever 
slide  into  first  base? 

— F.C. 
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Down  Memory  Lane 


1.  Do  not  jump  to  the  conclusion  that  of 
all  the  cardiac  irregularities  the  one  to  which 
you  need  pay  the  least  attention  is  the  pre- 
mature beat. 

2.  Focal  infection  has  been  intensively 
studied  during  the  past  ten  years  and  its 
comparatively  recent  application  to  neuro- 
psychiatry has  been  attended  with  many 
happy  results. 

3.  One  thing  we  must  do  in  order  to 
purify  our  own  body  politic,  and  that  is  to 
standardize  our  system  of  teaching. 

4.  When  the  pneumonia  involves  an  up- 
per lobe,  the  pack  should  cover  both  front 
and  back  surfaces  and  extend  across  the 
shoulder. 

5.  When  doing  local  anesthesia  in  a prop- 
er manner,  your  patient  feels  as  good  as 
you  do. 

6.  On  some  obstetrical  services  babies  get 
what  is  called  the  initial  dose  of  castor  oil, 
routinely. 


7.  The  injection  of  whole  blood  is  cura- 
tive in  hemorrhagic  disease  of  the  new  born. 

8.  We  have  no  knowledge  as  to  the  iden- 
tity of  insulin  from  various  sources. 

9.  Where  the  pulse,  as  in  mitral  stenosis, 
has  become  irregular,  it  has  been  found  that 
quinidin  will  sometimes  in  a marvelous 
manner  stop  that  irregularity  and  make  the 
heart  come  back  to  its  normal,  regular  slow 
i-hythm. 

10.  Don’t  chase  the  almighty  dollar  all 
the  time,  as  they  put  no  pockets  in  a shroud. 

11.  1 am  glad  these  reports  can  be 
brought  up  and  go  into  print,  and  the  New 
York  and  Philadelphia  men  can  see  them. 

12.  Banting  and  Best  in  one  of  their 
early  papers  had  already  discovered  the 
presence  of  insulin  in  thymus  and  thyroid. 

Nebraska  State  Medical  Journal 
September,  1923 


Books 


Book  Reviews 

Synojjtic  Functional  Neuroanatomy,  by  Wendell 
J.  S.  Krieg,  Ph.D.;  75  pages  plus  10  pages  of  colored 
diagrams;  heavy  cover  paper  $5.00,  haidbound  cloth 
$0.00;  published  1973  by  Brain  Books,  Box  Nine, 
Evanston,  Illinois. 

The  author  is  Professor  of  Anatomy  at  North- 
western University  Medical  School.  The  book 
measures  17  by  26  cm  (6%  by  1014  in),  but  its 
width  is  greater  than  the  height.  The  book,  as  you 
see,  is  short,  containing  only  a few  divisions.  There 
are  two  indexes,  one  for  the  text  and  another  foi- 
a rather  elegant  appendix  called  “The  Human  Brain 
in  Diachrome.”  This  is  a colored  reconstraction  of 
the  brain  consisting  of  five  double  sheets. 

— F.C. 

Major  Modalities  in  the  Treatment  of  Drug  Abuse: 
edited  by  Leon  Brill,  M.S.S.  and  Louis  Lieberman, 
M.A.;  $12.95  hardbound;  14  by  22  cm;  313  pages; 
published  1972  by  Behavioral  Publications,  New 
York. 


The  book  is  about  what  the  title  says:  misuse 
of  drugs,  adverse  effects,  and  toxic  reactions;  and 
treatment  management.  There  are  three  sections, 
and  more  than  a dozen  chapters,  depending  on  how 
they  are  counted.  There  are  such  subjects  as  the 
U.S.  Public  Health  Seiwice  and  Institutional  Treat- 
ment Program;  the  NIMH  Clinical  Research  Center; 
Methadone  Maintenance  ; Non-narcotic  Drug 
Abusers;  Marijuana  and  LSD;  and  one  I like,  the 
Trip — There  and  Back. 

There  is  no  index,  but  there  are  many  references, 
and  the  print  and  reading  are  fine. 

—F.C. 

Residential  Treatment  of  Emotionally  Disturbed 
Children;  edited  by  George  H.  Weber,  Ph.D.,  and 
Bernard  J.  Haberlein,  M.A.;  14V2  by  22  cm;  $14.95 
hardbound;  327  pages;  published  1972  by  Behavioral 
Publications,  New  York. 

There  are  20  articles,  grouped  in  four  sections: 
Concepts  and  Strategies;  Treatment  Issues;  Treat- 
ment Approaches;  and  Training  and  Manpower. 
There  is  no  index,  but  there  are  many  references. 

We  have  been  concerned  for  children,  but  our 
behavior,  says  the  Preface,  has  been  pai'adoxical, 
while  our  storehouse  of  knowledge  concerning  the 
residential  treatment  of  emotionally  disturbed  child- 
ren wants  going  over.  These  articles  mean  to  raise 
the  child  care  worker  to  the  high  level  that  is  so 
necessary. 

—F.C. 
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21.  Left  to  right:  Doctor  C.  J.  Cornelius,  Jr.,  newly  elected  Alter- 

nate Delegate  to  the  AM  A;  Doctor  K.  S.  J.  Hohlen,  NMA 
Delegate  to  the  AMA;  Doctor  Earl  J.  Leininger,  AMA  Delegate 
(1956-1973) 

22.  Mrs.  J.  Whitney  Kelley  addressing  the  House  of  Delegates. 

23.  Doctor  Harlan  L.  Papenfuss  presenting  Reference  Committee 
Report. 

24.  Doctor  Charles  W.  Landgraf,  Vice-Speaker  of  the  House  of 
Delegates. 

25.  Doctor  Louis  J.  Gogela  addressing  the  House  of  Delegates. 

26.  Doctor  Fred  J.  Rutt  presenting  Reference  Committee  Report 
to  the  House  of  Delegates. 

27.  Doctor  R.  F.  Sievers  presenting  Reference  Committee  Report  to 
the  House  of  Delegates. 

28.  Doctor  John  E.  Murphy,  Chairman,  Sub-Committee  on  Athletic 
Injuries,  making  introductions  at  Athletic  Injuries  Luncheon. 

29.  Doug  Dumler,  Tuesday  Luncheon  speaker  with  Doctor  Joel  T. 
Johnson,  Chainnan  of  Scientific  Sessions  Committee. 


Annual  Session 
Kearney 

Picture 

Gallery 
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Eppley  Science  Hall  Dedication,  June  22,  1973 
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WOMAN’S  auxiliary  — NP^BRASKA 
MEDICAL  ASSOCIATION 

ANNUAL  STATE  CONVENTION  MEET- 
ING — APRIL  30  & MAY  1,  1973 

REPORT:  RESOLUTIONS  AND  RE- 

VISIONS COMMITTEE 

WHEREAS,  we  consider  it  fitting-  and 
proper  to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  this  convention 
and  the  accomplishments  of  oui'  past  year’s 
work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska  Medical 
Association,  extend  our  grateful  thanks  and 
appreciation  to  the  officers  and  other  mem- 
bers of  the  Executive  Board  of  our  organi- 
zation, who  have  so  ably  carried  on  the 
business  necessary  for  the  proper  function- 
ing of  the  Auxiliary;  and  be  it  further 

RESOLVED,  that  our  thanks  and  appre- 
ciation go  to  the  Woman’s  Auxiliary  to  the 
Buffalo  County  Medical  Society,  hostess  to 
this  48th  Annual  Meeting,  for  the  welcome 
hospitality  extended  to  all  of  us ; be  it  fur- 
ther 

RESOLVED,  that  we  express  particular 
gratitude  to  Mrs.  Joel  Johnson,  Convention 
chairman,  and  to  all  of  her  committee  chair- 
men for  their  work  and  thoughtfulness  in 
planning  for  our  convenience  and  entertain- 
ment; and'^be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  that  we  appreciate 
their  leadership  and  assistance,  that  in  par- 
ticular Dr.  Frank  Stone,  President  of  the 
Nebraska  Medical  Association,  and  the  Ad- 
visory Committee  be  informed  of  our  grate- 
fulness for  their  help  and  guidance  through- 
out the  year;  and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor 
of  the  Nebraska  Medical  Journal,  Mrs.  Roger 
Cutshall,  Editor  of  the  NEWSLETTER,  Mr. 
Kenneth  Neff,  Executive  Secretary  of  the 
Nebraska  Medical  Association,  Mr.  William 


Schellpeper,  Assistant  Executive  Secretary, 
and  the  Office  Assistants,  be  advised  of  our 
sincere  thanks  for  the  efficient  way  they 
have  handled  our  Auxiliary  News,  and  for 
their  ready  assistance  whenever  we  have 
asked  for  it,  and  be  it  further 

RESOLVED,  that  we  express  our  thanks 
to  the  Kearney  State  College  Music  Depart- 
ment, to  the  Omaha  World  Herald,  the 
Lincoln  Star,  the  Lincoln  Journal,  the  Kear- 
ney Hub,  and  to  the  Holiday  Inn,  and  be 
it  further 

RESOLVED,  that  we  pledge  our  loyalty 
and  devotion  to  the  Woman’s  Auxiliary  to 
the  Nebraska  Medical  Association ; that  we 
continue  to  be  faithful  in  supporting  its 
activities;  promoting  its  projects  and  pro- 
tecting its  reputation  and  high  ideals,  and  be 
it  finally 

RESOLVED,  that  these  resolutions  be 
published  in  the  Nebraska  Medical  Journal. 

Respectfully  submitted, 

Margaret  Fari-ell 

Mrs.  Chester  II.  Farrell 

Chairman 


In  Memoriam 

DR.  JAMES  C.  WADDELL 

Doctor  James  C.  Waddell  died  on  June  30, 
1973,  at  the  age  of  96.  Doctor  Waddell  was 
born  in  Taylorville,  Illinois  on  July  14,  1876. 

Doctor  Waddell  was  graduated  from  the 
University  of  Nebraska  College  of  Medicine 
in  1910.  He  practiced  medicine  in  Nebraska 
for  60  years,  50  of  them  in  Beatrice,  where 
he  retired  at  the  age  of  93. 

Following  graduation  from  the  University 
of  Nebraska  he  practiced  medicine  in  Pawnee 
City  until  he  entered  the  Army  in  1918  as  a 
Captain  in  the  Medical  Corps.  He  served 
with  the  University  of  Nebraska  Base  Hospi- 
tal Unit  49  when  the  Army  Unit  was  sent 
to  P’rance. 

Survivors  include  a son.  Dr.  Wayne  Wad- 
dell of  Beatrice  and  two  daughters,  IMrs. 
Margaret  Peters  of  Monroe,  Ga.,  and  Jose- 
phine Waddell,  Estes  Park,  Colorado. 
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A $30  million  insurance  study 

In  an  effort  to  reach  some  hard  conclu- 
sions in  the  fuzzy  area  of  the  impact  of 
various  kinds  of  health  insurance  on  health 
care,  the  federal  government  is  starting  a 
$30  million  experiment. 

Some  of  the  questions  that  researchers 
hope  to  answer  are: 

— Would  erasure  of  all  financial  bar- 
riers cause  a surge  of  demand? 

— Do  deductibles  and  co-insurance 
exert  a brake  on  frivolous  or  excessive  use 
of  physicians  and  hospitals? 

— Do  families  alter  their  patterns  of 
physician-hospital  utilization  depending  upon 
their  type  of  insurance  ? How  is  their  health 
affected  ? 

The  study,  handled  by  the  Office  of  Eco- 
nomic Opportunity  (OEO)  in  conjunction 
with  the  Health,  Education,  and  Welfare 
Department,  will  cover  2,000  families  con- 
taining about  7,500  people.  It  will  last  up 
to  five  years.  About  100  families  in  Dayton, 
Ohio,  will  be  enlisted  shortly.  Four  other 
cities  will  eventually  take  part.  The  par- 
ticipants’ identities  are  confidential. 

Those  in  the  experiment  will  have  to  give 
up  existing  health  insurance  policies.  New 
ones  will  be  provided  free  as  far  as  policy 
cost  is  concerned.  The  coverage  will  take 
three  basic  forms: 

(1)  No  deductible;  no  co-insurance. 
Basically  unlimited  free  medical  care. 

(2)  $100  yearly  per-person  deductible, 
no  co-insurance. 

(3)  No  deductible,  20  percent  co-in- 
surance. 

There  will  be  variations  on  these  plans. 
But  all  will  have  a catastrophic  provision 
above  a certain  amount  of  out-of-pocket  costs 
determined  by  some  fraction  of  the  yearly 
family  income. 

Benefits  will  vary  in  the  experimental 
plans.  One  will  cover  all  visits  to  physicians’ 


offices  while  the  patients  share  hospital 
costs.  Psychiatric  care  will  be  limited  to  50 
outpatient  visits  annually.  Dental  care  will 
be  confined  to  children  and  exclude  ortho- 
dontic work.  Families  of  all  income  levels 
will  be  included,  up  to  $25,000  a year. 

A little-publicized  HEW  study  indicates 
that  average  costs  per  medical  visit  are  much 
cheaper  with  the  private  practitioner  than 
at  a neighborhood  health  center  or  a prepaid 
group  practice.  The  estimated  private  costs 
ranged  from  $6.58  to  $10.63  by  specialties. 
In  contrast  the  cost  per  visit  at  18  well-estab- 
lished neighborhood  health  centers  was 
$21.16.  The  prepaid  group  rate  was  figured 
at  more  than  $18. 

National  Insurance  (1). 

The  Administration  hopes  to  come  up  with 
a new  national  health  insurance  plan  by  late 
September.  HEW  Secretary  Caspar  Wein- 
berger said  consideration  centers  around  two 
approaches. 

— A combination  of  employer-man- 
dated coverage  plus  federally  financed  cata- 
strophic protection,  or 

— A national  plan  modeled  after  the 
Fedei'al  Employes  Health  Benefits  Program. 

Whatever  scheme  is  picked,  Weinberger 
said,  it  will  include  a partnership  concept 
involving  private  insurance  and  public  agen- 
cies that  will  (1)  assure  that  all  have  access 
to  basic  comprehensive  coverage  regardless 
of  lack  of  sufficient  income;  (2)  will  make 
judicious  use  of  co-insurance  and  de- 
ductibles; and  (3)  will  contain  features  “to 
halt  or  at  least  sharply  reduce  medical  cost 
inflation.” 


National  insurance  (2). 

The  prestigious  Brookings  Institution  has 
come  out  with  another  provocative  overview 
of  U.S.  Government  policies  that  declares 
socialism  in  the  European  vein  “has  negli- 
gible support  in  the  United  States.” 
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In  the  latest  report’s  discussion  of  national 
health  insurance  (NHI),  the  concept  of  re- 
lating benefits  to  income  is  endorsed.  This 
is  a prime  feature  of  the  AM  A Medicredit 
proposal. 

The  Brookings  report  said: 

“The  type  of  proposal  that  seems  best 
adapted  to  meeting  all  three  criteria  of 
equity,  protection,  and  efficiency  is  a nation- 
al health  insurance  plan  with  income-related 
benefits.  Under  such  a plan,  both  deduc- 
tibles and  co-insurance  would  be  related  to 
income  so  that  people  would  be  protected 
against  expenses  that  were  high  relative  to 
their  income.  To  prevent  undue  financial 
burdens,  a ceiling  related  to  income  could  be 
placed  on  the  out-of-pocket  expenses  a family 
would  have  to  pay.  One  advantage  of  such 
an  approach  is  that  a single  plan  would  seiwe 
the  dual  purpose  of  protecting  the  poor 
against  normal  expenses  and  protecting 
higher  income  people  against  heavy  ex- 
penses; hence  no  stigma  would  be  attached 
to  receiving  benefits  under  the  plan.” 


Dr.  Schmidt  appointed 

Alexander  MacKay  Schmidt,  M.D.,  has 
been  named  Commissioner  of  the  Food  and 
Drug  Administration. 

Dr.  Schmidt,  43,  succeeds  Charles  C.  Ed- 
wards, M.D.,  who  is  now  Assistant  Secretary 
for  Health  of  HEW. 


Keogh  plan 

The  Senate  Finance  Committee  has  voted 
a substantial  liberalization  of  the  Keogh  plan 
for  self-employed  people,  including  physi- 
cians, but  also  added  restrictions  on  retire- 
ment savings  by  professional  corporations. 

Under  the  new  Keogh  plan  limits  set  by 
the  Committee,  which  are  expected  to  win 
Senate  approval,  physicians,  lawyers,  and 


dentists  and  other  self-employed  are  allowed 
a deductible  contribution  to  a retirement 
plan  of  up  to  15  percent  of  earned  income 
with  a maximum  of  .$7,500  annually.  There 
would  be  a $100,000  limit  on  earned  income 
that  can  be  taken  into  account.  Present  law 
limits  retirement  set-aside  subject  to  tax 
deduction  to  10  percent  of  earned  income 
but  not  more  than  $2,500. 

An  increasing  number  of  physicians  in 
recent  years  have  formed  professional  corpo- 
rations in  order,  among  other  reasons,  to  be 
able  to  invest  more  in  retirement  savings 
plans  with  tax  deferrals  than  possible  under 
the  self-employed  Keogh  plan. 

Home  health  care 

Congress  has  been  asked  to  approve  prac- 
tical, realistic  programs  for  reimbursing 
effective  home  health  care  agencies  and  pro- 
grams. 

The  AMA  told  the  Senate  Aging  Sub- 
committee the  range  of  home  services 
covered  by  government  programs  needs  re- 
examination. 

“Physicians  . . . who  want  the  best  pos- 
sible care  for  their  patients  must  be  allowed 
to  order  and  to  provide  preventive,  sup- 
portive, and  rehabilitative  services  at  home 
as  they  presently  do  at  other  sites,”  testified 
Charles  Weller,  M.D.,  a member  of  the  AMA 
comnumity  health  care. 

Dr.  Weller  noted  that  home  care  agencies 
have  been- protesting  the  Social  Security  Ad- 
ministration’s policies  on  the  home  health 
provisions  of  Medicare  in  as  much  as  less 
than  one  percent  of  Medicare  dollars  go  for 
this  type  of  health  care. 

As  evidence  of  the  AMA’s  strong  support 
of  the  concept.  Dr.  Weller  pointed  to  the  im- 
portant home  health  services  component  in 
the  AMA’s  Medicredit  national  health  pro- 
posal. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
October  6,  1973  — McCook,  St.  Catherine 
Hospital 

October  13,  1973  — Grand  Island,  Nebras- 
ka Veterans  Home 

October  27,  1973  — Alliance,  Central 

School  Building 

OCCUPATIONAL  HEALTH  — 33rd  An- 
nual Congress,  AM  A,  at  the  Benjamin 
Franklin  Hotel  in  Philadelphia,  Septem- 
ber 17-18,  1973. 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  — 25th  Anniversary  Scien- 
tific Session  of  the  Nebraska  Chapter; 
at  the  1-80  Holiday  Inn,  Grand  Island,  Ne- 
braska, September  20  and  21,  1973.  Car- 
diovascular problems  will  be  discussed  on 
the  first  day,  and  emergency  room  prob- 
lems on  the  second.  Write  to:  Donald  J. 
Larson,  M.D.,  1219  13th  St.,  Aurora,  Ne- 
braska 68818. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

ANTIBIOTICS  AND  INFECTION  — Fourth 
Annual  Meeting  at  the  University  of 
Iowa,  October  11,  12  and  13,  1973.  Write 
to:  Dr.  Ian  M.  Smith,  Department  of  In- 
ternal Medicine,  University  Hospitals,  Iowa 
City,  Iowa  52242. 

AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — 39th  Annual  Scientific  Assem- 
bly, October  21-25,  1973,  at  the  Four  Sea- 
sons Sheraton  Hotel,  Toronto,  Ontario, 
Canada.  Write  to:  American  College  of 
Chest  Physicians,  112  E.  Chestnut  St., 
Chicago,  Illinois  60611. 

POSTGRADUATE  GASTROENTEROLOGY 
— Annual  Course,  American  College  of 
Gastroenterology,  October  25,  26  and  27, 
1973  at  the  Biltmore  Hotel  in  Los  Angeles, 
Calif.  Write  to:  American  College  of  Gas- 
troenterology, 299  Broadway,  New  York, 
N.Y.  10007. 


OTOLARYNGOLOGY  FOR  THE  FAMILY 
PRACTITIONER  — Postgraduate  course 
presented  by  the  University  of  Miami, 
October  26,  27,  1973,  at  the  Playboy 
Plaza  in  Miami,  Florida.  Write  to:  Bruce 
Weissman,  M.D.,  University  of  Miami 
School  of  Medicine,  P.O.  Box  875,  Biscayne 
Annex,  Miami,  Florida  33152. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
• — 41st  Annual  Postgraduate  Assembly, 
October  29,  30,  and  31,  1973,  Hilton  Hotel, 
Omaha,  Nebraska. 

VIROLOGY  AND  IMMUNOLOGY  IN  HU- 
MAN CANCER  — National  Conference; 
Nov.  29-Dec.  1,  1973;  at  the  Waldorf-As- 
toria Hotel,  New  York  City;  sponsored  by 
the  American  Cancer  Society  and  the  Na- 
tional Cancer  Institute. 

AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to : Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 

NATIONAL  CONFERENCE  ON  VIROL- 
OGY AND  IMMUNOLOGY  IN  HUMAN 
CANCER  — November  29,  1973  - Decem- 
ber 1,  1973,  Waldorf-Astoria  Hotel,  New 
York,  New  York;  sponsored  by  American 
Cancer  Society,  National  Cancer  Institute. 
Write  to:  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Virology  and  Immunology 
in  Human  Cancer,  American  Cancer  So- 
ciety, Inc.,  219  East  42nd  Street,  New 
York,  New  York  10017. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  28-May  1,  1974, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  22-27,  1974,  Chicago, 
Illinois. 
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It's  New 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


Rx  for  medical  trash 

An  effective  solution  to  the  ever-growing 
problem  of  disposing  of  the  wide  variety  of 
“single-use”  products  common  in  medical 
centers  and  individual  doctor’s  offices  is  the 
General  Electric  Trash  Compactor. 

The  GE  compactor  can  be  used  free-stand- 
ing or  easily  built-in  under  a standard 
height  counter.  It  requires  no  special 
electrical  connections  or  plumbing,  plugging 
into  any  11-5-volt  grounded  outlet. 


The  compactor  is  designed  to  handle  the 
volume  of  trash  in  thi-ee  20  gallon  trash  cans 
and  to  reduce  it  under  2,000  pounds  ])ressure 
in  a sturdy  polyethylene-lined  bag  to  a neat 
two  cubic  foot  package. 

For  additional  details  write  GENERAL 
ELECTRIC  COMPANY,  Building  4 -206A, 
Appliance  Park,  Louisville,  Ky.  40225. 


Metric  fever 

The  increasing  American  interest  in  the 
metric  system  is  now  augmented  with  the 
availability  of  an  electronic  thermometer 
which  reads  a person’s  temperature  in  both 
conventional  Fahrenheit  degrees  and  metric- 
related  centigrade  degrees. 

LaBarge,  Inc.,  St.  Louis,  now  offers  a 
thermometer  which  gives  both  readings 
simultaneously  for  use  in  hospitals,  clinics, 
physician’s  offices,  nursing  homes  and  fami- 
ly homes. 
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Our  Medical  Schools 


Dr.  Heaney  named 

Dr.  Robert  P.  Heaney,  vice  president  for 
health  sciences  at  Creighton  University,  is 
chairman  of  a national  panel  of  11  scientists 
who  have  been  reviewing  $28  million  in  ex- 
penditures on  mineralization  research,  the 
study  of  hard  tissues  like  bone  and  teeth. 


U of  N appointment  in  anatomy 

Dr.  William  Metcalf  has  been  named 
Chairman  of  the  Department  of  Anatomy 
at  the  University  of  Nebraska  Medical 
Center. 

Dr.  Metcalf  has  been  a Professor  of 
Anatomy  at  the  State  University  of  Iowa 
since  1968. 

Dr.  Metcalf  succeeds  Dr.  Edward  A. 
Holyoke  who  has  retired  but  remains  on  the 
faculty  to  teach.  Dr.  Holyoke  had  been 
chairman  of  the  department  of  anatomy 
since  1960  and  a faculty  member  since  1931. 


Rats:  the  pied  piper  or  the  pill 

Richard  V.  Andrews,  Ph.D.,  Assistant 
Dean  of  the  Creighton  University  School  of 
Medicine,  has  developed  a n economical 
method  of  sterilizing  male  rats  that  may 
lead  to  the  eventual  eradication  of  the  pest. 

Dr.  Andrews  plans  final  field  tests  to 
determine  the  exact  dosage  that  will  sterilize 
rats  without  harming  other  wildlife. 

He  said  he  is  optimistic  that  it  will  be 
recommended  for  general  community-wide 
use. 

The  drug,  developed  in  the  laboratories  of 
the  Upjohn  Company  in  Kalamazoo,  Michi- 
gan, is  an  alphachlorhydrin  bearing  the  code 
name  U-5897. 

The  colony  of  rats  Dr.  Andrews  began 
experimenting  with  three  years  ago  has  died 
out  because  of  male  sterility  and  no  off- 
spring. Dr.  Andrews  said  the  cost  of  clear- 
ing an  area  would  be  about  a penny  a rat. 


Experts  have  estimated  the  rat  population 
in  the  United  States  at  more  than  100 
million.  They  cause  an  estimated  $1  billion 
annual  damage. 

The  researcher  said  U-5897  comes  in  liquid 
form  and  can  be  combined  with  almost  any 
type  of  bait.  This,  he  said,  eliminates  “bait 
shyness”  that  occurs  with  other  types  of 
control  measures. 

Andrews  predicted  that  the  drug  could 
vii'tually  wipe  out  a city’s  rat  population  in 
one  year’s  time.  He  said  the  drug  could  be 
in  general  use  in  four  years  depending  on  the 
outcome  of  final  field  tests  planned  for  the 
next  two  consecutive  seasons  at  a dump  site. 

Dr.  Andrews  has  received  a $39,000  grant 
from  the  Upjohn  Company  to  continue  work 
on  the  project. 


Dr.  Moore  named 

Dr.  James  B.  Moore  has  been  named 
Associate  Dean  of  the  School  of  Allied 
Health  Professions  at  the  University  of 
Nebraska  Medical  Center  in  Omaha. 

Dr.  Moore  is  currently  the  director  of  the 
Office  of  Allied  Health  Professions  at  the 
University  of  Mississippi  Medical  Center  in 
Jackson. 


Alumni  dinner  at  Creighton 

Creighton’s  annual  Medical  Alumni  Dinner 
will  be  held  in  Omaha  on  October  28  in  con- 
nection with  the  Omaha  Midwest  Clinical 
Society  Meeting. 

N.  Patrick  Kenney,  and  Bernard  L.  Krato- 
chvil  of  Omaha  are  co-chairmen  of  the 
dinner. 

Members  of  the  50-year  golden  anniver- 
sary and  25-year  silver  anniversary  classes 
will  be  honored  and  Dean  Joseph  Holthaus 
will  give  a report. 

Class  reunion  chairmen  have  been  named 
for  the  graduates  of  classes  in  years  which 
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ai’e  multiples  of  five.  They  are:  1968 — Dr. 
Fred  J.  Pettid ; 1963 — Dr.  William  D.  Mur- 
phy and  Dr.  Thomas  L.  Connolly;  1958 — Dr. 
Lee  F.  McNamara  and  Dr.  Daniel  L.  Wagner; 
1953 — Dr.  Carl  J.  Troia  and  Dr.  Adam  E. 
Zoucha;  1948 — Dr.  William  W.  Jurgensen; 
1943 — Dr.  Robert  J.  Fitzgibbons  ; 1938 — Dr. 
Joseph  F.  Gross;  1933 — Dr.  Thomas  T. 
Smith:  1928 — Dr.  Clarence  S.  Moran.  The 
Creighton  Alumni  Office  will  make  arrange- 
ments for  the  50-year  reunion. 


Breast  cancer  study 

Dr.  Joseph  Holthaus,  Dean  of  Creighton 
University’s  School  of  Medicine,  has  an- 
nounced receipt  of  $90,000  from  the  National 
Cancer  Institute  (NCI)  for  the  study  of 
families  that  are  prone  to  breast  cancer. 
All  research  to  be  done  under  a contract  with 
the  NCI  will  be  directed  by  Dr.  Henry  Lynch, 
ChaiiTnan  of  the  Department  of  Preventive 
Medicine  and  Public  Health. 

Dr.  Lynch  says  the  funds  will  help  create 
a worldwide  data  resource  center  for  scien- 
tists interested  in  studying  various  biological 
factors  such  as  potential  cancer-causing 
viruses,  hormonal  effects  on  cancer,  and  a 
variety  of  other  important  conditions  in 
families  that  appear  to  be  prone  to  breast 
cancer.  The  present  contract  covers  the 
first-year  period  of  the  project  being  under- 
taken by  Dr.  Lynch  and  his  research  team. 

Dr.  Lynch  and  members  of  his  research 
team  have  been  studying  breast  cancer 
families  during  the  past  decade  and  cur- 
rently have  over  60  families  from  around  the 
world  under  study.  This  effort  will  now  be 
supplemented  by  independent  researchers, 
teams  from  certain  cancer  institutes,  and 
some  foreign  cancer  specialists. 


October  lecture:  angina  pectoris 

Current  Concepts  in  the  Management  of 
Angina  Pectoris  will  be  the  topic  of  the 
October  lecture  in  the  “Contemporary  Prob- 
lems in  Cardiology”  series  at  the  University 
of  Nebraska  Medical  Center. 

Speaker  will  be  Dr.  Dean  Mason,  Professor 
of  Medicine  and  Professor  of  Physiology, 


and  Chief  of  the  Cardiovascular  Section  at 
the  University  of  California  at  Davis. 

He  will  speak  October  11,  7:30  p.m.,  in 
the  Center  for  Continuing  Education.  Co- 
sponsor of  the  lecture  is  the  Ayerst  Labora- 
tories. 


Creighton  students  elect 

The  Creighton  University  Medical  School 
Student  Government  has  new  officers.  Andy 
Klonecke  is  President;  Joe  Fanucchi  was 
elected  Vice  President;  Bob  Guerette  will 
serve  as  Treasurer  and  Diane  Thiel  is 
Secretary. 

Appointment  to  Dr.  Menolascino 

Dr.  Frank  Menolascino  has  been  named 
Vice-Chairman  of  the  Department  of  Psy- 
chiatry at  the  University  of  Nebraska  Medi- 
cal Center.  He  has  been  the  Clinical  Direc- 
tor of  the  Division  of  Preventive  and  Social 
Psychiatry  at  the  Medical  Center. 

A faculty  member  since  1962,  Dr.  Meno- 
lascino has  done  extensive  research  and  work 
in  pediatric  mental  retardation. 

Appointments  at  Creighton 

Dr.  Joseph  Holthaus,  Dean  of  Creighton 
University’s  School  of  Medicine,  recently 
announced  several  appointments  and  pro- 
motions. They  are  as  follows; 

APPOINTMENTS 

Michael  B.  Agee,  M.D.  — Assistant  Pro- 
fessor of  Urology 

Luis  A.  Arango,  M.D.  — Assistant  Pro- 
fessor of  Pediatrics 

David  W.  Bean,  M.D.  — Associate  Pro- 
fessor of  Psychiatry  & Neurology 

Christine  C.  Crowe,  B.S.,  Ph.D.  — Assis- 
tant Professor  of  Medical  Microbiology 

Allen  D.  Dvorak,  M.D.  — Instructor  in 
Radiology 

Ray  Donald  Gaines,  M.D.  — Assistant 
Professor  of  Surgery 

Earl  M.  Howells,  M.D.  — Assistant  Pro- 
fessor of  Surgery 
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Roland  R.  Langley,  M.D.  — Assistant 
Professor  of  Psychiatry  & Neurology 

Marian  K.  Myers,  M.D.  — Associate  Pro- 
fessor of  Pediatrics 

Terry  L.  Myers,  M.D.  — Associate  Pro- 
fessor of  Pediatrics 

Mark  I.  Muilenburg,  B.S.,  R.T.  — In- 
structor in  Radiology 

Peter  J.  O’Brien,  M.D.  — Assistant  Pro- 
fessor of  Surgery 

James  J.  Phalen,  M.D.  — Instructor  in 
Radiology 

Chalard  Somabutr,  M.D.  — Assistant  Pro- 
fessor of  Medicine 

Hasan  Yazici,  M.D.  — Instructor  in  Medi- 
cine 

PROMOTIONS 

Jose  K.  Abrenio,  M.D.  to  Assistant  Pro- 
fessor of  Pathology 

Boon  L.  Chung,  M.D.  to  Assistant  Pro- 
fessor of  Pathology 

George  D.  Maragos,  M.D.  to  Associate 
Clinical  Professor  of  Pediatrics 

John  J.  Matoole,  Jr.,  M.D.  to  Associate 
Professor  of  Medicine 


Oral  Dosage  in  Methoxsalen  Phototoxicity — 

A.  M.  Kligman  (Univ  of  Pennsylvania 
IIosp,  Philadelphia  19104)  and  F.  P.  Gold- 
stein. Arch  Dermatol  107 : 548-550 
(April)  1973. 

Neither  with  sunlight  nor  with  intense 
long  ultraviolet  radiation  was  it  possible 
to  produce  phototoxic  reactions  with  oral 
doses  of  methoxsalen  customarily  used  to 
treat  vitiligo  and  to  promote  tanning.  The 
dose  should  not  be  less  than  40  mg.  The 
optimal  time  of  exposure  was  two  hours 
after  ingestion.  A single  dose  was  as  ef- 
fective as  the  same  dose  given  daily.  Hot 
quartz  ultraviolet  lamps  should  not  be  used. 
A suitable  source  of  long  ultraviolet  light  is 
a bank  of  four  blacklights  placed  close  to 
the  skin.  With  45  minutes  of  exposure  at 
six  inches,  400  mg  of  methoxsalen  will  con- 


sistently produce  a phototoxic  response.  The 
dose  may  be  raised  to  60  mg  as  required. 

Fibrinolytic  Activity  in  Lesions  of  Heredi- 
tary Hemorrhagic  Telangiectasia  — H.  C. 
Kwaan  (333  E Huron  St,  Chicago  60611) 
and  S.  Silberman.  Arch  Dermatol  107 : 
571-573  (April)  1973. 

The  mechanism  of  hemorrhaging  from 
lesions  of  hereditary  hemorrhagic  talangi- 
ectasia  was  investigated  in  15  patients  by 
study  of  tissue  fibrinolytic  activity  of  bi- 
opsied  skin  and  nasal  mucosa  taken  from 
telangiectatic  sites  with  normal  skin  from 
the  same  subject  as  control.  The  bleeding, 
clotting  and  prothrombin  times,  thrombo- 
plastin generation  test,  platelet  count,  and 
euglobulin  lysis  were  also  done.  No  sig- 
nificant changes  were  found  in  the  blood 
clotting  parameters,  but  increased  fibrino- 
lytic activity  in  the  form  of  plasminogen 
activator  was  seen  in  the  telangiectatic  ves- 
sels suggesting  a role  of  fibrinolysis  in  the 
bleeding.  The  use  of  the  inhibitor  EACA 
topically  arrested  the  bleeding  in  one  pa- 
tient. 


Plasma  Digoxin  Concentrations  in  Children 
With  Heart  Failure  — J.  E.  Cree  et  al 
(Royal  Alexandra  Hosp,  Brighton,  Eng- 
land). Br  Med  J 1:443  (Feb  24)  1973. 

Plasma  digoxin  concentrations  were  mea- 
sured by  radioimmunoassay  in  43  children 
1 week  to  10  years  old,  following  digitaliza- 
tion for  control  of  heart  failure  due  to  vari- 
ous congenital  heart  disorders.  The  follow- 
ing maintenance  dosage  schedule  was  used: 
under  4 weeks,  0.01  mg  digoxin /kg  body 
weight/day;  4 weeks  to  2 years,  0.02  mg 
digoxin /body  weight/day;  over  2 years, 
0.01  mg  digoxin/kg/body  weight/day.  Plas- 
ma concentration  eight  hours  after  oral  dose 
was  between  1 and  2 ng/ml,  agreeing  close- 
ly with  therapeutic  adult  plasma  concentra- 
tions. To  maintain  a steady  plasma  level,  it 
was  shown  that  the  daily  dose  should  be  giv- 
en as  two  equally  divided  doses  every  12 
hours.  All  children  had  noiTnal  renal  func- 
tion. Heart  failure  was  well  controlled. 
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entiates  clinically  diabetic  from  nondiabetic 
individuals  and  seems  to  provide  a sensitive 
method  of  describing  small  changes  in  glu- 
cose homeostatic  control. 

Ischemic  Colitis  — D.  L.  Kaminski  et  al 

(1325  S Grand  Blvd,  St.  Louis  63104). 

Arch  Surg  106:558-563  (April)  1973. 

Fourteen  patients  with  ischemia  limited 
to  the  colon  were  evaluated.  Two  clinical 
groups  are  evident.  The  first  group  (type 
1)  were  well  prior  to  the  onset  of  their 
gastrointestinal  symptoms.  Their  symptoms 
were  produced  by  various  stages  of  ischemic 
colitis  secondary  to  progressive  arterial  oc- 
clusion. Type  2 patients  developed  ischemia 
of  the  colon  in  association  with  shock  sec- 
ondary to  sepsis,  hypovolemia,  or  following 
major  operative  procedures.  Their  disease 
represents  mesenteric  vasoconstriction  or 
endotoxin  release.  Patients  with  full  thick- 
ness necrosis  require  bowel  resection  in  the 
acute  stage,  which  is  associated  with  an 
extremely  high  mortality  Patients 

with  mucosal  necrosis  only,  can  be  cautious- 
ly supported  and  followed  with  contrast 
x-rays  which  will  usually  delineate  the  se- 
verity of  the  necrotic  process. 


“Your  husband  will  have  to  stay  a few  more  days.  He  laughed  so  hard  at  a crazy  get-well  card 
that  he  opened  his  stitches.” 


Erythema  Nodosum  Following  Gold  Sodium 
Thiomalate  Therapy  — R.  L.  Stone  et  al 
(Univ  of  Miami  Medical  School,  Miami, 
FL  33136).  Arch  Dermatol  107:602-604 
(April)  1973. 

Erythema  nodosum  developed  in  a woman 
with  pemphigus  vulgaris  following  gold 
thiomalate  injections.  A cell-mediated  cause 
for  erythema  nodosum  in  this  patient  was 
suggested  on  the  basis  of  a positive  lympho- 
cyte stimulation  test  and  an  elevated  two- 
hour  incorporation  of  tritiated  thymidine 
into  her  circulating  lymphocytes. 

New  Index  for  Evaluation  of  Oral  Glucose 
Tolerance  Test  Results  — W.  Z.  Billewicz 
et  al  (Princess  Mary  Maternity  Hosp,  New- 
castle upon  Tyne,  England).  Br  Med  J 
1:573-576  (March  10)  1973. 

A simple  numerical  index  is  presented 
which  describes  the  shape  of  an  oral  glucose 
tolerance  response  curve  and  appears  to  be 
a measure  of  the  efficiency  of  homeostatic 
control.  It  is  unaffected  by  the  laboratory 
method  of  glucose  estimation,  the  site  of 
blood  sampling,  the  amount  of  glucose  given, 
and  whether  or  not  the  patient  has  fasted 
overnight.  The  index  satisfactorily  differ- 
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Physicians'  Classified 

WANTED  — Associate  in  general  practice 
beginning  July  1,  1974.  Early  partnersbip. 
NE  Nebraska  town  of  1350.  Contact:  D.  J. 
Nagengast,  M.D.,  Box  25,  Bloomfield,  Nebr. 
68718.  Telephone:  402-373-4341. 

FOR  SALE  — Well-established  practice  in 
town  of  1300.  45-Bed  Hospital.  Will  sell 
practice  for  price  of  equipment.  Contact: 
A.  J.  Mullmann,  M.D.,  Oakland,  Nebraska 
68045  Telephone:  (402)  685-5362. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  City,  Nebraska 
68926. 

IMMEDIATE  OPENING  — For  physicians 
to  practice  full-time  Emergency  Department 
Medicine  in  Omaha-Lincoln  area  hospitals. 
Attractive  hours,  fringe  benefits,  with  income 
negotiable.  For  further  information,  contact: 
Dr.  Robert  M.  Stryker,  411  South  96th  Street, 
Omaha,  Nebraska  68114. 


WANTED  — Recently  trained  radiologist  to 
provide  modern  diagnostic  and  therapeutic 
radiological  services  for  a recently  consoli- 
dated midwest  regional  hospital  of  approxi- 
mately 300  beds.  Radiologist  recently  expired 
and  his  part-time  associate  plans  to  retire 
soon.  Contact  Box  #40,  Nebraska  Medical 
Journal,  1902  First  National  Bank  Bldg., 
Lincoln,  Nb.  68508. 

IMMEDIATE  OPENING  for  Ob-Gyn,  In- 
ternal Medicine,  and  Orthopedic  specialties  to 
establish  successful  practice  with  14-man  multi- 
specialty group.  Excellent  group  benefits; 
pension  plan;  modern  clinic  facilities;  progres- 
sive community  with  excellent  educational  sys- 
tem including  two  colleges;  city  population 
35,000;  good  recreational  facilities;  each  spe- 
cialty must  be  board  eligible  or  certified.  Con- 
tact: Business  Manager,  The  Manitowoc  Clinic, 
601  Reed  Avenue,  Manitowoc,  Wisconsin  54220. 
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Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
)Ian,  check  on  whether  or  not  the 
! tatient  is  presently  taking  drugs 
i nd,  if  so,  what  his  response  has 
iieen.  Along  with  the  medical  and 
ocial  history,  this  information  can 
i elp  you  determine  initial  dosage, 
le  possibility  of  side  effects  and 
le  ultimate  prospects  of  success 
r failure. 

While  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 

; should  be  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
hen  you  decide  it  has  accom- 
lished  its  therapeutic  task.  In 
eneral,  w hen  dosage  guidelines 
' e followed.  Valium  is  well 
derated  (see  Dosage).  For  con- 
mience  it  is  available  in  2-mg,  5-mg 
ul  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
ave  been  the  most  commonly  re- 
orted  side  effects. 

Until  response  is  determined, 
Htients  receiving  Valium  should 
le  cautioned  against  engaging  in 
[izardous  occupations  requiring 
(Dmplete  mental  alertness,  such 
;i  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  lension  and  anxiety  states;  somatic  com- 
plaints w hich  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal,  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Know  n hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  reijuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  freijuency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  w ith  barbiturates  and  alcohol)  have  occurred  follow  ing 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  w eigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticom  ulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  imitaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  neeefed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2^/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V'alium®  (diazepam)  lablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-Is-Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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lomplete  Product  Information; 

)escription:  Bactrim  is  a synthetic  antibacterial  combination  pred- 
ict, available  in  scored  light-green  tablets,  each  containing  80  mg 
rimethoprim  and  400  mg  sulfamethoxazole. 

rimethoprim  is  2, 4-diamino- 5-(3, 4, 5-trimethoxybenzyl)  pyrimidine, 
t is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ilar  weight  of  290.3. 

lulfamethoxazole  is  A/'-(5-methyi-3-isoxazolyl)sulfanilamide.  It  is 
in  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
scular  weight  of  253.28. 

ictions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
| f dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid, 
i rimethoprim  blocks  the  production  of  tetrahydrofoiic  acid  from  di- 
hydrofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
■ ! nzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
I ecutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
I ssential  to  many  bacteria. 

in  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
i. lowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
; ■ done. 

n vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
iiacterial  activity  of  Bactrim  includes  the  common  urinary  tract 
hathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coll,  Kleb- 
l iella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 


1 pecies. 

i Representative  Minimum  Inhibitory  Concentration  Values 

for  Bactrim-Susceptible  Organisms 

(MIC— meg/  ml) 

Trimeth- 

Sulfameth- 

oprim 

oxazole 

TMP/SMX  (1:20) 

] Bacteria 

alone 

alone 

TMP 

SMX 

lEsc/ier/c/i/a 
j coli 

t Proteus  spp. 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.05-1.5 

0.95-  9.5 
0.95-28.5 

b indole  positive 

0.5  -5.0 

7.35  -300 

i Proteus 
1 mirabilis 
S Klebsiella- 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

~ Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

hiuman  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
jhdministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
'■’Ole  are  similar  to  those  achieved  when  each  component  is  given 
I’idone.  Peak  blood  levels  for  the  individual  components  occur  one 
tjb  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
> lively  the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
:|(mounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
■ 'lood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
nd  trimethoprim  blood  levels  are  proportionately  dose-dependent, 
in  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
i |)  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 

:! lulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
!ein-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
und  metabolized  forms.  The  free  forms  are  considered  to  be  the 
i|herapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
I 'prim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
ji'ilood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
ihecreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
lllegree;  trimethoprim  does  not  influence  the  protein  binding  of 
lulfamethoxazole. 

;ixcretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
jilar  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
'|lulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
i re  the  concentrations  in  the  blood.  When  administered  together 
i s in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
. ' he  urinary  excretion  pattern  of  the  other, 
ndications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
jiis,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
r.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
jiuently,  indole-positive  proteus  species). 

i mportant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
Ums  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 

ii  iaily  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 

[ lontraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Il’regnancy  and  during  the  nursing  period  (see  Reproduction 

Tudies). 

Varnings;  Deaths  associated  with  the  administration  of  sulfonamides 
lave  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
j.is,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
rimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
«o  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
: -ides,  an  increased  incidence  of  thrombopenia  with  purpura  has 
>een  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied;  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Doses  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/  kg  sulfamethoxazole  or  192  mg/  kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Holfmann-La  Roche  Inc. 

Nutley,  N J 071 10 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 

JOURNAL  should  be  typewritten,  double  - spaced,  on  one 

side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  {SY>  by  11  in.)  white  paper.  Wide  margins 
(at  least  l\i  in.  on  left)  should  be  left  free  of  typing. 

On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 

consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  end  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  JournaPs  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation:  To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk.  Nebr.  68701. 
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Reduced  Pulmonary  Arterial  Compliance  in 
Hypertensive  Pregnancy  — W.  A.  Littler 
et  al  (Radcliffe  Infirmary,  Oxford,  Eng- 
land). Lancet  1:1274-1278  (June  9)  1973. 

Lung  capillary  blood  flow  was  compared 
in  normal  pregnant  women  and  women  with 
hypertension  in  pregnancy  using  nitrous  ox- 
ide whole-body  plethysmography.  Pulmon- 
ary artery  distensibility  was  assessed  by 
measuring  pulmonary  artery/ capillary  flow 
conduction  times  (Ci).  Mean  values  were 
126  msec  in  14  normotensive  women,  114 
msec  in  four  women  with  hypertension  alone, 
9.5  msec  in  five  women  with  hypertension 
and  edema,  and  78  msec  in  six  women  with 
hypertension  and  impaired  renal  function 
in  pregnancy.  Estimated  pulmonary  artery 
pressures  were  correspondingly  increased  in 
the  hypertensive  women.  After  parturition, 
conduction  times  returned  to  normal.  These 
changes  could  be  a consequence  of  changes 
in  the  pulmonary  vasculature  due  to  intra- 
vascular coagulation,  trophoblast  embolism, 
vasospasm,  pulmonary  perivascular  edema, 
or  a combination  of  these  factors.  The  ab- 
normality was  reversed  in  two  patients  given 
low  dosage  heparin  subcutaneously  and  dipy- 
ridamole by  mouth. 

Spirometric  Standards  for  Healthy  Inner- 
City  Black  Children — M.  N.  Chehreh  et  al 
(Howard  Univ  College  of  Medicine,  Wash- 
ington, DC  20001).  Am  J Dis  Child  126: 
159-163  (Aug)  1973. 

Spirometric  standards  have  been  estab- 
lished for  healthy  inner-city  black  children, 
and  because  of  ethnic  differences  are  ex- 
pected to  provide  better  comparisons  during 
pulmonary  function  testing  by  hospitals, 
clinics,  and  neighborhood  health  centers  dur- 
ing the  current  decade  than  previously  pub- 
lished values.  Since  both  age  and  height  to- 
gether correlated  best  with  vital  capacity, 
minute  volume  and  maximum  voluntary  ven- 
tilation, regression  equations  were  construct- 
ed from  these  variables.  Comparisons  were 
made  with  available  data  for  children,  and 
ethnic  differences  were  athributed  to  both 
anthropologic,  as  well  as  socioeconomic  fac- 
tors. 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN^ 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


i 


:t  the  RobitussinS^ 
ir-Tract”  Formulation 
1 Treats  Your  Patient’s 


itidual  Coughing 
• Is: 


fiTUSSIN®  9 

Itussin  A-C®  ^ 

: TUSSIN-DM®  ^ 

; TUSSIN-PE®  ^ 

:3H  CALMERS®  ■ 

I 'is  handy  chart  as  a guide  in  selecting  the  formula  that  provides  the  benefits  you  want  for  your 


patient. 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide  7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


A.  H.  Robins  Company,  Richmond.  Virginia  23220 


accent^ 

service  company,  inc. 

"YEARS  OF 
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SERVICE" 
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Claims 

Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


Hypercalcemia  After  Oral  Calcium  Carbon- 
ate Therapy  in  Patients  on  Chronic  Hemo- 
dialysis — D.  S.  Ginsburg  et  al  (A.  I. 
Katz,  Pritzker  School  of  Medicine,  Univ  of 
Chicago,  Chicago  60637).  Lancet  1:1271- 
1274  (June  9)  1973. 

Unexpectedly,  severe  hypercalcemia  de- 
veloped in  three  of  ten  patients  receiving 
hemodialysis  who  were  treated  with  3.2  to 
6.4  gm  calcium  carbonate/day  for  four  to 
eight  weeks.  In  one  patient  the  serum  cal- 
cium level  reached  15.8  mg/ 100  ml  and  he 
had  nausea,  vomiting,  muscular  weakness, 
personality  changes,  and  subconjunctival  cal- 
cifications. Two  other  patients  were  symp- 
tom-free with  serum  calcium  levels  of  13.2 
and  12.7  mg/ 100  ml.  Hyperparathyroidism, 
raised  dialysate  calcium  concentrations,  and 
vitamin  D intoxication  were  excluded  as 
causes  of  this  complication.  When  calcium 
carbonate  was  discontinued,  serum  calcium 
levels  promptly  returned  to  normal,  and  in 
the  first  patient  all  signs  and  symptoms 
disappeared. 
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Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Dr.,  Suite  2700,  Chicago,  III.  60601 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P. 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St..  New  York,  New  York  10017 
American  Heart  Association 
Mr.  Wm.  W.  Moore,  Exec.  Dir. 

44  East  23rd  .St.,  New  York,  New  York  10010 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Mai-yland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street.  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South 
New  Yolk,  New  York  10010 
National  Rehabilitation  Association 

1522  “K”  St.,  N.W.,  Washington,  D.C.  20005 
Radiological  Society  of  North  America 
David  S.  Carroll,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 
Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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Increased  Urinary  Fibrinogen  Derivatives 
After  Renal  Allotransplantation  — P. 

Naish  et  al  (D.  K.  Peters,  Hammersmith 
hosp,  London).  Lancet  1:1280-1281 
(June  9)  1973. 


Fibrinogen  derivatives  (FD)  were  mea- 
sured in  the  urine  of  46  patients  with  stable 
renal  transplant  function  three  months  to 
four  years  after  transplantation  at  each  out- 
patient visit,  and  on  alternate  days  in  22  pa- 
tients from  the  time  of  transplantation  for 
three  to  six  weeks.  In  the  first  group  of 
patients  FD  excretion  was  higher  than  in 
controls  despite  good  renal  function.  FD  ex- 
cretion was  raised  in  all  patients  in  the  im- 
mediate postoperative  period,  but  fell  to 
normal  in  a mean  period  of  three  weeks  if 
good  transplant  function  was  established. 
FD  excretion  was  increased  at  the  time  of 
rejection  in  16  of  18  occasions;  this  increased 
FD  excretion  preceded  the  diagnosis  of  re- 
jection by  1 to  16  days  on  five  of  nine  oc- 
casions. Conditions  such  as  renal  infection, 
renal  stone,  the  presence  of  the  recipients’ 
own  diseased  kidneys,  or  heavy  proteinuria 
may  also  cause  increased  FD  excretion.  Pro- 
vided such  causes  can  be  ruled  out,  raised  FD 
titers  in  the  urine  provide  good  evidence  of 
renal  transplant  rejection,  often  before  re- 
nal function  has  deteriorated. 
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It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


H8  North  Fifth 
NORFOLK,  NEBRASKA  68701 
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“You  just  sutured  our  sleeves  together.” 
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ACKMj) 

‘We’d  better  check  with  the  Doctoi’,  this  clear  legible,  easy-to-read  handwriting  is  suspicious.’ 


Councilor  Districts  and  Counties 
First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela.  Lincoln.  Counties: 
Lancaster.  Otoe.  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart.  Pawnee  City.  Counties  : 
Gage.  Johnson.  Nemaha.  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar,  Dixon.  Dakota. 
Antelope,  Pierce,  Thurston.  Madi- 
son, Stanton,  Cuming,  Wayne. 
Fifth  District:  Councilor:  Robert 

M.  Soi'ensen.  Fremont.  Counties: 
Burt.  Washington,  Dodge.  Platte. 
Colfax.  Boone,  Nance.  Merrick. 
Sixth  District : Councilor : Houtz 

G.  Steenbnrg.  Aurora.  Counties: 
Saunders.  Butler,  Polk,  Seward. 
York.  Hamilton. 

Seventh  District:  Councilor;  Lyle 

H.  Nelson,  Crete.  Counties:  Sa- 
line, Clay.  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg,  Bassett.  Counties; 
Cherry.  Keyapaha.  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker,  Kearney.  Counties: 
Hall,  Custer.  Valley.  Greeley, 
Sherman.  Howard.  Dawson.  Buf- 
falo. Grant.  Hooker,  Thomas, 
Blaine.  Wheeler.  Loup.  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt.  Hastings.  Counties : Gos- 

per. Phelps.  Adams,  Furnas, 
Harlan.  Webster.  Kearney,  Red 
Willow,  Chase.  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins.  Keith.  Mc- 
Pherson. Garden.  Arthur.  Logan. 
Dr.nel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman.  C hadron.  Counties: 
Scotts  Bluff.  Banner.  Box  Butte. 
Morrill.  Kimball.  Cheyenne.  Sioux. 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COCNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  L.  Welch,  Hastings Leo  F.  Weller,  Hastings 

Antelope-Pierce R.  E.  Kopp.  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Boone Roy  J.  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo David  L.  Bacon.  Kearney R.  D.  Scott,  Kearney 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel John  B.  Byrd.  Kimball C.  W.  Cutright.  Sidney 

Cuming E.  L.  Sucha.  West  Point L.  J.  Chadek.  West  Point 

Custer Loren  H.  Jac<  bsen,  Broken  Bow 

Dawson John  H.  Worthman.  Cozad Rodney  A.  Sitorius,  Coz-ad 

Dodge Thomas  G.  Erickson.  Fremont W.  B.  Eaton.  Fremont 

Five  County Henry  J.  Billerbeck,  Randolph Charles  G.  Muffley.  Pender 

Four  County Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage John  W.  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins 

Hall Robert  C.  Chase.  Grand  Island Gordon  D.  Francis,  Gr.  Island 

Hamilton P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

Holt  & Northwest William  F.  Becker.  Lynch Donald  D.  Bailey,  O’Neill 

Howard R.  G.  Hanisch.  St.  Paul E.  C.  Hanisch.  St.  Paul 

Jefferson Gordon  O.  Johnson.  Fairbury Frank  Falloon,  Fairbury 

Knox Jt.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster L.  Dwight  Cherry.  Lincoln Dwight  L.  Snyder,  Lincoln 

Lincoln George  D.  Cooper.  North  Platte.  Miles  E.  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin.  Norfolk 

N.W.  Nebraska R.  H.  Penor.  Chadron A.  J.  Alderman,  Chadron 

Omaha  Medical S.  M.  Truhlsen.  Omaha Donald  J.  Pnvelka.  Omaha 

Otoe G.  E.  Bnrbridge.  Nebraska  City.C.  J.  Formanack,  Syracuse 

Phelps Walter  Reiner.  Holdrege Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley H-srbert  D.  Kuper.  Columbus A.  H.  Liebentritt.  Columbus 

Saline V.  Franklin  Colon.  Friend Marquis  W.  Hineman,  Crete 

Saunders E.  J.  Hinrichs.  Wahoo John  E.  Hansen.  Jr..  Wahoo 

Scotts  Bluff Kenneth  J.  Johnson,  Scottsbluff .Clark  D.  Wieland.  Scottsbluff 

Seward Paul  E.  Plessman.  Seward Van  E.  Vahle,  Seward 

South  Central  Nebraska L.  G.  Bunting.  Hebron Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska R.  E.  Jackson,  Pawnee  City__B.  G.  Farmer,  Falls  City 

S.W.  Nebraska G.  A.  Harris,  Cambridge John  L.  Batty.  McCook 

Washington-Burt L.  E.  Sauer.  Tekamah Isaiah  Lukens,  Tekamah 

York-Polk James  D.  Bell.  York B.  N.  Greenberg,  York 
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ORGANIZATIONS.  STATE  == 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Bed  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Timothy  P.  Keyser,  Executive  Director 
904  South  75th  St.,  Omaha  68114 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Division  of  Rehabilitation  Services  of  Visually 
Impaired 

Dean  McDermott,  Director 
1045  South  Street,  Lincoln  68502 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  K.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
IMuscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter- 

Mark  Dorcey,  Executive  Director 
8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,_  Lincoln  68508 
National  Multiple  Sclerosis  Society 
Nebraska-Iowa  Midlands  Chapter- 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  W.O.W.  Bldg.,  1319  Farnam  St. 

Omaha,  Nebr.  68102  — Phone  402:  341-3770 
Nebraska  Academy  of  Ophthalrriology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 
Nebraska  .Academy  of  Otolaryngology 
Ray  0.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  .Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 
Blaine  Y.  Roffman,  M.D.,  Sec'y-Treas. 

U of  N Hospital,  42nd  & Dewey,  Omaha  68105 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

Americarr  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter 
American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  I.  Wax,  M.D.,  Sec’y-Treas. 

12135  Pacific  St.,  Omaha  68154 
Nebraska  Chapter 
American  College  of  Physicians 

John  Hartigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Chapter,  American  College  of  Radiology 
Howard  L.  Copas,  M.D.,  Secretary-Treasurer 
827  South  131st  Street,  Omaha  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 
Nebraska  Dental  Association 
D.  W.  Edwards.  D D.S..  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Diabetes  .Association,  Inc.  — 

Omaha  Chapter 

Mrs.  Bessie  M.  White 
921  Dorcas.  Room  221,  Omaha  63108 
Nebraska  Dietetic  Association 
Ruth  P.  Hadden.  Presid'^nt 
2214  .South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier.  Executive  Vice  President 
4201  Dodge.  Omaha  68131 
Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 
Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 
Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Fai-nam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
.Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 


Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Bail'd  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
^ 3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Street,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “O”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rehabilitation  Service  Division 
Garry  Cartwright,  Assistant  Commissioner 
233  South  10th  St.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  IMcdicinc 
Charles  M.  Rof>t,  M.D.,  F..A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  .Society  for  Aledical  Technologists 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  for  the  Prevention  of 
Blindness,  Inc. 

An  Affiliate  of  the  National  Ass’n.  for  the 
Prevention  of  Blindness,  Inc.,  120  South  42nd 
St.,  Liiicoln  68510 

Nebiaska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
Maryland  Plaza,  Suite  107,  1325  So.  72nd, 

Omaha  68124 

Nebraska  Society  of  Radiologic  Technologists 
< heryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Heni-y  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “0”  St.,  Lincoln  68508 
Nebiaska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretaiy-Treasurer 
8552  Cass..  Omaha  68114 
Nebraska  State  Orthopedic  Society 
James  R.  Scntt-Miller,  M.D.,  Secretary 
521  Doctors  Bldg.,  Omaha  68131 
Nebraska  State  .Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen.  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn, 
Delmar  R.  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Onialia  G8102 
Nebraska  Urological  Association 
Hal  Mardis,  M.D.,  Sec’y-Treasurer 
8300  Dodge,  Omaha  68114 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building.  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th.  Omaha  68105 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 
Charles  F.  Lemer,  Executive  Director 
5002  Davenport,  Omaha  68132 
University  of  Nebraska  College  'Medicine 
Robert  D.  Sparks,  M.D.,  Chau'-ePor 
42nd  and  Dewey,  Omaha  681  h,'. 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 
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^ Additional  information  available 

to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


TELL  THE  PATIENT 

Doctors  once  wrote  in  Latin  so  that  their 
foreign  colleagues  could  understand  them, 
and  so  that  patients  would  not  decipher  the 
prescriptions  they  took  away  with  them. 
They  did  it  because  Latin  was  a classical 
language  and  physicians  were  liberally  edu- 
cated, and,  I think,  to  impress  everybody 
else. 

Every  trade  has  its  jargon,  and  ours 
consists  of  Latin  and  of  long  English  words. 
Some  of  this  is  necessary,  but  not  all  of  it, 
not  when  words  replace  thinking.  When 
a patient  leaves  the  hospital  and  does  not 
know  what  operation  he  has  had,  it  is  not 
good.  Some  of  this  is  because  he  cannot 
understand  surgical  procedures,  sometimes 
it  is  because  he  does  not  care  or  listen,  and 
some  may  be  because  he  has  not  been  told. 

It  is  no  longer  true  that  the  patient  is 
no  more  entitled  to  all  the  truth  than  he 
is  to  all  the  medicines  in  your  saddle-bag. 
Too  often,  he  says,  when  being  hospitalized 
in  a strange  city,  “They  operated  on  my 
back.”  This  may  be  what  we  get  for  using 
a word  like  laminectomy,  which  means  next 
to  nothing,  instead  of  writing  diskectomy 
or  removal  of  intervertebral  disk  on  the 
chart,  and  telling  the  patient  we  took  out 
a disk ; sympathectomy  can  be  explained  as 
cutting  nerves. 

Laminectomy,  celiotomy,  and  laparotomy 
are  words  that  should  be  removed  from  our 
language ; and  communicating  ought  to  be 
better.  If  the  patient  says  “I  don’t  know, 
they  didn’t  tell  me”  when  you  ask  what  kind 
of  an  operation  he  had,  it  is  sad.  He  should 
be  told,  and  if  he  forgets,  well,  we  tried ; 
we  might  even  write  it  down  for  him. 

“Tell  me  just  where  they  found  the  tu- 
mor,” we  asked,  and  the  answer  came  back, 
“In  Cleveland.”  Sometimes  all  the  patient 
knows  is  “They  worked  on  me,”  or  “They 
cut  on  me,  it  took  four  hours.”  These  things 
are  not  as  funny  when  it  is  midnight  and 
the  blood  pressure  is  low. 

It  is  like  the  story,  “Did  they  operate 
on  your  back?”  and  the  answer  was  “No, 


they  operated  on  my  front.”  We  should 
tell  him  exactly  what  we  did,  and  we  might 
stop  using  big  words,  and  Latin,  when  plain 
English  is  better. 

— F.C. 


WHAT  IS  A DISEASE? 

You  have  a sw^elling  in  your  left  big  toe, 
your  fingernails  hurt,  and  your  hair  falls 
out.  The  doctor  says  it  is  acute  idiopathic 
bibelitis  and  gives  you  penicillin,  and  you 
get  well.  Now  why  is  it  important  to  say 
bibelitis?  If  toeswelling  and  nailhurting 
and  baldness  indicate  penicillin,  that  is  di- 
agnosis enough. 

Pneumonitis  seems  to  mean  something, 
but  cholera  does  not.  Cardiomyopathy  has 
meaning,  but  angina  does  not.  Brain  tumor 
sounds  like  something,  but  what  does  typhus 
mean?  What  is  a disease?  It  is  a name 
that  comes  between  the  big  toe  and  peni- 
cillin. It  is  a wmrd  invented  to  make  the 
patient  and  the  doctor  feel  better,  in  the 
secure  knowledge  that  all  will  soon  be  well. 

You  look  up  chest  pain,  low  blood  pres- 
sure, elevated  enzymes,  and  abnormal  EKG, 
and  the  book  says  myocardial  infarction.  So 
you  look  that  up,  and  you  are  told  to  give 
oxygen ; but  why  did  you  have  to  look  it 
up  twice? 


Because  that  is  how  we  have  always  done 
it 


—F.C. 


HOW  GOOD  IS  YOUR  DOCTOR? 

The  patient  does  not  usually  know  how 
good  his  doctor  is. 

And  there  is  no  way  he  can  find  out, 
there  ^ 

Well,  there  is  certification,  two  kinds  of 
it.  You  may  be  a Fellow  of  the  American 
College  or  a Diplomate  of  the  American 
Board,  now  that  we  specialize,  and  I agree, 
a doctor  may  be  good  without  qualifications. 
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And  you  can  limit  your  practice  to  what- 
ever you  like  and  become  a specialist  with- 
out being  certified. 

Or  we  might  ask  physicians  to  publish 
their  mortality  statistics,  and  the  patient 
could  choose  his  doctor  that  way.  But 
dermatologists’  patients  don’t  die. 

The  patient  is  often  the  poorest  judge  of 
his  physician’s  ability.  Doctors  know  who 
among  them  is  good  and  who  is  not,  and 
I have  noticed  that  the  least  qualified  of 
physicians  is  often  the  most  revered  by  his 
many  patients.  It  may  have  something  to 
do  with  what  we  call  bedside  manner,  but 
I cannot  think  so.  It  is  more  likely  that 
this  sort  of  patient  seeks  out  this  kind  of 
doctor. 

Of  what  use  is  college  or  board  certifica- 
tion? It  may  entitle  you  to  staff  mem- 
bership at  the  hospital,  but  you  may  not 
need  it.  You  can  print  the  proper  initials 
after  youi-  name,  but  the  patient  will  not 
see  them  until  it  is  too  late,  and  he  does 
not  know  what  the  letters  stand  for,  anyway. 
He  does  not  know  that  there  are  colleges  and 
Boards,  and  that  there  is  a specialists  book. 

But  you  can  get  your  name  in  the  book, 
and  you  can  put  the  initials  after  your 
name,  and  other  doctors  know  what  they 
mean. 

— F.C.,  F.A.C.A.,  D.A.B.A. 


TO  THE  WOMAN’S  AUXILIARY 

I have  a note  from  one  of  the  officers 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  and  my  attention  is 
drawn  to  their  logo  or  emblem,  which  ap- 
pears in  the  upper  left  quadrant  of  the 
letter. 

Our  emblem  is  the  caduceus,  the  wand  of 
Hermes  or  Mercury,  or  the  staff  of  Aescu- 
lapius. It  has  wings,  and  two  serpents  are 
twined  about  it.  Every  year,  someone 
writes  to  an  editor  to  say  that  he  has  dis- 
covered that  there  should  be  only  one  snake, 
and  someone  else  writes  to  say  there  ought 
to  be  two,  and  for  a reason  I do  not  care  to 
go  into  now. 


But  the  ladies’  identifying  symbol  shows 
two  snakes,  and  one  of  them  has  its  head 
cut  off.  I think  I am  safe  in  saying  one 
of  them  has  his  head  cut  off,  and  I wonder 
why  the  women  did  it  to  us. 

I offer  them  equal  space  to  reply. 

— F.C. 


A SHORT  DISCUSSION  OF 
ANTIBIOTICS 

I seem  to  remember  something  about  bac- 
teriophage, that  it  was  noticed  that  some 
bacteria  did  not  grow  as  they  should,  and 
that  an  exposed  specimen  was  not  thrown 
away  as  was  intended.  And  that’s  how  they 
found  bacteriophage.  It’s  a bacterial  virus, 
or  a virus  that  infects  bacteria. 

I remember  something  about  penicillin, 
too.  It  was  somehow  found  that  bacteria 
refused  to  grow,  and  a contaminated  plate 
was  not  thrown  out;  and  that’s  how  penicil- 
lin was  discovered. 

Now  here’s  a strange  coincidence.  Bac- 
teria refuse  to  grow,  a culture  is  contamin- 
ated by  accident,  a specimen  is  not  thrown 
away,  and  something  that  attacks  bacteria, 
and  therefore  helps  sick  people,  is  found. 

We  move  a third  of  a century.  Bacteria 
won’t  grow,  something  is  contaminated, 
something  that  is  supposed  to  be  thrown  out 
is  not  thrown  out,  and  a substance  that  at- 
tacks bacteria,  and  thei-efore  helps  sick 
people,  is  discovered. 

Doesn’t  anybody  remember? 

—F.C. 

THE  EXAMINATION 

We  may  be  neglecting  to  use  diagnostic 
devices  that  are  available  but  too  simple, 
while  we  ask  for  reams  of  laboratory  fig- 
ures and  x-ray  reports.  Many  charts  are 
studded  with  long  and  unreadable  lists  of 
numbers;  and  when  they  have  run  out  of 
these,  all  the  tests  are  repeated. 

If  a patient  says  he  has  lost  weight, 
weigh  him.  If  he  has  hurt  his  hand,  we 
want  to  know  if  he  can  touch  his  thumb 
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to  the  other  fingers,  and  how  good  his 
grasp  is;  that  is  what  the  hand  is  for;  and 
is  he  right-handed?  If  he  has  something 
wrong  with  an  ear,  can  he  hear? 

If  he  has  an  eye  ailment,  how  well  does 
he  see?  If  he  complains  of  his  back  or  his 
legs,  does  he  walk  normally?  If  he  is  pale, 
what  is  the  hemoglobin?  If  he  is  dyspneic, 
how  fast  does  he  breathe? 

It  takes  very  little  equipment  to  weigh 
a patient,  measure  the  hemoglobin,  feel  his 
grasp,  count  the  respirations,  and  watch  him 
walk.  But  it  takes  common  sense,  which 
may  be  becoming  uncommon. 

— F.C. 


NOTHING  IS  NONADDICTIVE 

I have  by  now  witnessed  the  birth  and 
death  of  more  drugs  than  I care  to  remember, 
and  two  of  these  were  all  too  quickly  called 
nonaddictive.  For  both  soon  proved  to  be 
addicting,  and  were  found  to  be  more  so 
than  older  agents  they  were  meant  to  re- 
place. One  of  them  has  laid  the  heavy  hand 
of  addiction  on  the  physician,  which  is 
testimony  enough  to  its  dangerous  potential. 

One  drug  may  be  more  addicting  than 
another,  but  it  is  time  that  we  refrained 
from  prematurely  jumping  into  print  with 
unwarranted  assertions  that  a new  drug 
is  free  from  the  danger  of  addiction. 

For  you  can  become  addicted  to  anything 
that  makes  you  feel  good.  I have  seen  peo- 
ple who  were  addicted  to  paraldehyde. 

—F.C. 


Effect  of  Carbohydrate  Restriction  in  Obese 
Diabetics : Relationship  of  Control  to 
Weight  Loss  — J.  R.  Wall  et  al  (King’s 
College  Hosp,  London).  Br  Med  J 1:577- 
578  (March  10)  1973. 

Satisfactory  control  of  diabetes  was 
achieved  by  dietaiy  treatment  alone  in  159 
of  200  fat  patients,  130  of  whom  were  still 
10%  or  more  overweight  and  18  of  whom 


had  actually  gained  weight.  Of  the  remain- 
ing patients,  30  required  oral  hypoglycemic 
drugs  and  11  were  still  uncontrolled  iDut  not 
yet  on  other  treatment.  The  mean  initial 
excess  weight  of  all  200  patients  was  28%. 
Patients  who  were  controlled  lost  slightly 
more  weight  than  patients  who  were  not, 
but  their  excess  weight  at  the  time  of  con- 
trol was  still  21%.  In  80%  of  obese  dia- 
betics control  can  be  achieved  by  diet  alone, 
and  it  is  usually  independent  of  weight  loss. 


Arthritis  of  Leukemia  — I.  Spilberg  ( St. 

Louis  City  Hosp,  St.  Louis  63104)  and  G. 

J.  Meyer.  Arthritis  Rheum  15:630-635 

(Nov-Dec)  1972. 

Arthritis  related  to  the  primary  disease 
was  detected  in  ten  of  74  (13.5%)  patients 
seen  primarily  for  leukemia.  The  arthritis 
of  acute  leukemia  was  commonly  asym- 
metric, additive,  polyarticular,  and  often 
part  of  the  initial  manifestation  of  the  dis- 
ease. The  arthritis  of  chronic  leukemia  was 
similar  to  that  of  acute  leukemia  but  was 
often  symmetric  and  usually  appeared  as 
a late  manifestation.  Mild  hyiDeruricemia 
was  found  in  15.8%,  rheumatoid  factor  in 
none,  and  antinuclear  antibodies  in  11%  of 
patients  with  arthritis  of  leukemia.  Leu- 
kemic infiltration  of  the  synovial  membrane 
was  found  in  all  three  of  the  patients  who 
underwent  synovial  biopsy. 


Synovectomy  and  Debiidement  of  Knee  in 
Rheumatoid  Arthritis  (Study  of  60 
Knees)  — C.  S.  Ranawat  et  al  (Hosp  for 
Special  Surgery,  New  York  10021).  Ar- 
thritis Rheum  15:571-581  (Nov  - Dec) 
1972. 

Sixty  knees  in  46  patients  with  rheuma- 
toid arthritis,  stages  II  and  HI,  and  severe- 
to-moderate  synovitis  were  synovectomized 
and  debrided  and  obseiwed  for  an  average  of 
2.8  years.  Improvement  was  noted  in  73% 
of  the  knees.  This  figure  diminished  with 
longer  follow-up  due  to  recurrence  of  dis- 
ease, development  of  valgus  and  varus  de- 
formities, and  involvement  of  hips.  The 
results  of  knee  surgery  did  not  correlate 
with  severity  of  disease. 
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Cancer  Genetics,  Part  I: 

Historical  Background  and  Animal  Studies^ 


Historical  Background 

IN  spite  of  countless  investiga- 
tions in  laboratories  through- 
out the  world,  the  etiology  of 
cancer  remains  enigmatic.  Throughout  the 
ages  many  different  issues,  events,  and 
circumstances  in  the  lives  of  men  have  been 
considered  to  be  of  etiologic  significance  in 
carcinogenesis.  These  conceptions  have 
ranged  from  witchcraft  and  folklore  to  an 
indictment  of  physical  events  such  as  thun- 
der and  lightning,  proximity  to  volcanoes 
and  other  major  natural  events  and  calami- 
ties. Consideration  has  also  been  given  to 
psychological  factors  including  fear  and 
anxiety,  man’s  personal  habits  and  charac- 
teristics such  as  his  food  and  dietary  pat- 
terns including  smoking,  alcohol  consump- 
tion, and  other  idiosyncracies,  and  his  fa- 
milial or  hereditary  background  including 
his  particular  race  or  ethnic  group.  Thus, 
when  reviewing  the  history  of  cancer  in  man, 
one  finds  the  literature  replete  with  “ob- 
servations” many  of  which  may  or  may  not 
have  been  subjected  to  sophisticated  scien- 
tific inquiry,  supporting  or  rejecting  these 
various  hypotheses  for  cancer  etiology.^ 


HENRY  T.  LYNCH,  M.D. 

Professor  and  Chairman 

Department  of  Preventive  Medicine  and  Public  Health 
Creighton  University  School  of  Medicine 
Omaha,  Nebraska  68131 


For  many  years,  physicians  and  scientists 
have  considered  that  hereditary  factors  may 
be  etiological  in  human  cancer.  However, 
early  observations  in  this  field  were  ham- 
pered significantly  by  two  major  problems: 

(1)  lack  of  controlled  investigations;  and 

(2)  severe  limitations  in  the  overall  problem 
of  cancer  diagnosis.  Nevertheless,  as  early 
as  100  A.D.,  a Roman  physician  entertained 
considerable  curiosity  about  the  increased 
occurrence  of  breast  cancer  in  the  family  of 
one  of  his  patients;  however,  practically  no 
progress  was  made  in  the  area  of  disciplined 
inquiry  during  the  next  17  centuries.  In 
1866,  Eroca,2  the  renowned  French  surgeon, 
reported  an  increased  occurrence  of  car- 
cinoma of  the  breast  in  his  wife’s  family 
(Figure  1)  which  he  believed  must  be  ex- 

*Portions  of  this  material  are  reprinted  from  Cancer  Genetics, 
Editor  Henry  T.  Lynch.  M.D.,  in  press,  by  pennission  of 
Charles  C.  Thomas,  Publisher. 
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Figure  1 — Pedigree  of  a breast  cancer  prone  family  showing  associated  gastrointestinal  cancer.  This  pedigree 
was  compiled  from  the  original  description  of  the  family  by  Broca  in  1865. 
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plained  on  the  basis  of  hereditary  factors. 
In  addition,  he  was  interested  in  the  possi- 
bility of  a general  cancer  diathesis,  since  he 
was  also  struck  by  his  observation  of  an 
increased  frequency  of  cancer  of  other  ana- 
tomic sites  in  this  family. 

Genetic  and  Environmental  Interaction 

The  role  of  the  host  in  the  etiology  of  dis- 
ease depends  u p o n genetic-environment 
interactions.  No  characteristic  or  trait,  nor- 
mal or  abnormal,  is  inherited.  It  is  only 
the  genetic  material  that  is  inherited;  and 
it  is  this  that  sets  the  individual’s  range  of 
potential  reactions,  i.e.,  the  character  and 
extent  of  reactions  to  environmental  influ- 
ences. At  any  given  time,  the  host’s  con- 
stitution is  the  summation  of  his  life  experi- 
ences and  exposures  as  realized  within  the 
limits  of  responses  set  by  his  genetic  endow- 
ment. At  one  extreme,  thei'e  are  single  gene 
alterations  (mutations)  that  apparently  im- 
part their  effects  in  all  known  genetic  back- 
grounds and  in  all  known  environments. 
These  are  the  situations  to  which  terms  such 
as  “genetic  disease’’  and  “genetic  trait’’  are 
commonly  applied  as  a shorthand  conveni- 
ence. At  the  other  extreme,  the  effects  of 
genotypic  differences  may  be  detectable  only 
by  statistical  methods,  and  then,  only  within 
a limited  environmental  constellation.  De- 
spite the  shorthand  designations  that  gene- 
ticists may  use  in  referring  to  genes  and  in 
equating  gene  action  with  specific  genetic 
traits,  many  (and  probably  most)  traits  are 
affected  by  more  than  one  gene,®  particu- 
larly at  the  level  of  biological  organization 
in  which  the  majority  of  common  disease 
states  (such  as  cancer)  are  defined.  At  this 
level  of  biological  organization,  it  is  par- 
ticularly important  to  evaluate  the  action  of 
hereditary  factors  as  strictly  as  possible 
within  the  context  of  the  environments  in 
which  they  are  expressed.^ 

Family  studies  provide  one  of  the  best 
means  for  investigating  genetic  - environ- 
mental interactions  in  cancer  etiology.  En- 
vironmental differences  may  be  compared 
between  the  members  of  high-risk  families 
(i.e.,  those  with  remarkably  high  familial 
cancer  frequencies)  who  have  developed  the 
disease  and  those  who  have  not.  The  estab- 
lishment of  constitutional  markers  to  iden- 


tify those  individuals  who  are  particularly  at 
risk  for  the  familial  cancer  may  profoundly 
enhance  the  significance  of  such  studies.® 
Different  types  of  cancers  are  sometimes 
aggregated  in  the  same  kindred. ^ The  exist- 
ence of  familial  aggregations  of  these  dis- 
ease entities  suggests  the  involvement  of  an 
underlying  etiological  unity  to  them.® 

Animal  Studies 

As  might  be  expected,  the  greatest  im- 
petus and  stimulus  to  cancer  genetic 
studies  in  man  was  based  upon  genetic  in- 
vestigations in  laboratory  animals.'^  Some 
of  these  earliest  observations  were  based 
simply  upon  the  recognition  of  a clustering 
of  neoplasms  in  certain  groups  of  animals 
as  opposed  to  the  lack  of  clustering  in  other 
members  of  the  same  species.  Later  studies 
revealed  that  cancer  was  not  contagious  in 
the  usual  usage  of  this  term,  and  that  cer- 
tain cancers  were  under  the  influence  of 
heredity. 1 Thus,  armored  with  these  facts, 
vigorous  attempts  were  made  to  delineate 
specific  hereditary  tumor  patterns  in  these 
animals.  One  of  the  crucial  studies  in  this 
area  was  that  of  Lathrop  and  Loeb'^  who 
demonstrated  that  certain  familial  aggrega- 
tions in  animals  manifested  characteristic 
types  of  tumors  and,  moreover,  when  certain 
strains  were  inbred,  it  was  demonstrated 
that  specific  types  of  tumors  were  inherited 
as  separate  characters.  One  of  the  stum- 
bling, blocks  which  confronted  these  early 
investigators  in  animal  cancer  genetics  was 
the  heterogeneity  of  their  animal  stocks. 
Subsequently,  homozygous  strains  of  ani- 
mals were  developed  for  use  in  cancer  gen- 
etic research.  It  was  then  possible  to  seg- 
regate particular  types  of  tumors  within 
these  specific  strains  so  that  meaningful 
genetic  data  could  be  compiled  and  critically 
analyzed. 

Of  all  laboratory  animals  used  in  these 
genetic  studies,  the  common  laboratory 
mouse  has  contributed  most  to  research  in 
cancer  genetics.  Its  many  biological  and 
genetical  advantages  have  been  discussed 
at  great  length  by  Green  and  his  staff  at  the 
Jackson  Laboratory  at  Bar  Harbor,  Maine.® 
Indeed,  mice  have  been  used  extensively  for 
cancer  research  ever  since  C.  C.  Little  es- 
tablished the  DBA  strain  in  1909.  Many 
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genetic  hypotheses  have  been  tested  througli 
the  years  such  as  the  relationship  of  dis- 
ease incidence  a m o n g different  mouse 
strains  and  the  evaluation  of  host  factors 
and  exogenous  factors.  Selective  inbreed- 
ing studies  with  careful  evaluation  of  new 
mutations  in  these  animals  have  subsequent- 
ly contributed  to  the  comprehension  of  the 
etiology  of  a variety  of  diseases  including 
cancer  in  man. 

More  than  70  strains  of  homozygous 
mice  are  now  available  for  study  by  cancer 
geneticists,  some  of  which  include:  (1)  strain 
BALB/C  which  developed  a high  incidence 
of  pulmonary  tumors  and  lymphatic  leu- 
kemia; (2)  strain  C57  Black,  a tumor  resist- 
ant strain  in  which  few  mammary  or  pul- 
monary tumors  develop;  and  (3)  strain 
C3H  in  which  a high  incidence  of  mam- 
mary tumors  and  hepatomas  occurs.® 

Studies  of  cancer  genetics  at  the  infra- 
human level  have  had  the  advantage  of  con- 
trolled experimentation,  the  lack  of  which 
is  obvious  and  of  course  poses  a serious  de- 
terrent in  human  studies.  Thus,  the  de- 
velopment of  highly  inbred  strains  of  ani- 
mals has  made  it  possible  to  evaluate  the 
genotype  of  the  host  with  a high  degree  of 
precision.  In  turn,  the  role  of  environment 
and  its  interactions  with  the  genotype  has 
made  it  possible  to  evaluate  the  exigencies 
of  this  interplay  with  a high  degree  of  ac- 
curacy. Thus,  in  certain  well  designed  ani- 
mal experiments,  it  is  possible  to  draw  con- 
clusions for  a genetic  hypothesis  for  cancer 
etiology;  namely,  we  can  evaluate  the  rela- 
tive roles  of  genetics  and  environment  in 
carcinogenesis.  The  general  conclusion 
stemming  from  numerous  studies  of  this 
nature,  i.e.,  wherein  genetic  and  extra- 
genetic  factors  can  be  controlled,  has  been 
that  the  individual’s  genotype  plays  a ma- 
jor role  in  response  to  carcinogens;  thus, 
it  is  obviously  mandatory  that  carcinogenic 
factors  be  evaluated  critically  in  their  re- 
lationship and/or  interaction  with  host  fac- 
tors. However,  one  must  realize  at  the  out- 
set that  an  all-or-none  law  as  a frame  of 
reference  in  tenns  of  quantifying  genetic 
and  environmental  carcinogenic  factors  is 
not  possible  when  interpreting  animal  data 
and  in  the  case  of  humans,  the  problem  is 


considerably  more  complex.  For  example, 
leukemia  can  be  produced  invariably  in  cer- 
tain animals  and  in  man  through  massive 
doses  of  radiation.  Similarly,  an  excess  of 
chemical  carcinogens  such  as  methylcholan- 
threne,  urethane,  and  nitrogen  mustard  in- 
variably induce  cancer  in  animals  and  prob- 
ably in  man.  However,  when  such  a mas- 
sive exposure  to  carcinogens  is  adminis- 
tered, the  investigator  is  hampered  in  his 
understanding  of  the  role  of  host  factors 
since  these  are  literally  overwhelmed  by 
the  massive  carcinogenic  dose.  Contrari- 
wise, certain  animal  strains  can  be  highly 
inbred  so  that  they  manifest  an  exquisite 
genetic  susceptibility  to  cancer;  in  this  case 
it  becomes  difficult  if  not  impossible  to 
evaluate  the  relative  importance  of  non- 
genetic  factors.  Thus,  in  some  of  the  simple 
M e n d e 1 i a n inherited  precancerous  syn- 
dromes in  man  such  as  the  multiple  nevoid 
basal  cell  carcinoma  syndrome  and  familial 
polyposis  coli,  the  genetic  “carcinogenic” 
component  may  be  so  strong  that  it  is  diffi- 
cult to  study  the  possible  interacting  role  of 
environmental  factors  in  cancer  etiology.^ 

The  above  considerations  notwithstand- 
ing, Heston^  generalized  that  every  variety 
of  neoplasm,  regardless  of  the  species  in 
which  it  is  manifested,  is  probably  to  some 
degree  under  the  influence  of  genes.  Thus, 
he  viewed  genetic  factors  as  crucially  im- 
portant even  when  non-genetic  factors  such 
as  an  oncogenic  virus  is  known  to  be  in- 
volved. He  stated,  for  example,  “When  an 
oncogenic  virus  is  involved,  the  genotype 
of  the  host  may  control  the  propagation  and 
transmission  of  the  virus  or  the  malignant 
response  of  the  cell  to  the  virus.  When  a 
chemical  or  physical  carcinogen  is  intro- 
duced, the  genotype  of  the  organism  may 
control  the  malignant  response  of  the  cell 
to  the  carcinogen  and  determine  in  which 
tissue  or  tissues  this  response  will  occur. 
But  the  importance  of  the  genotype  may  be 
most  clearly  shown  in  the  occurrence  of  the 
so-called  spontaneous  tumors  — those  with 
which  no  external  biologic,  physical,  or 
chemical  carcinogen  has  been  identified.” 

Successful  genetic  investigations  have 
been  made  using  specific  strains  of  these 
laboratory  mice  in  which  susceptibility  to 
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certain  malignant  neoplasms  has  been  de- 
veloped, characterized  and  now  catalogued. 
These  include  strains  which  have  been  bred 
for  susceptibility  to  practically  every  his- 
tologic variety  of  cancer  including  leu- 
kemias, mammary  tunioi’S,  lung  tumors,  os- 
teogenic sarcomas,  and  a variety  of  carcino- 
mas. Other  laboratory  animals  of  differ- 
ent species,  including  the  rat  and  chicken, 
have  also  been  bred  for  susceptibility  to  spe- 
cific malginant  neoplasms.  However,  in 
spite  of  the  relative  ease  in  producing  and 
maintaining  inbred  strains  of  laboratory 
animals  for  susceptibility  to  specific  malig- 
nant neoplasms,  the  genetic  mechanism  in 
manj^  cases  appears  to  be  complex.  For  ex- 
ample, in  mice,  Heston®  stated  that  of  all 
the  types  of  tumors  for  which  evidence  of 
genetic  influence  has  been  found,  not  one 
example  has  been  observed  to  be  due  to  a 
single  gene.  Rather,  these  tumors  appear 
to  be  inherited  in  terms  of  threshold  charac- 
ters^®  or  so-called  quasicontinuous  charac- 
ters as  suggested  by  Gruneberg’^^  and  used 
interchangeably  with  the  threshold  concept 
by  Heston.®  This  term  signifies  that  these 
tumors  can  be  influenced  by  a multitude  of 
genetic  and  extra-genetic  factors.  However, 
alternative  expression  may  occur  because 
of  differences  in  thresholds  for  development 
of  cancer.  In  addition,  this  term  does  not 
imply  that  the  characters  are  necessarily 
found  in  all  or  none  of  the  individuals  of  a 
particular  inbred  strain,  but  rather  that 
they  occur  in  certain  incidences  character- 
istic of  the  particular  strain.  Finally,  Hes- 
ton® stated  that  when  the  strain  is  inbred 
to  fix  the  genotype,  the  genotype  will  then 
establish  the  incidence  of  the  specific  malig- 
nant neoplasm.  In  turn,  a variety  of  extra- 
genetic  factors  will  interact  with  this  spe- 
cific genotype  and  this  specific  interaction 
will  then  determine  the  expression  of  the 
development  of  the  tumor.  This  line  of  rea- 
soning is  supported  by  abundant  laboratory 
experiments  at  the  infra-human  level  and  it 
certainly  has  many  implications  for  the 
study  of  cancer  genetics  in  man. 

The  concept  of  threshold  character  in 
cancer  epidemiology  is  perhaps  best  seen  in 
the  case  of  mammary  tumors  in  the  mouse. 
In  this  particular  tumor,  the  role  of  genetic 
factors  has  been  firmly  established;  it  is 


known  that  specific  genes  on  specific  cho- 
mosomes  can  materially  alter  the  incidence 
as  well  as  the  average  age  for  the  occur- 
rence of  this  tumor.  However,  in  addition 
to  the  role  of  specific  genes  in  the  etiology 
of  this  tumor,  it  is  just  as  firmly  estab- 
lished that  a mammary  tumor  virus  as  well 
as  other  factors  including  chemical  carcino- 
gens, radiation,  endogenous  hormonal  stimu- 
lation, and  administered  estrogens  play  a 
critical  role  in  its  production.  When  the 
majority  of  these  influences  are  present,  we 
can  expect  a high  tumor  response  by  alter- 
ing these  factors. 

In  context  with  threshold  factors  and  the 
inherited  susceptibility  of  cancer,  single 
genes  may  have  an  exceedingly  potent  effect 
on  the  incidence  of  certain  tumors.  This  is 
seen  clearly  in  the  case  of  ovarian  tumors 
which  may  be  increased  from  virtually  0% 
to  100%  by  the  dominant  spotting  gene.^^ 
However,  we  must  realize  that  spontaneous 
ovarian  tumors  may  still  occur  in  the  ab- 
sence of  this  particular  gene  and  that  inci- 
dence may  be  influenced  by  the  presence  of 
other  genes.  Furthermore,  such  factors  as 
radiation  may  also  influence  the  expres- 
sion of  this  tumor. 

While  several  cancer  and  precancerous 
diseases  in  man  appear  to  be  under  the  con- 
trol of  a single  gene,  simple  inheritance  of 
cancer  in  laboratory  animals  has  been  en- 
countered infrequently.  One  example  in- 
volves renal  adenoma  in  the  rat  as  described 
by  Eker  and  Mossige.i^  However,  as  in  ex- 
perimental animals,  the  majority  of  tumors 
in  man  that  appear  to  be  under  hereditary 
control  do  not  show  simple  inheritance; 
rather  they  appear  to  be  due  to  com- 
plex genetic  mechanisms,  involving  multiple 
genes  in  interaction  with  a variety  of  en- 
vironmental factors.  In  these  cases,  the  risk 
for  cancer  to  close  blood  relatives  of  the 
cancer  proband  may  be  given  in  statistical 
terms  by  so-called  empirical  risk  figures; 
these  risk  estimates  by  themselves  do  not 
provide  firm  knowledge  of  the  true  signifi- 
cance of  genetic  and/or  extra-genetic  fac- 
tors. In  short,  they  do  not  necessarily  shed 
light  on  cause-effect  relationships  in  car- 
cinogenesis. While  the  complex  nature  of 
inheritance  of  cancer  in  man  poses  a chal- 
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lenge  to  the  ingenuity  of  cancer  epidemiolo- 
gists, obviously  it  leaves  the  door  wide  open 
for  scrutiny  of  how  genotypic  factors  in  as- 
sociation with  extra  genetic  factors,  i.e., 
biological  and  chemical  carcinogens,  operate 
dynamically  in  the  production  of  cancer. 

An  example  of  the  importance  of  thresh- 
old concepts  of  inheritance  of  cancer  in  ani- 
mals, with  implications  for  man,  is  seen  in 
pulmonary  tumors.  The  relationship  be- 
tween genes  and  chemical  carcinogens  in 
pulmonary  tumors  in  the  mouse,  has  been 
studied  in  depth.  The  rate  of  spontaneous 
pulmonary  tumors  in  specific  inbred  strains 
of  mice  increases  through  chemical  induction 
by  methylcholanthrene,  dibenzanthracene, 
urethane,  and  nitrogen  mustard,  but  the 
strains  nevertheless  retain  their  relative 
rate  of  incidence  of  spontaneous  pulmonary 
tumors. Interesting  parallels  are  found 
in  humans  as  evidenced  by  the  work  of  Toku- 
hata  and  Lilienfeld.i®  Specifically,  cigarette 
smoking  has  caused  an  increase  in  pulmon- 
ary cancer  in  almost  epidemic  proportions, 
and  has  permitted  studies  of  the  genetics 
of  this  disease  in  concert  with  the  role  of 
inhaled  carcinogens.  A genetic  component 
has  been  determined  which  appears  to  be 
more  potent  among  nonsmokers  than  among 
smokers ; however,  there  appears  to  be  a 
synergistic  interaction  between  host  factors 
and  inhaled  carcinogens  much  in  keeping 
with  the  models  established  in  experimental 
animals. Thus,  from  this  particular  exam- 
ple, we  see  clearly  that  in  studying  the  epi- 
demiology of  tumors  in  man,  we  must  weigh 
carefully  the  relative  importance  of  both 
genetic  and  non-genetic  factors. 

The  role  of  viral  factors  in  the  etiology 
of  cancer  in  man  is  of  utmost  interest.  Nev- 
ertheless we  must  not  lose  sight  of  the  fact 
that  genetic  factors  may  also  be  of  critical 
importance  in  these  problems.  Thus,  there 
are  many  examples  of  host  specificity  in 
tumor  viruses.  For  example,  mammary  tu- 
mor virus  is  readily  propagated  and  trans- 
mitted by  genetically  susceptible  strains,  but 
when  introduced  into  a resistant  strain,  such 
as  C57BL  mice,  it  dies  out  within  one  or 
two  generations. Genetic  factors  are  also 
important  in  Rous  sarcoma  virus  which  is 
controlled  by  a single  gene  with  its  suscepti- 


bility being  dominant.^*  The  significance  of 
host-viral  factors  could  be  of  profound  im- 
portance in  humans  wherein  oncogenic  vi- 
ruses might  conceivably  be  under  genetic 
control  comparable  to  the  situation  in  mice^^ 
or  the  Rous  sarcoma  virus  in  chickens ; thus, 
according  to  Heston, ^ “The  genotype  of  the 
individual  may  be  as  important  a factor 
(or  possibly  a more  important  one)  as  ex- 
posure to  the  viruses  in  determining  whether 
cancer  will  occur.” 

Animal  experimentation  has  provided  a 
wealth  of  information  concerning  the  spe- 
cific site  of  action  of  the  gene(s)  which  leads 
to  tumor  production.  These  have  involved 
the  transplantation  of  organs.  One  of  the 
earliest  experiments  showing  clear  results 
involved  pulmonary  tumors. 21  Specifical- 
ly, lung  transplants  were  placed  in  genetical- 
ly susceptible  a n d genetically  resistant 
strains  of  mice.  Results  indicated  that  the 
action  of  genes  in  the  production  of  lung 
neoplasms,  in  which  the  parent  strains  dif- 
fered, was  localized  in  the  end  organ,  name- 
ly, the  lung. 

Other  approaches  determining  malignant 
transformation  at  the  gene  or  molecular 
level  have  involved  tissue  culture  experi- 
ments.22  Thus,  it  has  been  observed  that 
“cells  from  cultures  may  readily  undergo 
immediate  transformation  and  through 
transplanting  them  at  successive  times  back 
into  mice  of  the  inbred  strain  of  origin, 
the  time  of  this  transformation  can  be  iden- 
tified within  limits  of  a few  days.  This 
is  the  critical  time  and  through  intensive 
observation  of  the  cells  from  changes  in  nu- 
tritional requirements,  now  identifiable  with 
the  chemically  defined  media,  for  antigenic 
changes  as  shown  through  transplantations, 
and  for  directly  observed  chromosomal 
changes,  it  may  be  possible  to  associate 
some  of  these  changes  . . . with  a malignant 
change.”® 

In  summary,  animal  models  can  be  studied 
profitably  in  the  hope  of  solving  the  many 
riddles  in  etiology  of  carcinogenesis  in  man. 
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The  General  Approach  and  Management 
Of  Patients  with  Acute 
Myocardial  Infarction 


The  majority  of  the  emphasis  in 
acute  myocardial  infarction  has 
been  placed  on  the  major  com- 
plications of  this  problem  which  is  appro- 
priate. It  is  generally  assumed  that  other 
parameters  such  as  pain  relief,  oxygen  thera- 
py, and  diet,  are  well  known  by  every  physi- 
cian and  do  not  need  emphasis.  This  as- 
sumption is  frequently  incorrect.  The  pur- 
pose of  this  article  is  to  delineate  the  gen- 
eral approach  and  management  of  a patient 
after  he  has  had  a fresh  myocardial  infarc- 
tion. Methods  outlined  here  are  programmed 
for  those  hospitals  which  have  a Coronary 
Care  Unit  or  have  an  Intensive  Care  Unit 
where  patients  with  suspected  or  proven 
myocardial  infarctions  are  monitored. 


JOSEPH  A.  JARZOBSKI,  M.D.* 


Routine  Admission  Nursing  Procedure 

Immediately  upon  reaching  the  Coronary 
Care  Unit  or  Intensive  Care  Unit,  the  fol- 
lowing should  be  performed: 

(1)  Insertion  of  an  intracatheter  to  be 
kept  open  with  5%  glucose  and 
water. 

(2)  Analgesia  ordered  by  the  physician 
should  be  given  immediately  if  the 
patient  is  having  pain. 

'"Associate  Director,  Coi'onary  Care  Unit,  Archbishop  Berdan 
Mercy  Hospital.  Omaha.  Nebraska : Director.  Coronaiy  Care 
Unit.  Lutheran  Medical  Center.  Omaha,  Nebraska. 
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(3)  Oxygen  by  nasal  catheter  and  con- 
tinued if  any  complications  are  pres- 
ent. 

(4)  Patient  attached  to  monitor  with 
proper  explanation  by  nurse. 

(5)  Vital  signs. 

(6)  Full  twelve  lead  electrocardiogram. 

(7)  Portable  six  foot  upright  chest  x-ray, 
if  patient’s  condition  allows. 

(8)  Venipuncture  for  admission  1 a b 
work. 

(9)  Rhythm  strip  recorded  and  labeled. 

(10)  Urine  specimen  to  lab  — tested  for 
sugar  and  acetone  on  the  Unit. 

These  procedures  will  be  altered  appropri- 
ately if  a complication  is  present  at  the  time 
of  admission,  which  requires  prompt  treat- 
ment. 

Routine  Postadmission  Nursing 
Procedures 

Once  the  above  orders  are  completed  and 
the  patient’s  condition  evaluated  and  stable 
the  following  procedures  will  become  effec- 
tive. 

(1)  Vital  signs  every  10  to  15  minutes 
for  two  hours,  and  if  stable  every 
hour  for  two  hours,  and  then  if  stable 
every  two  hours  for  24  hours  and  if 
stable  every  four  hours.  Oral  or 
axillary  temperatures  q.i.d.,  or  if 
febrile,  every  three  to  four  hours. 

(2)  Rhythm  strip  mounted  in  chart  once 
every  eight  hour  shift,  or  more  fre- 
quently if  a rhythm  disturbance  oc- 
curs. 

(3)  Complete  bed  rest  with  commode 
privileges  unless  the  patient’s  condi- 
tion is  critical. 

(4)  Eight  hour  intake  and  output  re- 
corded on  chart. 

(5)  Urine  tested  for  sugar  and  acetone  on 
the  Unit  q.i.d.  for  two  days,  and  if 
positive,  testing  will  continue  as  long 
as  the  patient  remains  in  the  Unit. 

(6)  Patients  will  be  fed  and  bathed  until 
physician  allows  them  to  feed  them- 
selves. Liquids  and  solids  of  ex- 


treme temperature  will  be  avoided. 
Until  an  order  for  diet  is  obtained 
from  the  physician,  critically  ill  pa- 
tients will  be  kept  N.P.O.  Less  ill 
patients  will  be  given  a full  liquid 
low  sodium  diet. 

Routine  Laboratory  Procedures 

Some  of  these  procedures  listed  here  have 
already  been  performed,  but  are  detailed 
separately  for  the  sake  of  completeness. 

(1)  Full  twelve  lead  EKG  on  admission 
and  daily  for  three  days,  for  a total 
of  four  EKG’s. 

(2)  Six  foot  portable  chest  x-ray  on  ad- 
mission. 

(3)  SGOT  and  CPK  on  admission  and 
every  12  hours  for  72  hours. 

(4)  LDH  on  admission  and  daily  for 
three  more  days  for  a total  of  four. 

(5)  CBC,  urinalysis,  BUN,  sodium,  po- 
tassium, chloride,  CO,,  and  blood 
sugar  on  admission. 

(6)  Pro-time  on  admission  and  daily  if 
physician  indicates  that  anticoagula- 
tion will  be  instituted. 

(7)  A general  blood  profile  which  will 
include  calcium,  phosphorus,  uric 
acid,  bilirubin,  total  protein,  BUN, 
cholesterol,  and  alkaline  phosphatase. 
Other  laboratory  studies  that  can  be 
ordered,  but  do  not  need  to  be  part 
of  the  routine  laboratory  procedures 
include  T-3,  T-4,  LDH  isoenzymes, 
which  are  usually  performed  on  the 
fourth  or  fifth  day  after  admission, 
and  at  the  end  of  the  third  week  a 
four  hour  glucose  tolerance  test,  to- 
gether with  a total  lipid  profile, 
which  would  include  total  lipids,  lipo- 
protein electrophoresis,  triglycerides, 
and  cholesterol. 

Pain  Relief 

There  are  many  things  that  should  be 
done  first  in  the  management  of  a patient 
with  a fresh  myocardial  infarction,  and  pain 
relief  is  one  of  them.  There  should  be  no 
hesitancy  in  adequate  analgesia  for  the  pa- 
tient. Morphine  is  the  drug  of  choice,  and 
the  dose  range  is  usually  morphine  sulfate 
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8 to  15  mg’.  I.M.,  depending  on  the  patient’s 
previous  tolerance  or  intolerance  to  this 
medication  and  on  the  severity  of  the  dis- 
comfoi’t  he  is  having  at  the  present  time. 
This  dose  can  be  repeated  as  often  as  is 
necessary  to  relieve  pain.  Obviously,  if  it 
has  to  be  repeated  frequently,  the  nursing 
staff  and  physician  should  be  alert  for  any 
of  the  side  effects,  especially  respiratory  de- 
pression. The  patient  with  a fresh  infarct 
is  not  only  in  distress  from  the  pain,  but 
also  from  tremendous  apprehension  and 
anxiety,  and  has  a tremendous  outpouring  of 
catecholamines.  Morphine  not  only  relieves 
the  pain,  but  produces  adequate  sedation. 
Besides  the  effect  of  respiratory  depression, 
moiqDhine  produces  venous  pooling  and  may 
also  precipitate  a bradycardia  through  its 
vagoraimetic  effect. 

In  those  cases  where  morphine  intramus- 
cularly is  not  beneficial  and  must  be  re- 
peated at  frequent  intervals  every  30  min- 
utes to  an  hour  without  any  pain  relief, 
morphine  may  be  given  intravenously. 
This  is  usually  done  by  drawing  3 to  4 mg 
into  a syringe  and  slowly  injecting  the  mor- 
phine IV.  As  soon  as  pain  relief  occurs, 
or  the  patient  becomes  sedated,  the  injec- 
tion is  stopped,  and  usually  just  2 to  3 mg 
intravenously  are  needed.  This  can  be  re- 
peated every  hour  if  necessary. 

There  is  no  place  for  Aspirin,  Darvon,  or 
even  Demerol  if  the  patient  is  truly  having 
pain  from  a fresh  myocardial  infarction. 
We  feel  that  nitroglycerin  and  Isordil  or 
any  of  the  so-called  long  acting  vasodilators 
are  contraindicated  in  a fresh  myocardial 
infarction.  In  angina  and  coronary  insuffi- 
ciency, nitroglycerin  is  beneficial,  and  acts 
by  producing  peripheral  vasodilatation  with 
an  associated  decrease  in  blood  pressure  and 
decrease  in  venous  return  to  the  heart.  This 
in  turn  reduces  left  venti’icular  oxygen  re- 
quirements with  an  associated  reduction  of 
left  ventricular  volume,  thereby  relieving 
pain.  In  the  setting  of  an  acute  myocardial 
infarction,  the  effects  of  nitroglycerin  may 
be  exaggei’ated  and  lead  to  a more  signifi- 
cant drop  in  blood  pressure  or  a disastrous 
arrhythmia.  To  re-emphasize,  the  drug  of 
choice  in  the  setting  of  acute  myocardial  in- 
farction for  pain  relief  is  morphine  sulfate. 


Oxygen  Therapy 

The  rational  behind  the  use  of  oxygen 
therapy  is  based  upon  the  following: 

(1)  Our  ability  to  increase  oxygen  ten- 
sion in  the  blood  thereby  hopefully 
increasing  oxygen  tension  in  the 
ischemic  myocardium  which  is  bor- 
dering an  infarcted  area.  This  may 
preserve  myocardial  tissue  which 
might  otherwise  have  necrosed. 

(2)  After  myocardial  infarction,  when 
left  ventricular  failure  or  shock  are 
present,  there  is  a definite  decrease 
in  arterial  Oo  tension.  By  overcom- 
ing this  decrease  in  oxygen  tension 
we  may  be  in  a position  to  deliver 
oxygen  in  greater  amounts  to  the 
vital  centers. 

Oxygen  is  often  given  without  any  clear 
cut  indications  but  as  a part  of  the  usual 
routine  and  continued  for  several  days.  It 
is  felt  by  most  physicians  to  be  a complete- 
ly safe  procedure. 

However,  it  has  been  shown  that  oxygen 
therapy,  when  not  truly  indicated,  causes  an 
increase  in  peripheral  vascular  resistance 
and  thereby  an  increase  in  blood  pressure. 
It  also  produces  a fall  in  stroke  volume  and 
a decrease  in  heart  rate,  both  of  which  con- 
tribute to  a decrease  in  cardiac  output,  so 
potentially  it  has  some  significant  side  ef- 
fects. We  have  felt  that  immediately  upon 
admission  to  the  Coronary  Care  Unit,  oxy- 
gen by  nasal  catheter  is  started  and  once  all 
the  routine  procedures  are  pei'formed  and 
the  patient’s  condition  is  stable,  the  oxygen 
is  stopped  unless  complications  are  present. 
If  congestive  heart  failure,  persistant  pain, 
cyanosis,  chain  stokes  respiration  or  shock 
are  present,  oxygen  therapy  is  continued. 
If  these  complications  are  not  present  oxy- 
gen therapy  is  stopped. 

Diet,  Bowels  and  Commode  Privileges 

It  is  obvious,  if  the  patient  after  a fresh 
myocardial  infarction  has  several  severe 
complications  he  should  remain  NPO  until 
these  problems  are  solved.  If  the  complica- 
tions are  of  a mild  degree,  liquid  diet  should 
be  instituted.  If  there  are  no  significant 
complications,  he  should  be  placed  on  a soft 
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diet  which  is  low  in  salt,  easily  digestible, 
and  lof  residue. 

Bowel  control  should  be  made  as  easy 
as  possible  for  all  patients  with  a fresh 
myocardial  infarction.  Besides  the  diet 
as  mentioned  above.  Milk  of  Magnesia, 
Colace,  or  even  Dulcolax  tabs  should  be  used 
to  make  the  process  of  defecation  as  comfort- 
able as  possible.  There  is  nothing  worse  for 
the  patient  than  being  constipated  on  the 
third  or  fourth  day  after  a fresh  infarct, 
with  associated  abdominal  cramps  and  strain- 
ing to  move  his  bowels.  As  long  as  a patient 
is  not  in  cardiogenic  shock  and  is  not  having 
repeated  arrhythmias  with  mild  exertion  in 
bed,  commode  privileges  are  granted.  It  has 
definitely  been  shown  that  the  process  of  mov- 
ing a patient  from  bed  into  a bedside  com- 
mode and  allowing  him  to  defecate  in  this 
manner  is  less  strenuous  than  placing  him  on 
the  bedpan  in  bed.  There  is  also  a psychologic 
barrier  in  many  patients,  especially  males, 
about  using  a bedpan.  There  should  be  no 
hesitancy  to  peiTnit  commode  privileges. 

Central  Venous  Pressure  Monitoring 

Central  venous  pressure  monitoring  has 
become  extremely  popular  over  the  last  eight 
to  ten  years.  It  has  numerous  indications, 
some  of  which  are  circulatory  failure,  mas- 
sive fluid  replacement,  unstable  cardiac  dy- 
namics, severely  burned  patients,  during 
periods  of  oliguria  or  anuria  during  extra- 
corporeal circulation,  and  during  the  treat- 
ment of  patients  with  fresh  infarcts,  both 
with  cardiogenic  shock  and  those  who  are 
being  watched  closely  for  left  ventricular 
failure.  My  comments  will  be  primarily  di- 
rected to  the  use  of  central  venous  pressure 
monitoring  after  a fresh  myocardial  infarc- 
tion. 

I feel  that  central  venous  pressure 
monitoring  in  hopes  of  detecting  early  left 
ventricular  decompensation  is  over-rated 
and  its  accuracy  exaggerated.  There  is  no 
question  that  the  most  common  cause  of 
right-sided  heart  failure  and  elevated  central 
venous  pressure  is  left-sided  heart  failure. 
There  is  also  no  question  that  many  times 
left-sided  heart  failure  can  develop,  even  ful- 
minant pulmonary  edema  without  associated 
right-sided  heart  failure,  and  with  a normal 


central  venous  pressure.  It  is  for  this  rea- 
son that  I feel  that  the  use  of  CVP  for  mon- 
itoring to  detect  early  left  ventricular  fail- 
ure is  extremely  risky.  Reliance  is  placed 
on  a numerical  finding  in  the  central  venous 
pressure  monitoring  apparatus,  rather  than 
actual  evaluation  of  the  patient’s  clinical 
status.  If  the  physician  is  able  to  thoroughly 
and  frequently  examine  his  patient  concern- 
ing the  onset  or  development  of  a gallop, 
either  presystolic  or  protodiastolic,  if  the 
physician  could  ascult  his  patient’s  lungs 
at  least  twice  a day  to  determine  if  rales 
are  developing,  and  if  the  physician  could 
compare  the  six  foot  portable  chest  x-rays 
taken  in  the  same  manner  each  day,  for  the 
development  of  increased  lung  markings 
or  significant  changes  in  heart  size,  he 
would  gather  much  more  useful  information 
and  would  be  more  aware  of  his  patient’s 
failure  status  than  if  he  were  to  rely  on 
central  venous  pressure  monitoring.  In  the 
early  detection  of  left  ventricular  failure 
there  is  nothing  better  than  the  physician’s 
own  ability  to  make  a clinical  judgment  con- 
cerning this  problem  rather  than  to  be  lulled 
into  a false  sense  of  security  because  of  a 
normal  CVP.  To  reiterate,  there  are  many 
times  the  patient  can  be  in  fulminant  left 
ventricular  failure  and  pulmonary  edema 
and  still  have  a normal  CVP. 

After  a fresh  myocardial  infarction  what 
we  really  want  to  know  in  reference  to  left 
ventricular  failure  is  the  left  ventricular 
end-diastolic  pressure.  This  is  a value  that 
is  not  easy  to  come  by  in  community  hos- 
pitals and  is  extremely  dangerous  to  attempt 
even  in  a university  setting  after  a fresh 
myocardial  infarction.  Second  choice  would 
be  wedge  pressure.  This  again  requires  so- 
phisticated equipment.  There  is  a problem 
with  the  catheter  clotting  and  it  cannot  be 
a constant  recording,  but  the  catheter  would 
have  to  be  wedged  each  time  the  pressure 
had  to  be  recorded;  this  is  not  a practical 
answer.  If  appropriate  equipment  is  avail- 
able, monitoring  mean  pulmonary  artery 
pressure  would  be  a more  reliable  indication 
of  changes  on  the  left  side  of  the  heart  than 
central  venous  pressure  monitoring.  A 
catheter  advanced  through  the  peripheral 
vein  into  the  right  atrium,  across  the  tri- 
cuspid and  pulmonic  valves,  out  to  the  main 
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pulmonary  artery  is  a relatively  simple  pro- 
cedure and  can  now  be  done  either  directly 
by  fluoroscopy  or  by  means  of  a balloon- 
tipped  floating-  catheter.  Once  this  catheter 
is  in  position  in  the  pulmonary  artery,  mean 
pulmonary  artery  pressure  can  be  recorded 
through  an  appropriate  pressure  transducer. 
It  has  been  shown  that  changes  in  the  mean 
pulmonary  artery  pressure  definitely  reflect 
changes  of  left  ventricular  end-diastolic  pres- 
sure. This  is  a reliable  early  objective  mea- 


surement of  left  ventricular  failure,  and  the 
mean  pulmonary  artery  pressure  change  oc- 
curs before  there  is  any  element  of  right  ven- 
tricular failure  or  any  change  in  central  ve- 
nous pressure.  If  a balloon-tipped  catheter 
is  used,  the  balloon  can  be  inflated  within  the 
pulmonary  artery  and  a reliable  wedge  pres- 
sure can  be  recorded.  The  above  measure- 
ments, however,  should  not  replace  the  physi- 
cian’s objective  determinations  of  left  ven- 
tricular failure. 


Malignant  Hyperthermia:  A Case  Report 


Malignant  hyperthermia  is  a 
life-threatening  emergency 
which  is  terrifying  to  all  con- 
cerned. This  disease  state  affects  primar- 
ily young,  healthy  individuals  who  are  under- 
going emergency  surgery.  Increasing  con- 
cern, as  evidenced  by  the  number  of  reports 
in  the  literature,  has  been  emphasized  re- 
cently. Seven  cases  of  this  condition  have 
been  collected  in  Nebraska  alone  in  the  last 
four  years. 1 Because  the  awareness  of  this 
condition  is  so  important  in  its  treatment, 
we  thought  that  a case  report  with  a suc- 
cessful outcome  might  be  of  value. 

This  case  concerns  a 23-year-old  white 
male,  five  feet  eleven  inches,  and  weighing 
185  pounds.  He  was  involved  in  a motor- 
cycle accident,  and  suffered  a closed  frac- 
ture of  the  medial  malleolus  of  the  right 
leg.  He  presented  himself  to  the  emergency 
room  about  three  to  four  hours  after  the 
accident  with  the  history  of  having  eaten 
previously. 

Past  history  revealed  that  he  had  polio 
in  childhood  with  subsequent  placement  of 
staples  in  the  right  knee.  The  patient  under- 
went six  orthopedic  procedures  under  general 
anesthesia  during  his  childhood  and  early 
teens,  but  gave  no  history  of  any  problems. 

Physical  examination  was  essentially  nor- 
mal except  for  swelling  in  the  right  ankle 
region.  The  laboratory  data  was  essentially 
normal  except  for  a SCOT  value  of  200  units. 
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Pre  - operative  medication  consisted  of 
Demerol,  100  mg,  and  scopolamine,  0.5  mg. 
Induction  consisted  of  300  mg  of  thiopental, 
and  100  mg  of  Anectine.  The  patient  was 
easily  intubated,  and  there  was  no  evidence 
of  abnormal  fascic illations  or  jaw  rigidity. 
Transient  bradycardia  was  noted  during  in- 
tubation but  this  reverted  spontaneously.  An 
additional  140  mg  of  thiopental  was  given 
shortly  after  induction,  and  the  patient  was 
maintained,  on  a semiclosed  system  with 
halothane,  nitrous  oxide,  and  50  percent 
oxygen. 

The  patient’s  condition  was  stable  with  a 
blood  pressure  of  120/64,  and  a pulse  rate 
of  72  per  minute.  About  20  minutes  after 
induction,  the  patient  began  to  breathe 
more  rapidly  and  more  deeply,  even  though 
the  surgical  stimulation  was  minimal.  He 
then  exhibited  rigidity  of  the  left  arm  and 
tightening  of  the  jaw,  an  increase  in  pulse 
rate,  and  skin  warmth.  The  rectal  tempera- 
ture was  101.6  F;  the  oxygen  concentra- 
tion was  60  to  70  percent.  The  pulse  had 
now  increased  to  160  with  an  occasional 
arrhythmia,  but  no  cardiac  monitor  was  con- 
nected. About  35  minutes  after  induction. 
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the  anesthetic  gases  were  discontinued,  and 
the  patient  was  hyperventilated  with  100  per- 
cent oxygen  since  the  temperature  was  now 
103.2  F.  He  was  now  exhibiting  very  deep, 
rapid  respirations  with  profuse  diaphoresis, 
as  well  as  a mottled  appearance  of  the  skin. 
Blood  pressure  was  so  high  it  was  unread- 
able, and  the  pulse  rate  was  now  160.  Rectal 
temperature  was  now  104.5  F. 

Ice  bags  were  placed  in  the  exposed  areas 
of  the  groins,  head,  neck,  and  axillae  bilat- 
erally. Cold  lactated  Ringers’  solution  was 
begun  rapidly  intravenously,  and  at  this 
point,  the  patient  was  moved  from  the  oper- 
ating room  to  a bathroom  where  a large  tub 
was  available. 

Before  being  placed  in  the  tub  of  ice 
water,  the  patient  was  quite  warm  and  mov- 
ing about,  but  was  not  conscious  or  aware 
of  his  surroundings.  Preemersion  rectal 
temperature  was  106.5  F.  Ten  mg  of 
Valium  were  given  in  divided  doses  intra- 
venously while  the  patient  was  being  placed 
in  the  tub,  and  blood  was  drawn  for  gas 
determinations..  He  remained  in  the  ice 
bath  for  about  30  to  40  minutes,  and  his  post- 
emersion temperature  was  97.6  F. 

The  patient  was  taken  to  Intensive  Care, 
placed  on  a cooling  blanket,  and  given  oxygen 
by  face  mask.  Blood  gases  revealed  a meta- 
bolic acidosis,  so  he  was  given  an  ampoule 
of  sodium  bicarbonate.  When  he  began  to 
shiver,  he  was  initially  given  small  doses  of 
Thorazine  intravenously,  but  this  was  later 
changed  to  a Droperidol  drip.  This  seemed  to 
control  the  shivering,  and  additional  blood 
was  drawn  for  baseline  bleeding  and  clot- 
ting times,  platelet  count,  and  serum  elec- 
trolytes. There  were  no  further  marked  in- 
creases in  temperature  and  the  shivering 
subsided.  He  was  kept  on  a cooling  blanket 
overnight,  and  the  above  blood  studies  re- 
peated. He  was  then  returned  to  the  ward 
about  18  hours  after  admission,  and  remained 
alert  and  afebrile.  He  was  discharged  six 
days  after  admission  without  sequelae. 

The  recognition  of  hyperthermia  is  of  ut- 
most importance  in  preventing  the  mortality, 
which  is  estimated  at  70  percent. ^ This  pa- 
tient seemed  to  follow  the  typical  pattern: 
temperature  rise,  rigidity,  hyperventilation. 


sweating,  tachycardia,  arrhythmias,  and  a 
mottled  skin  appearance.  Following  recogni- 
tion of  the  condition,  the  most  important 
factors  are  to  turn  off  the  anesthetic  gases 
and  terminate  the  procedure  as  quickly  as 
possible.  This  can  present  problems  in  cer- 
tain types  of  surgery;  for  example  in  disc 
surgery,  where  the  patient  is  prone  and  the 
spinal  cord  is  exposed.  Once  the  syndrome 
occurs,  most  authorities  agree  that  hyper- 
ventilation with  oxygen  and  rapid  emersion 
of  the  patient  in  ice  water  will  lower  the 
temperature  and  consequently  the  mortality. 

Since  motion  can  cause  or  aggravate  seri- 
ous arrhythmias  in  a hyperthermic  patient, 
a large  container  near  the  operating  room 
should  be  immediately  available.  Our  depart- 
ment has  recently  purchased  an  inflatable 
life  raft  for  such  an  emergency. 

Immediate  complications  of  hyi^erthermia 
include  arrhythmias,  metabolic  acidosis,  res- 
piratory and  cardiac  arrest.  Late  complica- 
tions include  electrolyte  imbalance,  diffuse 
intravascular  coagulation,  and  brain  damage. 

At  the  present  time  the  best  method  of 
anesthetizing  a patient  who  has  had  a hyper- 
thermic reaction  would  be  block  anesthesia. 
If  general  anesthesia  had  to  be  used,  In- 
novar,  nitrous  oxide,  and  minimal  amounts 
of  curare  would  probably  be  the  safest.^  Se- 
vere warning  must  be  given  to  the  survivor 
and  his  immediate  relatives  concerning  the 
danger  of  any  future  anesthetics,  since 
deaths  have  occurred  in  survivors  who  were 
reanesthetized  by  someone  unaware  of  their 
hyperthermic  tendencies. 

Sepsis  and  hyioerthyroidism  can  also  cause 
a hyi^erthermic  reaction  during  anesthesia. 
The  presence  of  an  obvious  source  of  infec- 
tion as  well  as  a lowered  serum  phosphate 
should  alert  one  to  the  septic  process;  while 
with  hyperthyroidism,  the  history  and  physi- 
cal findings  are  usually  sufficient. 

Monitoring  the  temperature  of  every  pa- 
tient undergoing  general  anesthesia  is  not 
difficult  or  expensive.  Since  all  monitors  can 
become  nonfunctional  or  dislodged,  the  edu- 
cated hand  of  the  person  at  the  head  of  the 
table  is  still  to  be  commended. 
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A case  of  malignant  hyperthermia  has 
been  presented  in  the  hope  that  this  syn- 
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drome  may  be  quickly  recognized  and  in- 
telligently managed.  It  behooves  all  of  us 
to  question  patients  on  preanesthetic  rounds 
concerning  untoward  reactions  to  previous 
anesthetics,  and  to  monitor  the  temperature 
of  all  patients  undergoing  general  anesthesia. 
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The  Farmer  Doctors  of  the  Frontier 


The  frontier  doctor  had  to  till 
the  soil  if  he  was  to  prac- 
tice medicine.  My  great  grand- 
father, Doctor  John  Demarest  Bancroft 
(1800-1872), 1 failed  when  he  attempted  to 
pursue  his  professional  career  without  farm- 
ing, He  had  taught  school  for  10  years,  and 
abandoned  that  profession  when  he  realized 
that  he  could  not  support  a wife  on  the  in- 
come of  a teacher.  It  became  obvious  to 
him  that  the  teachers  who  survived  were 
those  who,  like  his  father,  farmed  as  they 
taught.  Those  who  did  not,  like  Ichabod 
Crane,  acquired  neither  wife  nor  substance. 
He  prospered  when  he  finally  accepted  the 
fact  that,  like  the  teacher,  the  lawyer, 
preacher,  tradesman,  and  the  doctor  had  to 
farm  as  they  rendered  their  professional 
service.  The  farmer  - doctors  played  im- 
portant roles  in  the  preindustrial  pioneer 
culture. 

Born  in  1800,  only  a few  months  after  the 
death  of  George  Washington,  Doctor  Ban- 
croft lived  his  life  in  or  near  Broome  County 
in  upper  New  York.  In  1828  he  “entered 
the  practice  of  Physic  and  Surgery.”  He 
was  of  medium  height  and  slender.  His 
dress  was  professional  and  moderately  color- 
ful. He  often  wore  a purple  vest  over  which 
a gold  chain  secured  his  pocket  watch.  Mod- 
erately aggressive  he  was  a leader  through- 
out his  life.  In  the  academy  he  was  an  of- 
ficer in  a literary  society  and  of  a social 
club.  Later  he  was  a deacon  in  the  Baptist 
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Church,  active  in  the  Temperance  League, 
and  in  his  lodge.  He  served  the  Broome 
County  Medical  Society  as  a member  of  its 
Committee  on  Professional  Ethics.  His 
concern  for  the  indigent  led  him  to  respond 
to  the  calls  of  the  “County  Over-seer  of  the 
Poor.”  He  enjoyed  literature,  music,  and 
art,  and  wrote  good  poetry,  prose,  and  some 
music.  He  had  a tenor  voice  and  sang  in 
choirs  and  in  the  popular  singing  schools. 
The  social  events  associated  with  “maple 
sugaring,”  “barn  raising,”  and  harvesting 
“bees”  he  enjoyed.  While  the  records  of 
the  Baptist  Church^  reveal  that  members 
were  censored  for  “picking  berries  on  the 
Sabbath,  profanity,  drunkeness  and  wife 
beating,”  neither  he  nor  any  of  his  family 
were  ever  so  disciplined.  His  Spencerian 
penmanship,  accurate  accounting,  and  order- 
liness reflected  the  habits  of  an  educator. 
Living  by  the  stern  moral  precepts  of  the 
Baptist  Church,  he  held  the  respect  of  his 
community  at  a time  when  alcoholism  and 
drug  addiction  were  common  among  profes- 
sional men.  He  was  well  prepared  for  his 
medical  responsibilities. 

Doctor  Bancroft  entered  the  practice  in 
Boonville  in  the  western  foothills  of  the 
Adirondacks.  This  was  the  frontier,  sparse- 
ly settled,  and  only  a few  years  removed 
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from  Indian  assaults.  Farming  was  diffi- 
cult and  the  times  hard.  As  a bachelor,  his 
needs  were  simple.  Appropriate  rooms  were 
rented  in  a private  home  which  also  provided 
“horsekeep.”  His  visits  were  made  on  horse- 
back. No  office  was  required  in  the  sense 
that  doctors  have  offices  today,  for  in  that 
time  patients  were  seen  in  the  home,  even 
for  minor  complaints.  People  came  to  the 
doctor  only  for  counsel,  to  obtain  medicine, 
report  on  a patient’s  progress,  or  for  very 
minor  treatment. 

In  the  first  12  months  of  practice.  Doctor 
Bancroft  made  285  visits  to  homes,  where  he 
saw  one  or  more  sick  people.  They  came  to 
him  on  213  occasions.  These  figures  are 
remarkable,  for  they  approach  half  of  the 
numbers  that  he  had  at  the  height  of  his 
career.  This  was  a good  record  for  his  first 
year,  and  is  evidence  that  he  was  well  re- 
ceived as  a physician. 

His  fee  for  “visits  to  the  home’’  was  usual- 
ly 75c  but  on  occasion  $1.00.  He  would  at- 
tend a woman  in  the  home  for  24  hours  or 
more,  and  deliver  her  baby  for  $3.00.  For 
pulling  a tooth  he  charged  13c.  Superficially 
these  fees  seem  remarkably  low.  But  this 
was  not  the  case.  In  1828  an  able  bodied 
man  would  work  10  hours  for  75c  a day. 
A similar  man  in  1973  would  expect  the 
minimum  legal  wage  of  $1.60  an  hour  with 
overtime,  or  about  $17.60  a day.  If  a 
comparison  of  the  value  of  “man-days”  is 
accepted  as  a criterion  of  the  value  of  the 
dollar,  then  in  1828  the  dollar  was  worth 
more  than  23  times  its  value  in  1973  — 
($0.75  a day  against  $17.50  a day).  His 
fee  of  75c  for  a home  visit  would  be  compar- 
able to  a fee  of  $17.25,  and  his  obstetrical 
fee  of  $3.00  to  a fee  of  $69.00  in  1973. 
These  are  not  small  fees.  Indeed,  they  were 
burdensome  to  the  extent  that  people  com- 
monly employed  midwives,  home  remedies, 
and  patent  medicines  hoping  to  avoid  calling 
a physician.  The  sick  were  seldom  seen  until 
all  else  had  failed.  George  Washington 
treated  himself  for  three  days  and  had  his 
plantation  foreman  bleed  him  before  he 
would  permit  doctors  to  be  called.  Cost  was 
not  the  only  deterrent  to  early  medical  care 
but  it  was  an  important  one.  His  fees  con- 
formed to  the  fee  schedule  of  his  county  med- 


ical society,  and  they  were  the  usual  fees. 
People  found  them  a burden. 

In  1973,  it  is  most  difficult  for  us  to  ap- 
preciate the  value  of  the  currency  of  1828. 
The  popular  coins  of  that  day  were  1/2C, 
Ic,  2c,  and  3c  pieces,  and  paper  notes  of 
3c,  5c,  10c,  and  25c  denominations.  These 
small  units  had  far  greater  purchasing  power 
then  and  were  the  useful  currency  of  that 
day. 

Doctor  Bancroft  made  entries  in  his  ac- 
count book  totaling  $364.35  in  his  first  12 
months  of  practice.  This  is  almost  exactly 
$1.00  a day  and  seems  incredibly  small.  But 
O’Donnell'^  records  that  the  principal  of  the 
Fairfield  Academy  received  only  $300.00, 
and  Doctor  Willoughby,  a professor  in  the 
College  of  Physicians  and  Surgeons  received 
but  $800.00  a year.  Doctor  Benjamin  Ellis^ 
the  successful  clinician  under  whom  Doctor 
Bancroft  had  his  preceptorship,  had  a cash 
income  of  but  $487.67 '/G  for  the  year  1825. 
Doctor  Bancroft’s  volume  of  business  com- 
pared very  favorably  with  that  of  established 
professional  men.  He  did  very  well  for  his 
first  year. 

To  his  dismay,  the  young  doctor  could  col- 
lect only  $41.95  in  currency,  or  less  than 
$4.00  a month.  He  did  accept  some  food  and 
homemade  clothing  for  himself,  hay  and 
grain  for  his  horse,  the  services  of  the  black- 
smith, the  shoemaker,  the  “tinker,”  and  the 
“wheel-wright”  to  the  amount  of  $73.30  to 
satisfy  unpaid  accounts.  His  total  income 
for  the  first  12  months  was  $115.25  or  less 
than  $10.00  a month.  He  could  not  live  on 
this  income. 

While  a student  in  the  medical  college, 
Doctor  Bancroft  became  engaged  to  Laura 
Birdsall  (1806-1882).  He  was  28  years  of 
age  and  had  nearly  completed  his  education. 
While  this  commitment  seemed  appropriate 
at  that  time,  it  now  appeared  that  he  would 
be  unable  to  support  a wife.  He  suggested 
that  they  postpone  their  marriage.  She, 
however,  recognized  that  he  had  been  well 
received  by  the  community  and  that  his  ac- 
counts receivable  were  adequate.  She  was 
also  aware  that  in  this  agricultural  commun- 
ity it  was  most  unusual  for  a doctor  to  be 
paid  at  the  time  of  his  service.  It  was  cus- 
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tomary  to  meet  these  obligations  wlien  the 
sale  of  crops  or  livestock  made  this  conveni- 
ent. She  was  confident  that  the  second  year 
of  practice  would  see  better  returns.  With 
this  hope,  they  were  married  on  October  29, 
1829.  Then  came  the  disastrous  depression 
of  1830  in  which  their  hopes  were  destroyed. 
They  simply  could  not  live  on  the  meager 
income  from  his  otherwise  successful  prac- 
tice. 

Financial  failure  was  not  uncommon  for 
young  frontier  doctors.  Seward®  found 
that  of  the  30  who  entered  practice  in  Broome 
County,  New  York,  prior  to  1830,  eleven  left 
the  county  within  two  years.  Eighteen,  or 
more  than  half  of  them,  had  abandoned  their 
practices  within  five  years.  Of  the  remain- 
ing 12  who  were  able  to  stay,  not  one  de- 
pended solely  on  the  income  from  his  prac- 
tice. All  had  two  or  more  additional  sources 


of  income,  as — 

Farmer  , - 12 

Merchant  8 

Industrialist  : 2 

Druggist 2 

Judge  --  2 

Editor  1 

Tavern  keeper  1 

Stage  coach  line  operator 1 

Teacher 1 

Postmaster 1 

Land  speculator 1 


These  12  were  resourceful  men.  They 
were  the  leaders  who  promoted  the  develop- 
ment of  transportation,  industry,  and  com- 
merce as  the  simple  agrarian  society  moved 
into  the  industrial  revolution.  Those  who 
lacked  the  genius  or  the  energy  to  develop 
multiple  sources  of  income  left  the  profession 
for  other  occupations. 

Most  of  the  eminent  men  of  i^merican 
medical  history  did  not  suffer  such  eco- 
nomic hardship.  These  men®  like  the  two 
William  Shippens  and  Charles  Ridgely,  were 
sons  of  wealthy  English  families ; or  Isaac 
Rand,  John  Redman,  Benjamin  Rush,  Na- 
thaniel Saltonstall,  John  Thomas,  Samuel 
and  Cotton  Tufts,  and  others  were  the  sons 
of  substantial  American  families  of  the 


eastern  seaboard.  They  were  educated  in 
Boston,  New  York  City,  or  Philadelphia,  and 
completed  their  study  in  Europe.  They 
practiced  in  the  metropolitan  centei’s.  They 
had  wealth  and  avoided  the  frontier. 

Doctor  James  Tilton,®  however,  returned 
to  the  village  of  Dover,  Delaware,  where  he 
encountered  financial  difficulty  and  “was 
able  to  practice  in  consequence  of  pecuniary 
help  — afforded  by  Thomas  Collins,”  a rela- 
tive. 

Doctor  Daniel  Di’ake'^  who  entered  prac- 
tice in  Cincinnati,  Ohio  wrote  “I  am  heartily 
sick  and  tired  of  living  in  the  midst  of  so 
much  difficulty  and  embarrassment.”  He 
and  his  associate  were  “lucky  if  they  could 
collect  one  fourth  of  the  two  to  six  dollars 
a day  they  put  on  their  books.” 

Of  the  young  doctors  of  the  frontier  who 
abandoned  the  practice,  some  became  ex- 
plorers. One  discovered  the  Appalachian 
Trail  from  New  England  to  the  South.  Rich- 
ard Dunlap*  estimated  that  1500  of  them 
joined  the  Gold  Rush.  It  was  Doctor  For- 
geard  who  assayed  the  gold  found  at  Sut- 
ter’s Mill.  Some  gained  great  wealth  manu- 
facturing and  selling  patent  medicines. 
Some  joined  the  faculties  of  schools  as  botan- 
ists, pharmacologists,  anatomists,  physiolo- 
gists, or  chemists.  Orcott®  memorialized  the 
life  of  Doctor  C.  C.  Parry*  who  settled  in 
Davenport,  Iowa,  where  he  practiced  less 
than . a year  before  becoming  a teacher  of 
botany.  Unable  to  survive  on  the  income  de- 
rived from. the  medical  practice,  these  young 
men  became  pioneers  in  many  fields  and  con- 
tributed much  to  the  development  of  the 
young  “Confederation  of  States.” 

On  May  11,  1830,  the  discouraged  Ban- 
crofts accepted  the  invitation  of  her  father, 
John  Birdsall  (1763-1850)  to  come  to  his 
farm  near  Huntsville,  New  York.  He  and 
his  daughter  had  confidence  in  the  integrity 
and  the  professional  competence  of  her  hus- 
band. They  realized  that  the  country  was 
in  the  midst  of  a severe  depression.  Many 
factors  had  been  operating  to  depress  the 
economy. 

There  had  been  almost  continuous  warfare 
with  either  the  English,  French,  Spanish,  or 

^=Dr.  C.  C.  Parry  discovered  and  described  the  Colorado  blue 
spruce.  He  is  related  to  Mi*s.  Paul  M.  Bancroft. 
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American  Indians.  The  industrial  revolution 
in  New  England  had  created  many  financial 
problems.  Tariffs  had  been  a burden.  The 
National  Bank  was  under  presidential  at- 
tack. The  privilege  of  printing  paper  money 
had  been  abused.  With  cuiTency  inadequate 
in  amount  and  its  value  distrusted,  the  pi- 
oneer economy  continued  to  depend  to  a large 
extent  upon  the  barter  of  farm  produce, 
goods,  and  services. 

On  the  frontier  all  men  were  farmers. 
Those  who  developed  a special  skill  still 
farmed  as  they  rendered  a special  service. 
As  farmers  serving  fanners  they  could  ex- 
change farm  produce  or  labor  for  profes- 
sional services.  Little  currency  was  re- 
quired. 

The  Birdsalls  were  confident  that  Doctor 
Bancroft’s  financial  failure  stemmed  from 
his  inability  to  accept  barter  for  his  services. 
It  was  decided  that  the  young  couple  should 
settle  on  a farm  as  he  reentered  his  profes- 
sion. That  he  was  less  confident  of  this  plan 
than  his  wife  and  her  father  is  understand- 
able. He  had  taught  school  from  the  age 
of  16  to  26  years,  and  did  not  think  of  him- 
self as  a farmer.  Furthermore,  he  had  seen 
his  father  lose  two  farms,  one  in  the  de- 
pression of  1808-1809  and  the  other  in  the 
panic  of  1819.  To  him  farming  did  not  look 
like  either  an  easy  or  sure  way  to  financial 
success. 

In  1830,  the  Bancrofts  settled  on  the  Pike 
farm,  in  rural  Colesville  in  northern  Broome 
County.  Again  he  was  well  received  by  the 
community.  But  now  he  prospered.  His 
cash  income  remained  small,  but  now  he 
could  accept  horses,  cattle,  swine,  sheep,  and 
poultry;  tons  of  hay  and  many  bushels  of 
grain;  lumber  and  building  materials;  farm 
implements  and  tools ; women  sewed  for  the 
entire  family,  the  cobbler  made  their  shoes, 
the  blacksmith  kept  their  horses  shod;  and 
men  worked  at  plowing,  planting,  cultivat- 
ing, harvesting,  and  building.  All  in  various 
ways  satisfied  their  indebtedness  for  medical 
care.  Add  all  this  to  the  produce  from  his 
own  farm  and  he  now  had  the  means  to  pur- 
chase and  improve  his  fann,  furnish  his 
home,  clothe  his  family,  and  have  abund- 
ance on  his  table. 


The  extent  to  which  barter  took  the  place 
of  currency  is  revealed  in  413  of  his  ac- 
counts. 185  or  44%  were  settled  without 
the  use  of  currency.  109  or  only  26%  were 
closed  with  currency  alone.  304  or  73%  of 
all  accounts  were  paid  all  or  in  part  by  barter. 
Hence  the  necessity  for  him  to  have  a farm. 

In  1834  the  need  for  another  medium  of 
exchange  became  apparent.  There  were 
those  who  had  neither  currency  nor  produce 
due  to  hardship  or  to  the  time  required  for 
crops  or  livestock  to  become  marketable. 
To  meet  this  need,  he  began  to  accept  per- 
sonal notes.  He  developed  a large  note  file 
like  that  of  a small  bank.  He  held  these 
notes  until  they  were  redeemed  with  inter- 
est, or  he  used  them  to  satisfy  his  own  obli- 
gations. These  notes  as  they  exchanged 
hands  served  as  currency.  In  a community 
without  a bank  the  doctor  facilitated  busi- 
ness transactions  to  the  benefit  of  the  entire 
community  as  he  solved  his  own  economic 
problems. 

From  1832  to  1837,  Doctor  Bancroft’s  in- 
come stabilized  at  about  $500.00  a year.  Of 
this  amount,  about  $200.00  was  in  cash.  On 
this  he  could  live  well.  But  the  cash  income 
did  not  satisfy  him.  He  sought  other  ways 
of  financial  betterment.  In  1837  he  joined 
with  an  uncle  in  the  purchase  of  a tract  of 
timberland  in  Michigan.  This  they  were 
able  to  turn  to  great  advantage  within  a 
year.  As  a result,  in  1838  he  was  able  to 
buy  a good  farm  near  Harpersville,  New 
York;  one  of  the  finest  homes  in  that  village 
and  several  acres  of  meadow. 

The  move  to  the  village  added  to  the  doc- 
tor’s prestige  and  improved  his  income.  In 
1838  and  1839  his  gross  income  was  ap- 
proximately $800.00  a year,  half  of  which  was 
in  currency.  In  that  day  if  a man  could  sup- 
port his  family  on  the  produce  of  his  farm 
and  the  produce,  goods  and  services  received 
in  barter  and  have  $400.00  currency  clear 
each  year,  he  was  wealthy.  He  now  pos- 
sessed a large  well-stocked  farm,  and  his  home 
was  indeed  a village  showplace.  He  drove 
the  finest  horses  and  rigs  in  the  town.  His 
practice  was  active  and  he  grew  in  profes- 
sional stature.  He  was  used  as  a consultant 
by  neighboring  doctors  and  attended  them 
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and  their  families  when  they  were  ill.  He 
became  a “doctor’s  doctor.” 

In  1843,  at  the  height  of  his  career  he  had 
to  recognize  the  hard  fact  that  he  was  ill 
with  “active  pulmonary  consumption.”  He 
had  had  a bitter  experience  with  this  disease. 
His  mother  had  died  of  it  when  he  was 
eight  years  old.  His  father  had  “chronic 
lung  disease”  for  years.  And  two  of  Doctor 
Bancroft’s  own  children  had  died  of  “con- 
sumption” in  adolescence.  Recognizing  the 
gravity  of  his  illness,  he  retired  from  the  prac- 
tice and  sought  fresh  air  and  sunshine  on  the 
farm.  Here  his  disease  became  arrested  and 
he  lived  to  71  years,  devoting  his  later  years 
to  land  speculation. 

Conclusion 

It  has  been  suggested^'’  that  the  young 
doctors  of  the  frontier  left  to  seek  greater 
prestige  and  social  and  cultural  advantages 
in  the  metropolitan  centers.  This  was  true 
of  Doctor  Guy,  Doctor  Spaulding,  and  a few 
others.  This  study,  however,  suggests  that 
most  left  out  of  sheer  necessity.  In  the  first 
half  of  the  19th  century,  a physician  simply 
could  not  live  on  the  cash  income  from  a 
frontier  practice.  This  was  not  peculiar 
to  New  York  State,  but  was  characteristic 
of  the  agrarian-pioneer  culture  prior  to  the 
industrial  revolution. 

In  1973  we  encounter  difficulty  in  attract- 
ing young  doctors  to  rural  practices.  But 
economic  hardship  is  not  the  over-riding 
consideration.  Many  communities  are  ready 


to  provide  a young  doctor  with  a new  clinic 
facility,  a good  community  hospital  and  a 
guaranteed  income.  But  the  young  men  of 
today  are  drawn  to  the  metropolitan  centers 
by  the  desire  to  specialize,  to  have  access  to 
consultants,  to  have  better  hospitals,  and  to 
secure  for  their  families  certain  social  and 
cultural  advantages.  Money  is  not  the  over- 
riding issue  today. 
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Exercise-Induced  "Benign " Paroxysmal 
Ventricular  Tachycardia  with  Normal 
Coronary  Arteries 


The  purpose  of  this  report  is 
threefold:  (1)  To  emphasize  the 
use  of  treadmill  stress  testing 
in  eliciting  cardiac  ai’rhythmias ; (2)  To  re- 
port the  first  known  case  of  so-called  “be- 
nign” paroxysmal  ventricular  tachycardia  in 
which  cardiac  catheterization  and  coronary 
arteriography  have  been  performed,  and  doc- 
umented the  absence  of  organic  heart  dis- 
ease; (3)  To  demonstrate  the  use  of  pro- 
pranolol therapy  for  suppression  of  exercise- 
induced  ventricular  tachycardia. 

Case  Histoiy 

The  patient,  a 36-year-old  white  male 
businessman,  had  the  onset  in  January 
1972,  of  exercise-induced  symptoms  of 
shortness  of  breath  and  dizziness.  When 
the  patient  took  his  time  or  walked 
slowly,  he  could  walk  a mile  or  more 
without  difficulty.  However,  when  he 
was  under  excessive  emotional  stress, 
or  when  he  had  to  exert  himself  strenu- 
ously for  short  periods  of  time,  he 
would  get  dizzy  and  have  to  sit  down 
because  of  a feeling  that  he  would  pass 
out.  No  syncope  had  occurred.  The 
patient  was  a nonsmoker  and  gave  no 
family  history  for  any  heart  disease. 

Physical  examination  revealed  a mod- 
erately obese  white  male,  height  74 
inches,  weight  215  lb.  Right  arm  blood 
pressure  was  130/80  mm  Hg,  pulse  82 
and  regular.  The  remainder  of  the 
physical  examination,  with  particular 
emphasis  on  the  cardiac  examination, 
was  totally  normal. 

The  resting  electrocardiogram  and 
chest  X-rays  were  both  normal.  A 
treadmill  stress  test  was  performed  for 
a total  of  9 minutes,  achieving  a maxi- 
mum heart  rate  of  185  beats  per  minute 
without  any  chest  distress,  significant 
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dyspnea,  or  cardiac  arrhythmia.  How- 
ever, immediately  after  assuming  the 
supine  position  postexercise,  he  de- 
veloped multiple  episodes  of  ventricular 
tachycardia,  up  to  25  beats  in  succes- 
sion; this  continued  for  the  first  three 
minutes  postexercise.  Gradually  he  had 
shorter  episodes  of  successive  PVCs, 
and  between  3^2  5 minutes  had  con- 

sistent ventricular  bigeminy  and  trig- 
eminy. (Fig.  1)  The  unifocal  PVCs 
were  fixed  coupled,  with  full  compen- 
satory pauses,  and  the  abnormal  com- 
plexes during  the  tachycardia  were 
identical  to  the  PVCs.  Although  a junc- 
tional tachycardia  with  aberrant  conduc- 
tion can  not  be  totally  excluded,  these 
findings  favor  the  diagnosis  of  ven- 
tricular tachycardia.  When  his  resting 
heart  rate  decreased  below  110  beats 
per  minute,  no  ventricular  initability 
occurred.  The  test  was  totally  negative 
for  ST  segment  changes  of  myocardial 
ischemia.  During  the  episodes  of  ven- 
tricular tachycardia  while  supine,  the 
patient  had  no  knowledge  of  the  ar- 
rhythmia. Because  of  the  absence  of 
other  evidence  for  organic  heart  disease, 
the  patient  was  reassured  that  he  had 
benign  ventricular  tachycardia  and 
started  on  propranolol  10  mg  four  times 
daily.  He  was  advised  to  lose  at  least 
30  pounds  of  weight  because  of  a Type 
IV  hyperlipoproteinemia,  with  an  ele- 
vated serum  triglyceride  of  370  mg% 
and  a normal  serum  cholesterol  of  184 
mg%. 
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One  week  later  the  patient  returned, 
and  now  admitted  that  he  had  been 
having  daily  chest  “tightness”  for  the 
past  six  weeks,  sometimes  occurring  off 
and  on  all  day,  but  especially  precipi- 
tated by  exertion,  accompanied  by  his 
previously  described  dizziness,  requiring 
him  to  go  home  and  rest  for  an  hour 
or  two  every  day.  Thei'e  had  been  no 
change  in  either  his  dizziness  or  chest 
pain  with  the  propranolol  therapy.  Be- 
cause of  the  chest  pain,  evidence  of 
paroxysmal  ventricular  tachycardia,  lipid 
abnormality,  and  the  patient’s  over  con- 
cern about  his  condition,  cardiac  cathe- 
terization and  coronary  arteriography 
was  recommended. 

Using  the  percutaneous  Seldinger  ap- 
proach from  the  right  femoral  artery, 
the  left  ventricle  was  catheterized 
with  a Cordis  pigtail  catheter.  Resting 
left  ventricular  pressure  was  10.5/14  mm 
Hg.  No  systolic  gradient  was  present 
across  the  aortic  valve.  Resting  car- 
diac output  was  8.3  liters  per  minute, 
with  a cardiac  index  of  3.7  liters  per 


Fi^re  1 

CoTitimious  strip  of  left  precordial  (V5)  lead  at  3.5 
minutes  nost-exercise. 


minute  per  square  meter  by  the  indi- 
cator-dilution technique.  With  iso- 
metric handgrip  exercise  to  50%  of  his 
maximum  capacity  for  2 minutes,  the 
heart  rate  increased  from  88  to  110 
beats  per  minute,  with  a left  ventricular 
pressure  of  124/14  mm  Ilg.  A left 
ventriculogram  in  the  right  apterior 
oblique  projection  visualized  a normal 
sized  and  normal  contracting  left  ven- 
tricle. No  mitral  insufficiency  was  seen. 
Selective  left  and  right  coronary  arterio- 
grams were  both  entirely  normal.  Pro- 
pranolol 10  mg  four  times  daily  was  re- 
started. 

One  month  later  he  still  complained 
of  exercise-induced  dizziness;  he  was 
again  placed  on  the  treadmill  and 
stressed  for  a total  of  seven  minutes. 
At  an  exercise  level  of  3 MPH  at  10% 
grade  he  developed  consecutive  prema- 
ture ventricular  contractions  of  2 to  4 
beats  in  a row.  Therefore,  propranolol 
therapy  was  increased  to  20  mg  four 
times  daily.  One  month  later  this  pa- 
tient was  totally  asymptomatic,  with  no 
history  of  dizzy  spells.  Once  again  he 
was  exercised  on  the  treadmill  for  a 
total  of  8 minutes  without  any  symp- 
toms, achieving  a maximum  heart  rate 
of  150  beats  per  minute  without  any 
sign  of  cardiac  arrhythmia,  either  dur- 
ing or  following  exercise.  Therefore,  it 
had  been  shown  that  beta  receptor 
blockade  with  propranolol  had  totally 
suppressed  this  man’s  exercise-induced 
ventricular  tachycardia.  One  year  later 
this  man  remains  totally  asymptomatic 
on  propranolol. 

Discussion 

This  nicely  demonstrates  one  use  of 
treadmill  stress  testing  that  is  not  common- 
ly emphasized  — the  detection  of  cardiac  ar- 
rhythmias. It  is  especially  of  value  in  the 
patient  with  unexplained  dizziness  or  syncope. 
Another  approach  is  the  use  of  outpatient 
electrocardiographic  monitoring  with  the 
Holter  monitor.  The  additional  value  of 
treadmill  stress  testing  is  it  can  evaluate 
two  other  main  uses  of  this  procedure  — 
analysis  of  the  ST  segment  for  myocai’dial 
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ischemic  changes,  and  assessment  of  the 
functional  capacity  of  the  patient. 

Ventricular  tachycardia  almost  always 
affects  a diseased  heart.  However,  in  two 
series  of  patients  reported  prior  to  1959,^  ^ 
including  a total  of  167  patients  with  ven- 
tricular tachycardia,  19,  or  approximately 
11%,  had  no  clinical  evidence  of  heart  dis- 
ease. The  only  review  of  this  subject  was 
reported  in  1967  by  Lesch  et  al,®  which  in- 
cluded a total  of  34  cases,  excluding  all  cases 
with  onset  of  symptoms  over  40  years  of 
age  to  “rule  out  the  possibility  of  undiag- 
nosed coronary  artery  disease.  5 of  the 
34  cases  had  the  onset  of  symptoms  between 
ages  30-39  years,  but  the  remainder  of  the 
patients  had  the  onset  of  symptoms  below 
the  age  of  29  years.  4 of  the  34  patients 
died,  or  a 12.5%  mortality.  The  patients 
could  be  divided  into  two  groups,  depending 
primarily  on  the  duration  of  the  attacks  of 
paroxysmal  ventricular  tachycardia.  Group 
I,  including  26  of  the  34  cases,  was  character- 
ized by  runs  of  ventricular  tachycardia  which 
were  shortlived  and  usually  ended  spontane- 
ously. Group  II,  including  8 cases,  had  long 
runs  that  were  sustained  from  hours  to  days 
at  a time,  and  frequently  did  not  revert  spon- 
taneously to  normal  sinus  rhythm.  This 
latter  group  commonly  developed  symptoms 
of  poor  cardiac  output  and  left  ventricular 
failure  after  prolonged  episodes.  Signs  of 
congestive  failure  cleared  rapidly  in  all  of 
the  patients  with  reversion  to  normal  sinus 
rhythm.  One  of  the  4 deaths  occurred  in 
this  group  with  a prolonged  episode,  and 
occurred  before  the  use  of  electrocounter- 
shock. In  Group  I,  the  episodes  were  com- 
monly precipitated  by  exercise  or  excite- 
ment. Several  had  a decrease  in  frequency 
of  the  episodes  with  advancing  age,  with 
sometimes  complete  disappearance  in  older 
life.  Several  experienced  definite  improve- 
ment with  quinidine  therapy.  Each  patient 
had  a completely  unpredictable  and  erratic 
clinical  course.  Three  patients  in  this  group 
died  suddenly  and  unexpectedly.  None  of 
these  reported  cases  had  cardiac  catheteriza- 
tion or  coronary  arteriography. 

McHenry  and  associates^  recently  reported 
their  experience  with  561  patients  with  no 
clinical  evidence  of  heart  disease  and  sub- 


maximal  treadmill  stress  testing.  6 of  the  651 
patients,  or  0.01%,  had  episodes  of  ventricu- 
lar tachycardia,  characterized  by  at  least 
three  consecutive  premature  ventricular  con- 
tractions. Their  conclusion  was  that  short 
episodes  of  ventricular  tachycardia  were  “not 
necessarily  pathologic,”  and  postulated  elec- 
trophysiologic  changes  in  conduction  pre- 
disposing to  reentry  phenomena,  or  in- 
creased sympathetic  stimulation  of  the  heart 
with  increased  automaticity  as  the  etiologic 
factors.  None  of  their  patients  had  coronary 
arteriography. 

Zaret  and  Conti®  recently  reported  their 
experience  in  32  patients  with  treadmill  stress 
test  induced  ventricular  irritability,  primarily 
PVCs.  Five  patients  had  transient  ven- 
tricular tachycardia.  All  32  patients  had 
coronary  angiography,  and  23  of  the  32 
had  ai’tei’iosclerotic  coronaiy  artery  disease. 
15  of  these  23  patients  had  positive  stress 
tests  for  myocardial  ischemia.  A high  inci- 
dence of  diffuse  two-  and  three-vessel  dis- 
ease was  demonstrated,  while  only  one  pa- 
tient had  single  vessel  disease.  They  did  not 
specifically  state  what  the  coronary  arteri- 
ography findings  were  in  the  patients  with 
ventricular  tachycardia. 

Our  patient  is  of  particular  interest  in  that 
he  has  exercise  - induced  paroxysmal  ven- 
tricular tachycardia  that  was  only  detected 
by  treadmill  stress  testing.  He  is  the  first 
known  reported  case  with  this  abnormality  in 
which  cardiac  catheterization  and  coronary 
arteriography  has  documented  a totally  nor- 
mal heart.  One  year  after  development  of  his 
symptoms,  he  is  asymptomatic  with  total 
suppression  of  the  ventricular  tachycardia 
with  propranolol  therapy. 

A significant  cardiac  arrhythmia  should 
always  be  considered  in  the  patient  with  un- 
explained dizziness  or  syncope.  If  ventricu- 
lar tachycardia  is  documented,  the  majority 
will  have  significant  arteriosclerotic  coro- 
nary artery  disease,  with  the  need  to  ex- 
clude a left  ventricular  aneurysm.  There- 
fore, thorough  cardiac  evalution  is  indicated. 
If  no  disease  is  documented,  as  in  our  pa- 
tient, then  the  term  “benign”  paroxysmal 
ventricular  tachycardia  can  be  used.  How- 
ever, because  of  a known  mortality  in  these 
cases  of  12.5%,  it  can  be  questioned  whether 
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the  word  “benign”  is  appropriate.  Cer- 
tainly lifetime  medical  followup  is  recom- 
mended. 
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The  Specialist 

EAR  NOSE  AND  THROAT 

We  have  two  eyes  and  two  ears,  and  one 
nose  and  one  throat,  and  noses  and  throats 
have  left  and  right  sides.  ENT  used  to 
be  eye  ear  nose  and  throat,  but  eye  left, 
even  during  my  lifetime,  and  I think  ear 
nose  and  throat  will  go  through  the  same 
meiosis  or  fragmentation.  I do  not  know 
who  will  be  asked  to  leave  first,  I suspect 
it  will  be  ear.  Eye  is  no  longer  whole; 
retina  has  set  up  its  own  establishment. 
And  one  day,  like  the  old  joke,  we  may 
have  left  nostril  doctors  all  by  themselves. 

ENT  used  to  be  largely  if  not  almost  en- 
tirely tonsils,  but  deviated  septa  and  otos- 
clerosis changed  that.  There  is  the  ear- 
drum of  course,  but  what  can  a throat  get 
besides  quinsy  or  just  sore?  I was  at  a 
US  hospital,  and  the  patient  would  go  to 
see  the  other  doctor,  who  was  in  an  office, 
and  he  would  tell  him  to  come  and  see  me 
and  ask  me  to  paint  his  throat  but  he 
didn’t  think  I would  do  it;  and  the  patient 
would  come  to  see  me  at  the  hospital  and 
say  his  throat  needed  painting,  and  I would 
say  I didn’t  believe  in  throatpainting. 


Medicinews 

Automotive  medicine 

Papers  ranging  from  the  use  of  automo- 
bile air  bags  or  belts  as  restraint  systems  to 
a program  for  reducing  the  highway  toll 
through  better  medical  screening  of  driver 
license  applicants  will  be  presented  during 
the  17th  Annual  Conference  of  the  Ameri- 
can Association  for  Automotive  Medicine. 

The  association’s  meeting  will  be  held  in 
Oklahoma  City,  Oklahoma,  November  14- 
17,  in  the  Hilton  Inn  West. 

Medical  topics  for  consideration  at  the 
17th  annual  meeting  include  “Analysis  of 
Rollover  Accident  Injury  Causation  Mech- 


Some eye  men  just  do  retinas,  and  I have 
met  one  who  is  very  good  at  it,  some  ear 
people  just  do  tonsils  and  others  tympano- 
plasties, some  straighten  noses  and  drain  un- 
drained sinuses,  but  there  is  just  so  much 
you  can  do  to  a throat,  bronchoscopy,  I sup- 
pose. There  is  this  about  a throat  though, 
when  it  is  sick,  so  are  you,  and  when  I 
have  my  last  illness,  please  don’t  let  it  be 
in  my  throat. 

One  more  thing  about  the  ENT  doctor, 
he  has  the  awfullest  name  in  the  world, 
maybe  it’s  because  he  wants  to  do  so  many 
things,  he’s  something  like  an  otorhinolaryn- 
gologist,  and  I don’t  wonder  it  got  short- 
ened to  ENT.  But  EENT  used  to  be  OALR, 
and  it  took  me  a year  to  find  out  that  that 
stood  for  ophthalmologist  aurist  laryngolo- 
gist and  rhinologist;  I even  asked  a few 
ENT  men  and  they  didn’t  know. 

I suggest  the  name  entologist. 

ENTologist:  see? 

— F.C. 


anisms,’’  “A  study  of  injury  severity  pat- 
terns from  belted  and  unbelted  passengers,” 
“An  objective  method  of  assessing  lacera- 
tion damage  to  simulated  facial  tissue,” 
“Characterization  of  lower  extremity  frac- 
tures as  an  example  of  accident  file  data 
analysis  techniques,”  and  “Injury  mech- 
anisms in  motorcycle  collisions.” 

Local  sponsors  for  the  AAAM  Conven- 
tion will  include  the  Oklahoma  State  Medical 
Association,  the  University  of  Oklahoma 
College  of  Medicine  and  Health,  Federal 
Aviation  Agency,  Oklahoma  State  Depart- 
ment of  Health,  Oklahoma  Safety  Council, 
and  the  State  Department  of  Public  Safety. 
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Write  to:  Page  Waller,  Office  of  Public 
Information  and  Health  Education,  Okla- 
homa State  Department  of  Health,  N.E. 
10th  and  Stonewall,  Oklahoma  City,  Okla- 
homa 73105. 

Network  for  Continuing 
Medical  Education 

Beginning  with  this  issue.  The  Nebraska 
Medical  Journal  will  begin  publishing  regu- 


larly the  schedules  of  upcoming  medical 
education  programs  distributed  by  the  Net- 
work for  Continuing  Medical  Education 
(NCME). 

NCME  is  an  educational  television  service 
for  some  100,000  physicians  of  over  650 
hospitals  and  medical  centers  across  the 
country,  including  these  Nebraska  hospitals : 

Bishop  Clarkson  Memorial  Hospital, 
Omaha 


Schedule  of  Upcoming  NCME 
Programs 

September  24  - October  7 

MANAGING  THE  HYPEPvACTIVE 
CHILD,  with  Gerald  Erenberg,  M.D., 
Pediatric  Neurologist,  Montefiore 
Medical  Center  and  Morrisania 
Hospital,  Bronx,  N.Y. 

U.S.  ACUPUNCTURE:  STATUS  RE- 
PORT, 1973  with  physicians  and 
scientists  from  Boston,  Cincinnati, 
Los  Angeles  and  Canoga  Park, 
Calif.,  New  York  City,  St.  Louis 
and  Washington,  D.C. 

ANTIBIOTIC  MISADVENTURE: 
‘THE  CASE  OF  OVERKILL,”  with 
Harold  C.  Neu,  M.D.,  Chief  of  In- 
fectious Diseases,  Columbia  Uni- 
versity College  of  Physicians  and 
Surgeons,  New  York  City.  (A 
Drug  Spotlight  Program  feature). 

October  8 - October  21 

HOW  TO  OVERDIAGNOSE  PUL- 
MONARY EMBOLISM,  with  Ed- 
ward H.  Morgan,  M.D.,  Head, 
Respiratory  Disease  Section,  The 
Mason  Clinic,  Seattle,  Washington 

WHAT  YOU  AND  YOUR  PATIENT 
SHOULD  KNOW  ABOUT  CORO- 
NARY ARTERIOGRAPHY,  with 
F.  Mason  Sones,  Jr.,  M.D.,  Director 
of  Cardiovascular  Medicine  and 
Cardiac  Laboratory,  and  Donald 
B.  Effler,  M.D.,  Director,  Depart- 
ment of  Cardiovascular  and  Thor- 


acic Surgery,  both  of  The  Cleve- 
land Clinic. 

ANTIBIOTIC  MISADVENTURE: 
‘‘THE  CASE  OF  SUPERINFEC- 
TION, PAR  EXCELLENCE,” 
with  Harold  C.  Neu,  M.D.,  Chief 
of  Infectious  Diseases,  Columbia 
University  College  of  Physicians 
and  Surgeons,  New  York  City. 

(A  Drug  Spotlight  Program 
feature). 

October  22  - November  4 

LAPAROSCOPIC  STERILIZATION, 
with  Thomas  F.  Dillon,  M.D., 
Director  of  Obstetrics  and  Gyne- 
cology at  Roosevelt  Hospital,  and 
Professor  of  Obstetrics  and  Gyne- 
cology, Columbia  University 
College  of  Physicians  and  Sur- 
geons, New  York  City. 

TRANSIENT  ISCHEMIC  ATTACK 
— THE  HISTORY,  with  Clark 
Millikan,  M.D.,  Senior  Consultant 
in  Neurology,  and  Professor  of 
Neurology,  The  Mayo  Clinic, 
Rochester,  Minnesota. 

TRANSIENT  ISCHEMIC  ATTACK 
— THE  PHYSICAL,  with  Clark 
Millikan,  M.D.,  Senior  Consultant 
in  Neurology,  and  Professor  of 
Neurology,  The  Mayo  Clinic, 
Rochester,  Minnesota. 

For  more  information  on  NCME, 
write  The  Network  for  Continuing 
Medical  Education,  15  Columbus  Circle, 
New  York,  New  York  10023. 
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Bryan  Memorial  Hospital,  Lincoln 

The  Creighton  University  School  of 
Medicine,  Omaha 

Lincoln  General  Hospital,  Lincoln 

Veterans  Administration  Hospital, 
Lincoln 

Veterans  Administration  Hospital, 
Omaha 

University  of  Nebraska  College 
of  Medicine,  Omaha 

Archbishop  Bergan  Mercy  Hospital, 
Omaha 

Immanuel  Medical  Center,  Omaha 

Every  two  weeks  (monthly  during  the 
summer),  hospitals  in  the  Network  receive 
one-hour  videotapes  containing  new  pro- 


Between Cases 

Words,  words. 

I am  a great  reader  of  dictionaries  be- 
cause my  curiosity  is  high  and  my  re- 
membering is  low.  Dictionaries  are 
good  reading,  and  when  you  look  up 
a word,  you  get  trapped  into  discovering 
two  others  that  look  inviting;  and  you 
don’t  have  to  get  to  the  last  page  to 
see  how  it  came  out. 

Anyway,  recurrence,  remission,  relapse, 
and  recrudescence  send  me  to  the  big 
book  every  time. 

And  this  brings  me  to  inflation.  I am 
tired  of  hearing  that  someone  is  1000 
percent  behind  somebody  or  for  some- 
thing; there  is  only  100  percent  of  any- 
thing. This  nonsense  began  with  bat- 
ting averages,  but  a 300  hitter  hits  only 
30  percent  of  the  time. 

It  reminds  me  of  wearing  caps  and  gowns 
at  high  school,  and  calling  its  team 
the  varsity. 

The  surgeon. 

“The  blood  is  a sunset.  I admire  it.’’ 
Plath 


grams  on  three  or  more  medical  subjects. 
These  programs,  predominantly  clinical  in 
nature,  are  approved  for  accreditation  by 
the  American  Medical  Association  and  the 
American  Academy  of  Family  Physicians. 

Supported  by  Roche  Laboratories,  NOME 
provides  programs  without  charge  in  most 
two-inch,  one-inch  and  half-inch  reel-to-reel 
videotape  formats.  Videocassettes  which 
may  be  kept,  are  optional  at  a modest  fee. 

As  a supplement  to  its  regular  service, 
the  NOME  Master  Library  makes  some  600 
programs  available  on  a rental  or  purchase 
basis. 

For  further  information,  contact  NOME, 
15  Columbus  Circle,  New  York,  N.Y.  10023. 


I agree  ( 1 ) . 

“I  like  Americans. 

You  may  say  what  you  will,  they  are  the 
nicest  people  in  the  world.’’ 

Edna  St.  Vincent  Millay 

It  may  be  so. 

Eunuchs  do  not  get  acne. 

Department  of  therapy. 

“If  you  don’t  pay  no  mind  to  diseases, 
they  will  go  away.” 

Thurber  (Mrs.  Robertson) 

I agree  (2). 

“It  is  not  surgery  that  kills  people; 
it  is  delayed  surgery.” 

Attributed  to  William  James  Mayo 

Like  cardiac  arrest. 

“Old  theories  never  die;  it  is  just  their 
proponents  that  pass  away.” 

Planck 

Some  patients  don’t  cooperate. 

“Postoperatively,  the  patient  was  rather 
slow  to  stop  bleeding.” 
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Words  we  can  do  without. 

Totalization,  calmative,  horrendous,  ter- 
rific, maximize. 

I agree  (3). 

“There  are  just  two  people  entitled  to  re- 
fer to  themselves  as  we ; one  is  an  editor 
and  the  other  is  the  fellow  with  a tape- 
worm.” 

Anon 

Difficult  disease  and  diagnosis  department. 

“She  had  cirrhosis  of  the  scalp.” 

Shirley  Jackson ; she  didn’t  say  it, 
one  of  her  characters  did. 

You  can’t  win  them  all. 

“However,  by  May  5,  1972,  the  patient’s 
marital  difficulties  were  stable  enough 


that  a transfemoral  arteriogram  was 
unsuccessfully  attempted.” 

Contributions  from  anon. 

There  are  only  two  kinds  of  doctors,  good 
doctors  and  bad  doctors. 

Department  of  curiosity. 

There’s  a hand  foot  and  mouth  disease,  a 
finger  and  toe  disease,  a foot  and  mouth 
disease,  a hand-foot-uterus  syndrome, 
and  a hand-shoulder  syndrome. 

Our  own  record  department. 

I found  an  article  with  431  references; 
like  the  tail  wagging  the  dog. 

Anesthesiology  33:58  (July)  1970. 

— F.C. 


Down  Memory  Lane 


1.  The  pathology  of  benign  tumors  of 
the  breast  is  in  a state  of  chaos. 

2.  We  have  been  congratulating  ourselves 
during  the  past  decade,  on  having  conquered 
tuberculosis,  and  feeling  very  proud  of  our 
victory. 

3.  The  insane,  like  the  poor,  are  always 
with  us. 

4.  Shock  may  be  described  as  a condition 
of  depression  of  the  vital  activities  of  the 
system  associated  with  a marked  fall  in 
blood  pressure  resulting  from  injuries. 

5.  The  war  and  the  influenza  epidemic  with 
its  pleural  complications  gave  a remarkable 
impetus  to  thoracic  surgery  and  has  en- 
larged a field  of  endeavor  hitherto  little 
dreamed  of. 

6.  The  writer  was  brought  into  contact 
recently,  under  somewhat  unusual  circum- 
stances, with  one  of  the  willing  victims  of  a 
wily  abortionist  resident  in  the  interior  of 
the  state. 


7.  Fifteen  members  of  the  Custer  Coun- 
ty Medical  Society  enjoyed  a picnic  at  Elec- 
tric Park,  near  Arnold,  in  mid-August. 

8.  As  infections  have  shown  to  have  a 
definite  effect  in  the  production  of  goiter 
we  believe  that  all  foci  of  infections  such 
as  infected  teeth  and  infected  tonsils  should 
be  removed. 

9.  Approximately  twenty-five  per  cent 
of  the  insane  are  classed  as  manic-depressive 
patients. 

10.  It  has  been  shown  conclusively  that 
blood  alone  can  raise  the  blood  pressure  and 
sustain  it. 

11.  Our  aim  in  ventilation  of  houses 
would  be  to  maintain  the  proper  movement 
of  the  air,  the  proper  amount  of  moisture, 
and  the  proper  temperature. 

12.  The  biologic  effect  of  X ray  on  the 
thyroid  has  been  well  established. 

Nebraska  State  Medical  Journal 
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August  17th  Seminar  on  the  Medical  Aspects  of  Competitive  Athletics; 
sponsored  by  the  NMA  Sub-Committee  on  Athletic  Injuries;  the  Nebiaska 
Dental  Association;  Nebraska  School  Activities  Association;  Nebiaska 
Chapter,  American  Academy  of  Family  Physicians;  Nebiaska  Physical 
Therapy  Association;  and  the  University  of  Nebraska  Health  Sei-vices  Di- 
vision of  Athletic  Medicine. 

Doctor  John  E.  Murphy  of  Aurora  presided  at  the  Seminar. 

Guest  speakers  included  Donald  L.  Cooper,  M.D.,  Team  Physician  and 
Director  of  Student  Hospital  and  Clinic,  Oklahoma  State  University  and 
Katherine  Ley,  Ph.D.,  Chairman,  Women’s  Physical  Education,  State  Uni- 
versity of  New  York  (Cortland). 

The  Seminar  was  held  at  the  Comhusker  Hotel  in  Lincoln. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
October  5 — McCook,  St.  Catherine  Hos- 
pital 

October  13  — Grand  Island,  Nebraska  Vet- 
erans Home 

October  27  — Alliance,  Central  School 
Building 

November  17  — Norfolk,  Elks  Lodge 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

ANTIBIOTICS  AND  INFECTION  — Fourth 
Annual  Meeting  at  the  University  of 
Iowa,  October  11,  12  and  13,  1973.  Write 
to:  Dr.  Ian  M.  Smith,  Department  of  In- 
ternal Medicine,  University  Hospitals,  Iowa 
City,  Iowa  52242. 

AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — 39th  Annual  Scientific  Assem- 
bly, October  21-25,  1973,  at  the  Four  Sea- 
sons Sheraton  Hotel,  Toronto,  Ontario, 
Canada.  Write  to:  American  College  of 
Chest  Physicians,  112  E.  Chestnut  St., 
Chicago,  Illinois  60611. 

POSTGRADUATE  GASTROENTEROLOGY 
— Annual  Course,  American  College  of 
Gastroenterology,  October  25,  26  and  27, 
1973  at  the  Biltmore  Hotel  in  Los  Angeles, 
Calif.  Write  to:  American  College  of  Gas- 
troenterology, 299  Broadway,  New  York, 
N.Y.  10007. 

OTOLARYNGOLOGY  FOR  THE  FAMILY 
PRACTITIONER  — Postgraduate  course 
presented  by  the  University  of  Miami, 
October  26,  27,  1973,  at  the  Playboy 
Plaza  in  Miami,  Florida.  Write  to:  Bruce 
Weissman,  M.D.,  University  of  Miami 
School  of  Medicine,  P.O.  Box  875,  Biscayne 
Annex,  Miami,  Florida  33152. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 41st  Annual  Postgraduate  Assembly, 


October  29,  30,  and  31,  1973,  Hilton  Hotel, 
Omaha,  Nebraska. 

VIROLOGY  AND  IMMUNOLOGY  IN  HU- 
MAN CANCER  — National  Conference; 
Nov.  29-Dec.  1,  1973;  at  the  Waldorf-As- 
toria Hotel,  New  York  City;  sponsored  by 
the  American  Cancer  Society  and  the  Na- 
tional Cancer  Institute. 

AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to : Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 

NATIONAL  CONFERENCE  ON  VIROL- 
OGY AND  IMMUNOLOGY  IN  HUMAN 
CANCER  — November  29,  1973  - Decem- 
ber 1,  1973,  Waldorf-Astoria  Hotel,  New 
York,  New  York;  sponsored  by  American 
Cancer  Society,  National  Cancer  Institute. 
Write  to:  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Virology  and  Immunology 
in  Human  Cancer,  American  Cancer  So- 
ciety, Inc.,  219  East  42nd  Street,  New 
York,  New  York  10017. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 

NEBRASKA  OB-GYN  SOCIETY  MEETING 
— December  6-8,  1973,  Frontier  Hotel, 
Las  Vegas,  Nevada.  Write  to:  G.  W.  Orr, 
M.D.,  42nd  and  Dewey,  Omaha,  Nebraska. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  28-May  1,  1974, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  22-27,  1974,  Chicago, 
Illinois. 
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Books 


Book  Reviews 

Critical  Incidents  in  Child  Care;  edited  by  Jerome 
Beker,  Ed.D.;  $7.95  soft  cover;  14  by  21%  cm;  375 
pages;  published  1972  by  Behavioral  Publications, 
New  York. 

Jerome  Beker  has  recently  been  appointed  Di- 
rector of  Child  Care  Studies  at  the  Institute  for 
Child  Mental  Health  in  New  York  City.  This  is  a 
case  book  for  child  care  workers;  some  300,000 
young  people  in  the  United  States  live  in  institu- 
tional settings  rather  than  with  their  families. 
This  volume  purports  to  be  the  material  needed 
by  and  apparently  not  yet  available  to  the  child 
care  worker.  This  book  has  an  index,  which  always 
pleases  me  and  anybody  who  is  going  to  read  it. 

There  is  a series  of  pi’oblem  situations,  with 
a choice  of  solutions  and  discussions  at  the  end 
of  the  book;  I liked  it. 

— F.C. 


Books  Received 

Physician’s  Handbook,  by  Marcus  Krupp,  M.D.; 
Norman  Sweet,  M.D. ; Ernest  Jawetz,  M.D.;  Edward 
Biglieri,  M.D.,  and  Robert  Roe,  M.D.;  10 ¥2  by  17 
cm  (414  by  7 in.);  limp  cover,  $6.50;  727  pages; 
published  1973  by  Lange  Medical  Publications,  Los 
Altos,  California. 

Anaesthesia  Equipment,  by  P.  Schi'eiber;  G by  9 
in.;  paperback,  $15.30;  219  pages;  published  1972 
by  Spring-Verlag,  Berlin,  Heidelberg,  New  York. 

Essays  on  Future  Trends  in  Anaesthesia,  by  A. 
Boba;  6 by  9 in.,  paperback;  93  pages;  $8.90;  pub- 
lished 1972  by  Spiinger-Verlag,  Berlin,  Heidelberg, 
New  York. 

Handbook  on  the  Principles  of  Hydrology;  Editor- 
in-Chief:  Donald  M.  Gray;  720  pages,  91  tables,  218 
figures,  paper;  $12.50;  published  August  1,  1973 
by  Water  Information  Center,  44  Sintsink  Drive 
East,  Port  Washington,  N.Y.  11050. 


/4ccxcU^t/t4f 

1973  marked  a year  of  change  and  for- 
ward movement  for  the  \^"oman’s  Auxiliary 
to  the  American  Medical  Association  as 
they  entered  their  51st  year  of  service  at 
the  annual  convention,  held  in  New  York 
City  June  24-28.  Registration  for  the  1973 
Convention  was  more  than  1,000. 


Business  sessions  included  the  revision 
of  the  auxiliary’s  by-laws,  which  was  unani- 
mously approved  by  the  House  of  Dele- 
gates. Important  in  the  revision  was  the 
realigning  of  membership  classifications  to 
correspond  with  those  of  AMA ; and  the 
enlargement  of  the  Program  Committee  to 
include  Implementation  (promotion  of  cur- 
rent programs),  Priority  Selection  (selection 
of  programs  for  the  ensuing  year)  and  Proj- 
ect Research  (study,  evaluation  and  recom- 
mendation of  long-range  plans)  sub-commit- 
tees. The  latter  was  done  to  facilitate  the 
planning  and  coordinating  of  programs  of 
the  auxiliary  to  keep  them  current  and  work- 
able. 

The  Ijylaws  also  carries  a revision  in  the 
first  paragraph  of  the  Purpose  which  reads, 
“The  purpose  of  the  AMA  Auxiliary  is  to 
assist  the  American  Medical  Association  in 
its  program  to  improve  the  quality  of  life 
through  health  education  and  services.’’ 

Mrs.  Robert  F.  Beckley,  1972-73  president, 
presided  over  the  annual  meeting.  In  her 
report  to  the  House  of  Delegates,  she  noted 
the  many  forward  steps  taken  by  the  aux- 
iliary in  relations  with  constituent  and 
health-related  organizations. 

“We  are  very  proud  of  the  many  meaning- 
ful activities  carried  out  at  the  county  level,’’ 
she  said.  “Each  of  the  states  and  counties 
has  strived  to  improve  the  quality  of  life 
for  all  in  their  communities.’’ 

Keynoting  the  convention  was  Harry 
Schwartz,  Ph.D.,  member  of  the  Editorial 
Board  of  the  New  York  Times  and  author 
of  The  Case  for  American  Medicine.  Dr. 
Schwartz  centered  his  remai’ks  around  the 
premise  that  the  doctor’s  wife  can  be  of  great 
service  to  the  doctor  in  improving  the  public 
image  of  American  medicine. 

He  advised  auxiliary  members  to  be  con- 
scious of  the  weaknesses  in  the  medical 
system  — both  as  to  technical  difficulties 
and  human  relations  — and  to  look  to  make 
medical  care  more  economical,  with  stress 
on  preventive  medicine. 

“Get  to  know  the  facts,’’  he  said.  “The 
facts  are  better  than  the  detractors  would 
have  you  believe.  If  you’re  going  to  get 
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sick,  get  sick  in  the  United  States.  It’s 
the  best  place  to  get  good  medical  care. 
Most  doctors  are  too  busy  to  know  the  facts, 
and  this  is  where  you  can  help.  Good  Amer- 
ican medicine  is  something  you  all  should 
cherish  and  try  to  defend.” 

At  the  annual  luncheon  honoring  officers 
and  trustees  of  the  American  Medical  As- 
sociation, awards  were  given  to  auxiliaries 
whose  contribution  to  the  AMA  Education 
and  Research  Foundation  had  been  outstand- 
ing. Total  contribution  of  the  national 
auxiliary  for  1972-73,  in  a check  presented 
by  Mrs.  Beckley,  was  $965,256.27.  Repre- 
senting the  largest  contribution  ever  given 
by  the  auxiliary,  the  check  was  received  by 
Kenneth  C.  Sawyer,  M.D.,  president  of 
AMA-ERF.  Special  merit  awards  for  aux- 
iliaries contributing  $20  or  more  per  capita 
were  presented  to  eight  states.  Twenty 
auxiliaries,  including  Nebraska,  were  given 
merit  awards  for  contributing  $10  or  more 
per  capita.  The  county  with  the  largest 
contribution  per  capita  was  Barton  County, 
Kansas  ($104.08  per  capita). 

Guest  speaker  at  the  Tuesday  luncheon, 
honoring  national  past  presidents  and  hon- 
orary members,  was  the  sparkling,  Dorothy 
Sarnoff,  director  of  Speech  Dynamics,  Inc. 
Giving  pointers  on  good  speaking  and  com- 
munication, Miss  Sarnoff  suggested,  “Do 
more  than  hear,  listen.  Do  more  than  listen, 
understand.  Do  more  than  understand,  look. 
Do  more  than  look,  talk.  Do  more  than  talk, 
say  something.  If  you  do  all  of  this,”  Miss 
Sarnoff  told  her  audience,  “speech  can 
change  your  life.” 

During  the  luncheon,  the  auxiliaiy  paid 
tribute  to  Miss  Margaret  N.  Wolfe,  herself 


an  honorary  member  of  the  auxiliary,  who 
is  retiring  as  executive  director  of  the  aux- 
iliary after  31  years  of  service.  Mrs. 
Beckley  presented  her  with  a book  of  let- 
ters from  national  past  presidents  and  a 
gold  watch  as  mementoes  from  the  aux- 
iliary. Miss  Hazel  J.  Lewis,  assistant  execu- 
tive director,  succeeds  her. 

During  the  closing  session,  Nebraska  was 
one  of  the  states  honored  with  a membership 
recognition  award  for  the  formation  of  a 
new  auxiliary  — ■ Burt-Washington  Aux- 
iliary in  1973. 

The  remainder  of  the  closing  session  was 
devoted  to  the  installation  of  1973-74  offi- 
cers and  directors;  Mrs.  Willard  C.  Scriv- 
ener was  installed  as  president.  She  said  in 
her  inaugural  address,  “While  we  hope 
never  to  overlook  or  underestimate  the  bril- 
liant and  apparent  contribution  emerging 
from  our  ranks,  we  fii’mly  believe  our  aux- 
iliary, the  public,  our  communities  will  bene- 
fit most  from  a skillful  orchestration  of  all 
our  efforts  rather  than  the  temporary  blind- 
ing light  of  a shortlived  super  star,  for  wear- 
ing your  halo  too  tightly  gives  others  a head- 
ache, too.  Our  tasks  as  an  auxiliary  are 
many,”  she  went  on,  “our  goal  is  clear  — 
to  aid  the  medical  profession  in  its  objec- 
tives and  work  for  improvement  in  the  qual- 
ity of  life  through  better  health  care  for 
every  American.”  During  the  presentation 
of  various  gifts  to  the  outgoing  and  incom- 
ing presidents.  Dr.  Scrivener  gave  a gift 
of  $500  to  AMA-ERF  in  Ruth’s  honor  as  the 
first  contribution  toward  the  million  dollar 
goal  for  AMA-ERF  during  this  coming  year. 

Mrs.  Warren  Bosley, 

Chairman  of  Delegates. 
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Our  Medical  Schools 


Grant  to  U of  N 

A Robert  Wood  Johnson  Foundation  grant 
of  $503,000  to  support  a three-year  develop- 
ment program  in  community-based  health 
care  projects  has  been  awarded  to  the  Uni- 
versity of  Nebraska  Medical  Center. 

The  announcement  of  the  grant  was  made 
by  Dr.  David  E.  Rogers,  President  of  The 
Robert  Wood  Johnson  Foundation. 

The  Foundation  support  amounts  to 
$129,320  in  the  first  year,  $182,520  in  the 
second  and  $191,160  in  the  third.  The  sec- 
ond and  third  year  payments  are  contingent 
upon  a Foundation  review  of  progress. 

Chancellor  Sparks  said  the  funds  will  be 
utilized  to  develop  an  ambulatory  health 
care  program  designed  to: 

• — Improve  the  access  of  patients  to  health 
care  services; 

— Improve  the  quality  of  ambulatory  care 
services;  and 

— Demonstrate  projects  in  the  program  to 
health  science  students  as  a part  of 
their  clinical  education. 

Dr.  Sparks  said  three  specific  projects — 
two  of  them  already  in  operation  — are  be- 
ing considered  for  possible  involvement  in 
the  new  programs. 

One  of  these,  he  said,  is  at  Broken  Bow, 
Nebraska,  where  the  Medical  Center  has 
been  involved  in  the  planning  for  the  im- 
proved rural  health  care  program  now  be- 
ing developed  by  that  community.  At  the 
present  time,  the  Medical  Center  is  pre- 
paring a system  through  which  x-rays  may 
be  transmitted  by  telephone  lines  from 
Bi’oken  Bow  to  Omaha  for  assessment  by 
Medical  Center  radiologists.  Additionally, 
the  Broken  Bow  hospital  is  affiliated  in  the 
teaching  programs  with  the  University. 

A portion  of  the  funds  will  be  used  to 
review,  adjust  and  expand  the  present  am- 
bulatory care  programs  conducted  on  the 
Medical  Center  campus.  The  hospital  al- 
ready provides  57  out-patient  clinics  for 


ambulatory  care  but  there  is  “a  need  to  de- 
velop better  facilities  and  programs  to  im- 
prove general  medical  care  in  the  am- 
bulatory setting  in  each  of  the  medical 
departments.  Chancellor  Sparks  said. 

A third  project  under  consideration  is  the 
extension  of  ambulatoiy  care  and  emer- 
gency services  in  North  Omaha.  The  pro- 
grams would  focus  on  general  medical,  pedi- 
atric and  obstetric-gynecological  care. 

The  grant  from  the  Robert  Wood  John- 
son Foundation  is  the  second  to  be  re- 
ceived by  the  Medical  Center  in  the  past  year. 
Last  September  the  Foundation  awarded  the 
College  of  Medicine  $147,500  to  provide 
scholarships  and  loans  to  medical  students 
who  either  have  rural  backgrounds,  are 
women  or  are  members  of  minority  groups. 


Courses  at  U of  N 

1.  “Asthma  Today”  will  be  the  topic  of 
a conference  November  1 and  2,  1973  at 
the  University  of  Nebraska  Medical  Center 
in  Omaha. 

Guest  faculty  members  include  Dr.  Roger 
Altounyan,  clinical  pharmacologist,  re- 
search department,  Fisons,  Ltd.,  Loughbor- 
ough, Leicestershire,  England;  Dr.  Malcolm 
Blumenthal,  clinical  assistant,  professor  of 
medicine,  director  of  allergy  at  the  Univer- 
sity of  Minnesota  Medical  School;  Dr.  San- 
ford Chodosh,  associate  professor  of  medi- 
cine, Tufts  University;  Dr.  Warren  Gold, 
associate  professor  of  medicine.  University 
of  California  Cardiovascular  Research  In- 
stitute, San  Francisco ; Dr.  David  McCourtie, 
assistant  professor  of  medicine.  University 
of  Western  Ontario;  Dr.  Philip  Norman, 
associate  professor  of  medicine  and  head  of 
the  clinical  immunology  division,  Johns  Hop- 
kins University ; Dr.  J.  P.  Pepys,  professor  of 
clinical  immunology.  University  of  London 
Cardiothoracic  Institute ; Dr.  Donald  P. 
Schlueter,  associate  professor  of  medicine, 
Marquette  University  School  of  Medicine; 
Dr.  Robert  Townley,  associate  professor  of 
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medicine,  Creighton  University  School  of 
Medicine;  and  Dr.  John  W.  Yungin,  associate 
consultant  in  pediatrics,  allergic  disease  re- 
search laboratory,  Mayo  Clinic. 

The  course  is  made  possible  by  an  educa- 
tional grant  from  the  Fisons  Corporation, 
Bedford,  Massachusetts.  Therefore,  charges 
for  tuition,  meals,  banquet,  course  materials 
and  other  amenities  have  been  waived. 
However,  there  is  a maximum  enrollment, 
requiring  all  registrations  to  be  received  at 
the  Center  for  Continuing  Education  by 
October  22. 

Course  coordinator  is  Dr.  Irving  Kass, 
head  of  the  Regional  Chest  Center  at  the 
University  of  Nebraska  Medical  Center. 

The  course  is  acceptable  for  13  pre- 
scribed hours  by  the  American  Academy  of 
Family  Practice. 

2.  Several  of  the  faculty  members  of 


Wash  ingtoNotes 

HMO 

Legislation  providing  federal  aid  for 
establishment  of  a limited  number  of  ex- 
perimental Health  Maintenance  Organiza- 
tions (HMOs)  bills  advanced  in  Congress. 
The  House  bill  was  much  smaller  in  scale, 
$240  million,  compared  to  $805  million  than 
one  passed  the  Senate. 

Noting  that  an  HMO  operates  under  an 
income  limit  (the  premiums  paid),  the  com- 
mittee said  one  fear  is  that  “it  would  be 
possible  for  an  HMO  to  respond  to  this  limit 
by  discouraging  the  utilization  of  its  serv- 
ices. For  example,  the  committee  is  con- 
cerned with  the  possibility  that  elective  sur- 
gery such  as  cataract  extractions  in  elderly 
people,  might  be  delayed  in  situations  where 
an  HMO  is  experiencing  higher  than  ex- 
pected utilization.  These  practices  are  to  be 
discouraged.” 

The  Committee  said  that  one  reason  there 
are  few  HMO-type  programs  operating  now 
“is  the  high  cost  of  planning,  development. 


the  Asthma  Today  course  will  speak  at  a 
course  for  pharmacists  on  October  31,  1973 
at  the  Medical  Center. 

3.  A conference  on  perinatal  care  will  be 
offered  at  the  Medical  Center  Thursday  and 
Friday,  November  8 and  9,  1973. 

Dr.  Yoshio  Miyazaka,  assistant  professor 
of  pediatrics  at  the  Medical  Center,  is  course 
coordinator.  Staff  members  at  the  Medical 
Center  will  conduct  the  program,  which  is 
acceptable  for  10  prescribed  hours  by  the 
AAFP  and  for  one  continuing  education 
unit  for  nurses. 

The  tuition  of  $50  includes  lunches,  cof- 
fee and  other  amenities. 

4.  A course  on  mental  retardation  has 
been  scheduled  for  November  15  and  16.  It 
will  be  open  to  other  members  of  the  health 
team  as  well  as  physicians. 


and  initial  operations.  It  has  been  esti- 
mated that  the  group  practice  model  requires 
as  many  as  30,000  enrollees  before  the  plan 
breaks  even  with  as  much  premium  income 
as  expenses.  Planning  costs  for  this  type 
of  HMO  can  go  up  to  a half  million  dollars. 
Operating  deficits  until  the  break-even 
point  can  amount  to  $2-$3  million.” 

Retirement 

The  outlook  in  Congress  for  a new  restric- 
tion on  retirement  savings  of  professional 
service  corporations  and  a companion  liber- 
alization of  the  Keogh  plan  for  the  self-em- 
ployed was  cloudy.  Opposition  to  the  limi- 
tation on  the  professional  service  corpora- 
tions was  reported  strong  in  the  House, 
though  the  Senate  was  expected  to  approve 
it. 

The  committee  restricted  the  amount  an 
incorporated  professional  could  save  for  re- 
tirement purposes  and  receive  federal  in- 
come tax  deferred  on  to  $7,500  a year  and 
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not  more  than  15  percent  of  income.  The 
Keogh  plan  was  liberalized  to  the  same 
levels. 

Noting  that  in  recent  years  all  states 
have  adopted  special  incorporation  laws 
which  allow  professional  corporations,  the 
committee  said  these  “have  been  used  in- 
creasingly by  groups  of  professional  per- 
sons, primarily  to  obtain  the  more  favorable 
tax  treatment  for  pensions  generally  avail- 
able to  corporate  employes.’’  The  Internal 
Revenue  Service’s  adamant  opposition  to 
these  corporations  and  refusal  to  recognize 
them  in  the  so-called  Kintner  regulations 
was  rejected  by  the  courts  until  “the  serv- 
ice has  now  acquiesced  and  generally  recog- 
nized these  professional  corporations  as  cor- 
porations for  income  tax  purposes.’’ 


Librium  and  Valium 

Librium  and  Valium  will  be  subject  to 
tighter  federal  restrictions.  Under  a Jus- 
tice Department  proposal,  which  has  been 
accepted  by  the  manufacturer,  Roche  Lab- 
oratories, the  two  tranquilizers  will  be 
placed  in  category  IV  of  the  Controlled  Sub- 
stances Act.  Other  major  tranquilizers  al- 
ready are  in  this  category. 

A prescription  may  be  refilled  no  more 
than  five  times  and  a written  prescription 
would  be  valid  for  no  longer  than  six 
months. 


Family  practice 

The  Administration  is  planning  to  appeal 
a District  Court  Judge’s  ruling  that  Presi- 
dent Nixon’s  pocket  veto  in  1970  of  legisla- 
tion to  aid  training  in  the  practice  of  family 
medicine  was  unconstitutional. 

The  veto  of  the  $225  million  bill  to  help 
hospitals  and  medical  schools  set  up  family 
medicine  departments  came  during  a Christ- 
mas recess  of  Congress. 

In  an  address  to  the  American  Health 
Congress  in  Chicago,  the  HEW  Secretary 
Weinberger  said  his  Department  was  “ab- 
solutely and  totally  committed  to  do  what- 
ever may  be  necessary  to  assure  that  quality 


health  care  is  readily  and  equally  available 
to  every  x-\merican.” 

“No  longer  are  we  committed  to  support 
all  on-going  programs,’’  said  the  Secretary, 
“just  because  we  once  decided  to  staid 
them.’’ 

He  said  the  nation  would  not  stand  by 
while  inner  city  residents  lack  decent  health 
care,  120  American  counties  are  without 
medical  facilities  and  health  personnel,  costs 
skyrocket  past  the  means  of  average  citi- 
zens, and  “the  dangerous  trend  toward  over- 
specialization in  medical  practice,’’  continues. 

He  noted  that  for  the  current  fiscal  year, 
“the  President  has  proposed  a 21  percent 
increase  in  health  funding.  That  amounts  to 
nearly  $4  billion  more  — and  brings  the 
total  federal  health  investment  to  nearly 
twice  the  annual  amount  spent  when  Presi- 
dent Nixon  took  office.’’ 

He  said  the  four  highest  priorities  are: 

National  Health  Insurance ; Health  Care 
Cost  Control ; the  National  Cancer  and 
Heart  Programs ; and  movement  toward  an 
all  volunteer  blood  supply. 

Cough,  cold  and  allergy  drugs 

The  Food  and  Drug  Administration  agreed 
to  delay  action  against  prescription  cough, 
cold  .and  allergy  products.  Interim  guide- 
lines will  not  be  implemented  until  the 
FDA’s  over-the-counter  review  panel  has 
issued  a monograph,  not  expected  until  next 
year.  Controversial  guidelines  issued  last 
spring  would  have  prohibited  the  use  of  com- 
bination antitussives  and/or  expectorants  or 
decongestants  for  the  common  cold  and  the 
use  of  antitussives  combined  with  antihista- 
mines and  decongestants  for  allergic  or  vaso- 
motor rhinitis. 


The  VA 

Legislation  signed  into  law  by  President 
Nixon  extends  Veterans  Administration 
medical  care  to  certain  dependents,  assures 
peacetime  veterans  the  right  to  VA  medical 
care  and  streamline  VA  rules  on  health  care 
delivery. 
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Outpatient  medical  care  for  non-service 
connected  conditions  is  authorized  when  it 
would  avoid  the  need  for  hospitalization. 

The  law,  effective  September  1: 

Extends  eligibility  for  medical  care  to  the 
wife  or  child  of  a person  who  has  a total 
and  permanent  disability,  resulting  from 
a service-connected  condition,  and  to  the 
widow  or  child  of  a person  who  has  died  of 
a service-connected  condition.  Care  will  be 
provided  in  a manner  similar  to  that  in 
which  medical  care  is  furnished  by  the 
Aimed  Forces  under  the  so-called  “CHAM- 
PUS  program”  to  dependents  and  surviv- 
ors of  active  duty  and  retired  personnel. 

Removes  the  requirement  for  wartime 
service  as  a condition  of  eligibility  for  VA 
medical  care. 

Liberalizes  rules  on  providing  VA  out- 
patient or  ambulatory  care  any  veteran  who 
is  now  eligible  for  VA  hospitalization  can 
be  treated  as  an  outpatient  as  necessary  to 
preclude  the  need  for  hospital  admission. 

Authorizes  direct  admission  to  nursing 
homes,  at  VA  expense,  of  veterans  requir- 
ing nursing  home  care  for  service-connected 
disabilities  as  stated  by  a VA  physician. 

Specifically  authorizes  VA  outpatient 
care  for  all  disabilities  for  veterans  with 
service-connected  disabilities  rated  80  per- 
cent or  more  disabling. 

Provides  for  the  National  Academy  of 
Sciences  to  study  the  staffing  of  the  VA 
hospitals  and  report  on  this  subject. 

Extends  VA  mental  health  service  to  the 
families  of  veterans  when  it  is  related  to  the 
mental  health  or  rehabilitation  of  an  eligible 
veteran. 


Clinical  Index  of  Disability  Due  to  Chronic 
Asthma  Tested  During  Trial  of  Cromolyn 
Sodium  Treatment  — J.  H.  Toogood  et 
al  (Victoria  Hosp,  London,  Ontario). 
Chest  63:881-888  (June)  1973. 

An  ordinal  ranking  system  for  clinically 
grading  disability  due  to  chronic  asthama  is 


described,  by  which  to  quantitate  the  chang- 
ing course  of  individual  patients  during 
time-sequence  observations.  Experience  over 
two  years  with  47  asthmatic  patients  under- 
going various  trials  of  disodium  cromogly- 
cate  therapy  indicates  this  index  is  very 
sensitive,  reasonably  reproducible  in  the 
hands  of  clinicians  trained  in  its  use,  and 
specific  for  asthma  rather  than  for  coexist- 
ing chronic  obstructive  lung  disease  in  this 
patient  population.  Duplicate  scoring  by 
trained  observers  is  recommended.  Correla- 
tions between  disability  and  daily  asthma 
symptom  scores  were  generally  statistically 
significant,  but  coefficients  were  low.  Cor- 
relations of  disability  with  pulmonary  func- 
tion parameters  (measured  fortnightly) 
were  not  significant.  Statistically  signifi- 
cant improvement  was  evident  in  most 
asthma  indices  after  a month  of  disodium 
cromoglycate  treatment.  Disability  scores 
improved  a great  deal. 


Clindamycin  in  Treatment  of  Soft-Tissue 
Infections  — W.  Schumer  et  al  (820  S Da- 
men,  Chicago  60612).  Arch  Surg  106:578- 
581  (April)  1973. 

Clindamycin  phosphate,  a parenteral  prep- 
aration of  the  antibiotic  clindamycin,  was 
used  to  treat  131  patients  with  documented 
bacterial  infections.  Clindamycin  therapy 
effectively  eradicated  81%  of  the  infections. 
There  were  no  apparent  systemic  toxic  ef- 
fects. Injections  of  clindamycin  were  satis- 
factorily tolerated  for  as  long  as  three 
weeks.  Resistant  Staphylococcus  aureus  de- 
veloped in  8%  of  the  patients. 


Response  of  Benign  Mesenchyoma  and  Stri- 
dor to  Corticosteroid  — R.  E.  Stanton 
(3620  NE  122nd  A v e,  Portland,  OR 
97230).  Am  J Dis  Child  126:254-255 
(Aug)  1973. 

An  unusual  and  highly  vascular  tumor  in 
an  infant  responded  to  corticosteroid  ther- 
apy. Clearing  of  severe  stridor  was  repeat- 
edly found  to  correlate  with  the  dramatic 
decrease  in  size  of  benign,  cervical  mesen- 
chymomas following  therapy  with  dexame- 
thasone. 
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Malignant  Disease  in  Children  Whose  Moth- 
ers Had  Chickenpox,  Mumps,  or  Rubella 
in  Pregnancy  — A.  M.  Adelstein  (Office 
of  Population  Census  and  Surveys,  Somer- 
set House,  London)  and  J.  W.  Donovan. 
Br  Med  J 4:629-630  (Dec  16)  1972. 

To  test  the  hypothesis  that  leukemia  may 
follow  virus  infection  in  pregnancy,  an 
analysis  was  made  of  deaths  which  occurred 
in  a cohort  of  children  born  in  1951  and 
1952  after  pregnancies  in  which  the  mother 
suffered  chickenpox  or  mumps  at  any  stage 
of  gestation  or  rubella  in  the  first  18  weeks. 
Two  deaths  from  leukemia  occurred  among 
the  children  whose  mothers  suffered  from 
chickenpox,  a significant  excess.  There 
were  no  deaths  from  leukemia  among  the 
other  children,  but  two  died  following  ma- 
ternal mumps,  one  from  Ewing  tumor  and 
one  from  Still  disease. 


Unilateral  Short  Lower  Extremity  and 
Single  Umbilical  Artery  — R.  E.  Johnson- 
baugh  (Naval  Hosp,  Bethesda,  MD  20014). 
Am  J Dis  Child  126:186-187  (Aug)  1973. 

Nine  of  1,152  liveborn  infants  had  a sin- 
gle umbilical  artery  detected  shortly  after 
birth  (four  in  the  delivery  room  and  five  by 
routine  umbilical  cord  sectioning,  the  follow- 
ing morning).  One  had  multiple  obvious 
congenital  anomalies  and  died  shortly  after 
birth.  All  nine  were  investigated  by  chrom- 
osome analysis.  Five  were  studied  by  trans- 
umbilical  artery  aortography  and  pyelog- 
raphy without  showing  any  abdominal 
aorta  or  renal  abnormalities.  The  eight  sur- 
vivors were  examined  clinically  (for  1 to  15 
months)  for  evidence  of  unilateral  shorten- 
ing of  a lower  extremity  and  none  was  de- 
tected. 


Cardiac  Effects  of  Two  Cocktails  in  Normal 
Man  — L.  Gould  et  al  (600  E 233rd  St, 
Bronx,  NY  10466).  Chest  63:943-947 
(June)  1973. 

Ten  normal  subjects  ingested  four  ounces 
of  Canadian  whiskey.  Systolic  time  intervals 
were  obtained  before  and  for  one  hour  after 
alcohol  intake.  Maximum  changes  were  seen 


60  minutes  after  alcohol  ingestion.  At  this 
time,  left  ventricular  depression  was  mani- 
fested by  a significant  increase  in  the  pre- 
ejection period,  isometric  contraction  time 
and  the  PEP/LVET  ratio.  The  left  ven- 
tricular ejection  time  showed  no  significant 
change,  while  the  cardiac  rate  fell  signifi- 
cantly. The  ingestion  of  isocaloric  glucose 
as  a control  produced  no  alterations  in  the 
systolic  time  intervals.  Thus,  four  ounces 
of  whiskey  can  impair  cardiac  function  in 
normal  subjects. 


Serum  Copper  in  Hodgkin  Disease  in  Chil- 
dren — C.  F.  Tessmer  et  al  (M.  D.  Ander- 
son Hosp,  Houston  77025).  Cancer  31: 
303-315  (Feb)  1973. 

A study  of  37  cases  of  Hodgkin  disease  in 
children,  including  669  serum  copper  levels 
(SCL),  has  demonstrated  a clinically  use- 
ful relationship  between  SCL  and  the  dis- 
ease process.  SCL  are  high  in  untreated 
Hodgkin  disease,  falling  to  normal  levels 
when  the  clinical  findings  change  from  rec- 
ognized disease  to  unrecognized  or  absent 
disease.  SCL  rises  to  abnormal  levels  upon 
relapse  before  clinical  findings.  These  re- 
lations are  even  more  pronounced  in  stage 
IV  Hodgkin  disease  and  with  systemic  symp- 
toms due  to  the  disease,  and  are  not  present 
in  lymphocytic  predominance  cases. 


Infant  Intelligence  — D.  Elkind  (685  Mount 
Hope  Ave,  Rochester,  NY  14627).  Am  J 
Dis  Child  126:143-144  (Aug)  1973. 

Infant  intelligence  tests  were  examined 
in  the  light  of  recent  and  past  research. 
This  review  suggests  that  infant  intelligence 
tests  are  poor  predictors  of  later  intellec- 
tual ability.  Infant  tests  measure  primar- 
ily sensorimotor  functions  whereas  IQ  tests 
for  older  children  and  adults  measure  lan- 
guage, abstraction  and  reasoning  which  are 
not  present  in  infancy.  The  implication  of 
these  findings  is  that  attempts  to  intellectu- 
ally “stimulate”  infants  in  hopes  of  improv- 
ing intelligence  at  later  age  levels  is  most 
probably  a waste  of  time  and  money. 
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Physicians'  Classified  ■“ 

WANTED  — Associate  in  general  practice 
beginning  July  1,  1974.  Early  partnership. 
NE  Nebraska  town  of  1350.  Contact:  D.  J. 
Nagengast,  M.D.,  Box  25,  Bloomfield,  Nebr. 
68718.  Telephone:  402-373-4.341. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  City,  Nebraska 
68926. 

MEDICAL  OFFICE  FOR  RENT  OR 
LEASE  — Cot-Nor  Incorporated  Suite  500 
with  1,015  sq.  feet  located  at  5440  South  Street, 
Lincoln,  Nebraska.  Abundant  parking  avail- 
able. If  interested,  contact  Mr.  Dick  Gaughan, 
Manager  of  Cot-Nor  Incorporated,  Suite  1600, 
5440  South  Street,  Lincoln,  Nebraska  68506. 
Phone:  (402)  489-2718. 


WANTED  — Recently  trained  radiologist  to 
provide  modern  diagnostic  and  therapeutic 
radiological  seiwices  for  a recently  consoli- 
dated midwest  regional  hospital  of  approxi- 
mately 300  beds.  Radiologist  recently  expired 
and  his  part-time  associate  plans  to  retire 
soon.  Contact  Box  #40,  Nebraska  Medical 
Journal,  1902  Fii'st  National  Bank  Bldg., 
Lincoln,  Nb.  68508. 

IMMEDIATE  OPENING  for  Ob-Gyn,  In- 
ternal Medicine,  and  Orthopedic  specialties  to 
establish  successful  practice  with  14-man  multi- 
specialty group.  Excellent  group  benefits; 
pension  plan;  modern  clinic  facilities;  progres- 
sive community  with  excellent  educational  sys- 
tem including  two  colleges;  city  population 
35,000;  good  recreational  facilities;  each  spe- 
cialty must  be  board  eligible  or  certified.  Con- 
tact: Business  Manager,  The  Manitowoc  Clinic, 
601  Reed  Avenue,  Manitowoc,  Wisconsin  54220. 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
jplished  its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
ipatients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  (x:cupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hottmann-La  Roche  Inc. 

Nulley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  rension  and  anxiety  states;  somatic  com- 
plaints whicli  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  l)\  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  w ithdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  com  idsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Knovt  ti  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  reijuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  fretjuency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surt  eillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  w ith  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .\1AO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  lo  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  neetfed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
to  n^;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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] omplete  Product  Information: 

: ■ lescription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
ct,  available  in  scored  light-green  tablets,  each  containing  80  mg 

I’imethoprim  and  400  mg  sulfamethoxazole, 
rimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
: is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
lar  weight  of  290.3. 

I' ulfamethoxazole  is  A/'-(5-methyl-3-isoxazolyl) sulfanilamide.  It  is 
n almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
jcular  weight  of  253.28. 

ctions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
f dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid, 
rimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
ydrofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
'nzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
jssential  to  many  bacteria. 

ii  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
'lowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
[lone. 

1 vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
■acterial  activity  of  Bactrim  includes  the  common  urinary  tract 
iiathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
.Dwing  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
\iella-Enterobacter,  Proteus  mirabllis  and  indole-positive  proteus 
, pecies. 


1 Representative  Minimum  Inhibitory  Concentration  Values 

for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

! Bacteria 

alone 

alone 

IMP 

SMX 

1 Escherichia 
coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

: Proteus 
\' mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

tuman  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
iidministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
ole  are  similar  to  those  achieved  when  each  component  is  given 
done.  Peak  blood  levels  for  the  individual  components  occur  one 
0 four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
vely  the  same  regardless  of  whether  these  compounds  are  admin- 
stered  as  individual  components  or  as  Bactrim.  Detectable 
mounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
food  24  hours  after  drug  administration.  Free  sulfamethoxazole 
ind  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
)n  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
3 sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
lein-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
ind  metabolized  forms.  The  free  forms  are  considered  to  be  the 
'herapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
nprim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
l')lood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
j.iecreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
iegree;  trimethoprim  does  not  influence  the  protein  binding  of 
liulfamethoxazole. 

ixcretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
^..ulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
I ire  the  concentrations  in  the  blood.  When  administered  together 
iS  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
j[he  urinary  excretion  pattern  of  the  other. 

indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
|is,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
|:.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

mportant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
sms  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
lji:ially  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 

ilTontraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Ij’regnancy  and  during  the  nursing  period  (see  Reproduction 
ptudies). 

Varnings:  Deaths  associated  with  the  administration  of  sulfonamides 
lave  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
rimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
0 interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
oatients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
oeen  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

'Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/  kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Ho(fmann-La  Roche  Inc. 

Nutley  N J 07110 
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Pension  fund  contributions 

By  a vote  of  93  to  0 the  Senate  has  passed 
S.  4,  the  Retirement  Income  Security  for 
Employees  Act.  Included  in  the  bill  are 
modifications  to  the  Keogh  plan  increasing 
the  allowable  contributions  for  individuals 
for  10%  of  income  or  $2500,  whichever  is 
less,  to  15%  of  income  or  $7500,  whichever 
is  less.  Provisions  relating  to  corporate  pen- 
sion plans  would  allow  tax  deductions  on  con- 
tributions in  amounts  which  would  produce 
pension  benefits  equal  to  75%  of  an  indi- 
vidual’s three  high  years  of  income  with  the 
maximum  pension  benefit  of  $75,000  a year. 
Professional  corporations  would  be  subject 
to  the  same  provisions  as  other  corporations, 
the  Finance  Committee  having  rejected  an 
earlier  proposal  which  would  have  limited  the 
tax  deferrals  of  incorporated  professionals  to 
$7,500  per  year.  In  order  to  clear  the  way 
for  a conference,  the  Senate  attached  its 
measure  to  and  it  became  a part  of  H.R. 
4200,  a bill  previously  passed  by  the  House 
modifying  the  tax  treatment  of  military  pen- 
sions. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8V^  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  end  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company.  Norfolk,  Nebr.  68701. 
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House  passes  HMO  bill 

The  House  by  a vote  of  369-40,  has  passed 
S.  14,  the  Health  Maintenance  Organization 
and  Resources  Development  Act  of  1973.  In 
passing  the  measure,  the  House  substituted 
the  language  of  H.R.  7974,  a committee  bill 
primarily  drafted  by  Representatives  Rog- 
ers (D.,  Fla.),  Roy  (D.,  Kans.)  and  Hastings 
(R.,  N.Y.).  HMO  legislation  will  now  be 
the  subject  of  a House-Senate  conference. 
As  passed  by  the  House,  the  bill  authorizes 
a $240  million,  five-year  program  to  provide 
federal  grants  and  contracts  for  feasibility 
studies,  grants  and  contracts  for  initial  de- 
velopment, and  loans  and  loan  guarantees  for 
initial  operation  costs.  It  further  requires 
employers  of  25  or  more  employees  to  make 
an  HMO  option  available  to  employees  if  an 
HMO  is  available.  It  also  directs  the  Comp- 
troller General  to  conduct  a comprehensive 
review  of  the  operations  of  at  least  50 
HMOs  receiving  assistance  under  the  pro- 
gram. 


I'riaminic^  Expectorant  Triaminic  Expectorant 

with  Codeine  © 


Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamme  maleate,  6.25  mg  ); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 


rhe  Adult  Expectorants  that  are  great  for  kids,  too. 


Each  teaspoonful  (5  ml.)  contains: 

f iminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
neniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg  ); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 
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Roy  & DuVal  speak 

There  is  a crisis  in  American  health  care 
today  — according  to  Merlin  K.  DnVal,  M.D., 
Vice  President  for  Health  Sciences  at  the 
University  of  Arizona  — but  it  is  not  a 
crisis  that  stems  from  defects  in  America’s 
medical  care  delivery  system. 

Speaking  to  the  American  Association  of 
Medical  Clinics  at  their  September  16-20 
Annual  Meeting,  the  former  HEW  Assistant 
Secretary  for  Health  and  Scientific  Affairs 
charged  his  colleagues  with  the  responsibil- 
ity of  meeting  the  needs  of  the  nation’s 
health  care  delivery  system  by  working  with- 
in the  existing  socioeconomic  and  govern- 
ment framework. 

Citing  the  characteristics  of  the  medical 
profession  that  may  appear  to  be  contribut- 
ing to  this  crisis,  Dr.  DuVal  drew  on  his 
personal  experience  with  a neonatal  project, 
in  Arizona  to  illustrate  the  productive  im- 
plementation of  single  specialty  regional  co- 
operation. 

Private  and  public  effort  and  cooperation 
are  vital  in  order  to  minimize  government 
health  care  legislation,  intervention  and 
regulation,  according  to  William  R.  Roy, 
M.D.,  Democratic  Representative  from  Kan- 
sas. 
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available  to  the 
profession  on  request. 

PHARMACAL  COMPANY 

Division  of  Physicians  & Hospitals  Supply  Co. 

Minneapolis,  Minnesota  55403 


‘I  hate  making'  deliveries  for  the  chief  resident’s  wife!” 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823 
American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec.,  Suite  1201, 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Dr.,  Suite  2700,  Chicago,  111.  60601 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 
American  Heart  Association 
Mr.  Wm.  W.  Moore,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 

George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hears!  Building,  Third  at  Market  St., 
San  Francisco,  California  94103 

American  LTrological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 

Virgil  1.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 

National  Multiple  Sclerosis  Society 

Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 

National  Rehabilitation  Association 

1522  “K”  St.,  N.W.,  Washington,  D.C.  20005 
Radiological  Society  of  North  America 
David  S.  Canoll,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 
Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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Councilor  Districts  and  Counties 
First  District:  Councilor:  Thomas 

J.  Gurnett.  Omaha.  Counties: 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela.  Lincoln.  Counties : 
Lancaster,  Otoe.  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson.  Nemaha.  Pawnee. 
Richttrdson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar.  Dixon.  Dakota. 
Antelope,  Pierce.  Thurston.  Madi- 
son, Stanton.  Cuming,  Wayne. 
Fifth  District:  Councilor:  Robert 

M.  Sorensen,  Fremont.  Counties  : 
Burt.  Washington,  Dodge.  Platte. 
Colfax.  Boone,  Nance.  Merrick. 
Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties: 
Saunders.  Butler,  Polk,  Seward. 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties:  Sa- 
line, Clay.  Fillmore,  Nuckolls. 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg.  Bassett.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker.  Kearney.  Counties : 
Hall,  Custer,  Valley,  Greeley. 
Sherman.  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thoma'=i, 
Blaine.  Wheeler.  Loup,  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties:  Gos- 
per, Phelps.  Adams,  Furnas. 
Harlan.  Webster,  Kearney.  Red 
Willow,  Chase.  Frontier,  Dundy, 
Hitchcock, 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins.  Keith.  Mc- 
Pherson, Garden.  Arthur.  Logan. 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman.  C hadron.  Counties: 
Scotts  Bluff.  Banner.  Box  Butte. 
Morrill.  Kimball.  Cheyenne.  Sioux. 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Cass 

Cheyenne-Kimball-Deuel. 

Cuming 

Custer 

Dawson 

Dodge 

Five  County— 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska. 

S.E.  Nebraska 

S.W.  Nebraska 

Washington-Burt 

York-Polk 


George  L.  Welch.  Hastings Leo  F.  Weiler,  Hastings 

R.  E.  Kopp.  Plainview D.  F.  Johnson.  Jr.,  Osmond 

Roy  J.  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

.Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

David  L,  Bacon.  Kearney R.  D.  Scott,  Kearney 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp.  Elmwood 

John  B.  Byrdj  Kimball C.  W.  Cutright.  Sidney 

E.  L.  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  H.  Jacobsen,  Broken  Bow 

John  H.  Worthman,  Cozad Rodney  A.  Sitorius,  Coz«ad 

Thomas  G.  Erickson.  Fremont W.  B.  Eaton.  Fremont 

Henry  J.  Billerbeck,  Randolph Charles  G.  Muffley,  Pender 

Paul  R.  Martin.  Ord Otis  W.  Miller,  Ord 

John  W.  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 


Robert  C.  Chase,  Grand  Island Gordon  D.  Francis.  Gr.  Island 

P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

William  F.  Becker,  Lynch Donald  D.  Bailey,  O’Neill 

R.  G.  Hanisch,  St.  Paul E.  C,  Hanisch,  St.  Paul 

Gordon  O.  Johnson.  Faivbury Frank  Falloon,  Fairbury 

Jt.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

L.  Dwight  Cherry,  Lincoln Dwight  L.  Snyder.  Lincoln 

George  D.  Cooper,  North  Platte.  Miles  E.  Foster,  North  Platte 

R.  E.  Klaa.s.  Norfolk F.  Martin,  Norfolk 

R.  H.  Penor.  Chadron A.  J.  Alderman,  Chadron 

S.  M.  Truhlsen,  Omaha Donald  J.  Pavelka.  Omaha 

G.  E.  Burbridge,  Nebraska  City.C.  J.  Formanack,  Syracuse 

Walter  Reiner.  Jr.,  Holdrege.-.Rex  J.  Kelly,  Holdrege 

Herbert  D.  Kuper,  Columbus A.  H.  Liebentritt,  Columbus 

V.  Franklin  Colon.  Friend Marquis  W.  Hineman,  Crete 

E.  J.  Hinrichs,  Wahoo John  E.  Hansen.  Jr.,  Wahoo 

Kenneth  J.  Johnson.  Scottsbluff. Clark  D.  Wieland.  Scottsbluff 

Paul  E.  Plessman,  Seward Van  E.  Vahle,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

R.  E.  Jackson,  Pawnee  City B.  G.  Farmer,  Falls  City 

G.  A.  Harris,  Cambridge John  L.  Batty.  McCook 

L.  E.  Sauer.  Tekamah Isaiah  Lukens,  Tekamah 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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ORGANIZATIONS.  STATE  — 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Timothy  P.  Keyser,  Executive  Director 
904  South  75th  St.,  Omaha  68114 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Division  of  Rehabilitation  Services  of  Visually 
Impaired 

Dean  McDermott,  Director 
1045  South  Street,  Lincoln  68502 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 
8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz.  1620  “M”  St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society 
Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  W.O.W.  Bldg.,  1319  Farnam  St. 

Omaha,  Nebr.  68102  — Phone  402:  341-3770 
Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Pi'offitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 
Nebraska  Academy  of  Otolaryngology 
Ray  0.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 
Blaine  Y.  Roffman,  M.D.,  Sec’y-Treas. 

U of  N Hospital,  42nd  & Dewey,  Omaha  68105 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter 
American  Academy  of  Pediatrics 
K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec’y-Treas. 

4701  NoiTnal  Blvd.,  Lincoln  68506 
Nebraska  Chapter 
American  College  of  Physicians 

John  Hartigan,  M.D.,  Govenior  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Chapter,  American  College  of  Radiology 
Howard  L.  Copas,  M.D.,  Seci’etary-Treasurer 
827  South  131st  Street,  Omaha  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Diabetes  Association,  Inc.  — 

Omaha  Chapter 

Mrs.  Bessie  M.  White 
921  Dorcas,  Room  221,  Omaha  68108 
Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier.  Executive  Vice  President 
4201  Dodge,  Omaha  68131 
Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 
Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 
Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Famam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 


Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Avenue,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “0”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rehabilitation  Service  Division 
Garry  Cartwright,  Assistant  Commissioner 
233  South  10th  St.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  for  Medical  Technologists 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  for  the  Prevention  of 
Blindness,  Inc. 

An  Affiliate  of  the  National  Ass’n.  for  the 
Prevention  of  Blindness,  Inc.,  120  South  42nd 
St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
Maryland  Plaza,  Suite  107,  1325  So.  72nd, 

Omaha  68124 

Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Hemy  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “O”  St.,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretaiy-Treasurer 
8552  Cass,  Omaha  68114 
Nebraska  State  Orthopedic  Society 
James  R.  Scott-Miller,  M.D.,  Secretary 
521  Doctors  Bldg.,  Omaha  68131 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen.  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmar  R.  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Hal  K.  Mardis,  M.D.,  Sec’y-Treasurer 
8300  Dodge,  Omaha  68114 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th.  Omaha  68105 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 
Charles  F.  Lemer,  Executive  Director 
5002  Davenport,  Omaha  68132 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


BUMPS  AND  LUMPS 

People  are  examining  themselves  lately, 
and  they  are  finding  things.  Some  have  felt 
bumps  while  looking  for  breast  tumors,  and 
others  have  discovered  what  seemed  to  be  a 
lump  in  the  stomach. 

They  have  discovered  their  breastbones. 

The  breast  examiners  found  the  body  of 
the  stei'num,  I suppose.  The  discoverers 
of  the  lump  in  the  stomach  were  feeling 
their  xiphoid  processes  for  the  first  time. 

What  they  found  was  anatomy,  not  path- 
ology, but  they  learned,  and  they  were  re- 
assured. 

F.C. 


WHAT  TO  DO  WITH  THE  HOSPITAL 
BEDS 

I keep  reading  about  a surplus  of  beds  in 
the  U.S.,  and  I suggest  that  we  put  them 
to  good  use.  I have  been  thinking  about  this 
during  a whole  coffee  break,  and  I have 
come  up  with  several  ideas. 

If  being  in  a hospital  is  good  for  you  when 
you  are  sick,  then  it  is  probably  good  for 
you  when  you  are  well,  and  it  may  even 
keep  you  from  getting  sick.  So  we  might 
send  patients  there  for  a week  every  year, 
and  call  it  the  preventive  medicine  section. 

They  could  go  through  all  sorts  of  test- 
ing. 

They  would  be  seen  by  their  doctors  every 
day.  They  could  have  the  benefit  of  con- 
sultation. They  would  converse  with  other 
patients,  and  exchange  symptoms. 

And  they  could  get  a rest.  They  might 
even  get  to  meet  their  friends  and  relatives 
they  have  not  seen  for  some  time. 

It  would  be  something  like  the  second  look 
operation,  doing  something  to  the  patient 
when  he  has  no  symptoms,  before  he  gets 
them. 

And  we  might  reserve  some  of  the  beds 
for  tired  doctors,  between  cases,  or  waiting 


for  surgery,  or  hoveling  neai'  a seriously 
ill  patient. 

But  think  of  the  insurance  companies. 

F.C. 


AT  THE  JOURNAL  CONFERENCE 

After  being  elected  to  a national  commit- 
tee at  a meeting  I did  not  attend,  which 
figures,  I bravely  flew  to  Atlanta  and  back, 
where  I played  the  piano  (The  Battle  Hymn 
of  the  Republic,  in  Georgia,  yet),  rode  a 
glass-enclosed  elevator,  wore  a badge  that 
said  With  Honor,  which  I painfully  discov- 
ered was  for  our  advertising,  and  came  on 
some  interesting  figures. 

They  had  prepared  a page  called  Distribu- 
tion of  Circulation  over  Specialties,  and  they 
chose  three  states,  including  ours,  and  I 
thought  I would  show  you  their  numbers. 

Percentage  of 


All 

Physicians 

Those  in 
General 
Practice 

u.s 

_.._..334,028 

17.3 

Alabama  

2,600 

26.2 

Indiana  

4,306 

38.4 

Kentucky  

2,807 

34.7 

Nebraska  

1,338 

40.7 

This  shows  that  the  percentage  of  doctors 
in  general  practice  is  high  in  Nebraska  and 
is  more  than  twice  the  national  average, 
that  two  out  of  five  physicians  here  are  in 
GP,  and  that  the  proportion  of  those  in 
general  practice  tends  to  increase  as  you  go 
through  the  states  in  alphabetical  order. 

F.C. 


SORRY  WE’RE  CLOSED 

It  was  a quarter  of  five  and  they  closed 
at  a quarter  of  five.  They  were  still  there 
when  I arrived,  but  it  didn’t  do  me  any 
good;  they  stayed  closed.  So  I came  back 
the  next  day;  it  wasn’t  a matter  of  life 
and  death,  and  they  were  within  their 
rights. 
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Quitting  time  arrives  with  astronomical 
accuracy  in  department  stores  and  barber 
shops,  in  post  offices  and  garages,  in  gro- 
ceries and  in  gas  stations.  If  you  want  to 
buy  gasoline  or  a haircut,  if  you  need  to 
register  a letter  or  have  a flat  tire  un- 
flattened, you  may  find  that  you  must 
wait  until  tomorrow.  If  it’s  after  hours, 
you  will  need  to  wait  for  just  about  anything 
or  anyone. 

But  if  you  want  a doctor,  that’s  different. 
Because,  despite  the  taking  two  aspirins  and 
call  me  in  the  morning  jest,  doctors  do  not 
close.  People  get  sick,  women  go  into  labor, 
and  accidents  occur  round  the  clock. 

And  there’s  no  quitting  time  for  doctors. 

F.C. 


ON  MALPRACTICE 

TV  was  dull,  so  I tried  crossword  puzzles, 
which  I do  in  ink  because  it  is  good  for 
my  morale.  I finished  the  mind-destroyers ; 
but  the  definition  of  “sixty  seconds”  was 
“hour,”  “furniture”  meant  “suit,”  and  15- 
down  was  “bridge  term”  which  turned  out 
to  be  “meld.” 

It  was  no  great  thing;  you  should  be  able 
to  do  these  things  with  only  the  downs  and 
none  of  the  acrosses.  But  “ocean”  and  “sea” 
were  synonymous,  and  “great  lake”  always 
meant  “Erie.”  Yet  when  I wrote  “Erie” 
the  next  time,  I had  a little  white  box  left 
over.  So  I sailed  through  my  mnemonic 
device;  you  know:  “Homes”:  Huron,  On- 
tario, Michigan,  Erie,  and  Superior,  and  of 
course  it  was  Huron,  which  nobody  re- 
members. But  the  riddlers  had  misled  me 
after  assuring  me  that  “Erie”  would  al- 
ways fit. 

Anyway,  when  these  authors  goofed,  no- 
body died.  And  nobody  got  sued.  But  if 
somebody  just  thinks  we  did,  we  suddenly 
become  different  from  everybody  else. 

F.C. 


SEE  THE  BLOOD 
or 

HEMOGLOBIN  ON  THE  HIGHWAY 

I am  not  one  for  poetry  that  is  only  a 
chopped-up  line  of  poor  prose;  it  ought  to 


sound  like  poetry  or  it  must  mean  some- 
thing. If  you  mix  alcohol  and  gasoline, 
you  get  blood.  Only  it  won’t  all  come  from 
the  one  who  did  it,  which  brings  me  to 
these  precious  examples  of  my  own  applied 
poetry. 

My  first  effort. 

If  you  drink, 

Think. 

Here  is  another. 

If  you  drive. 

Survive. 


I was  beginning  to  like  it,  so  I wrote  this : 
Here’s  mud 
In  your  eye, 

There’ll  be  blood 
By  and  by. 

This  is  my  last  attempt,  I promise: 

When  you  leave  the  bar. 

Stay  out  of  your  car. 


People  who  drink  and  drive  aren’t  funny. 
They  kill  me. 


F.C. 


THE  KEARNEY  MEETING 

I drove  quickly  but  safely  to  Kearney 
for  our  three-day  state  fall  session,  and 
quickly  but  safely  back  to  Lincoln.  There 
was  meeting  with  friends,  hospitality,  dining, 
and  work. 

I talked  with  student  and  house  officer 
representatives,  and  I was  impressed. 

I heard  nothing  about  shorter  hours. 

There  was  a great  deal  of  discussion  con- 
cerning health  care  of  Nebraskans. 

And  I was  pleased  to  see  that  so  many 
had  spent  so  much  of  their  time  and  energy 
and  money  to  come  to  the  meeting  to  talk 
about  the  ways  in  which  we  can  improve 
the  health  of  our  fellow-citizens. 

The  attendance  was  good.  I listened  to 
the  councilors  and  the  delegates,  and  heard 
the  reports.  The  reference  committees  get- 
togethers  were  possibly  the  best  part  of  the 
session. 

I enjoyed  the  whole  meeting;  but  I ate 
too  much. 

F.C. 
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ORIGINAL  ARTICLES 


Sudden  Unexpected  Death  at  All  Ages 


A great  amount  of  attention  has 
been  given  to  sudden  unexpect- 
ed infant  death  because  of  its 
frequency  and  emotional  appeal.  This  paper 
is  written  to  call  attention  to  similar  deaths 
at  all  ages  and  to  try  to  find  some  common 
factors  in  them.  The  most  important  ob- 
servation is  that  the  primary  manifesta- 
tion is  due  to  sudden  cessation  of  blood  cir- 
culation from  cardiac  asystole,  not  respira- 
tory failure.  Consequently  the  first  efforts 
for  resuscitation  should  be  directed  to  restor- 
ation of  heart  action,  applying  respiratory 
aid  secondarily. 

Interest  in  this  subject  developed  from 
general  observation  that  there  is  a common 
association  of  sudden  infant  death  with  epi- 
demic influenza.  Extensive  study  of  the 
epidemiology  and  pathology  of  influenza 
and  acute  respiratory  infections, stimu- 
lated a search  for  an  explanation  of  similar 
death  at  all  ages.  Illustrative  cases  and 
references  will  be  presented  of  sudden  death 
in  infants,  children,  young  adults,  middle 
age,  older  age  and  under  anesthesia,  with 
discussion  following. 

Sudden  Infant  Death 

Case  No.  1 — This  4i/>  month  old 
male  infant  was  found  dead  in  his  crib 
by  his  mother  February  4,  1968.  A 
slight  cough  had  been  noted  the  night 
before,  no  other  signs  of  illness.  There 
was  prevalent  at  this  time  a mild  epi- 
demic of  influenza,  type  A-1,  with  an 
unusual  number  of  sudden  deaths  asso- 
ciated with  it.  Necropsy  examination 
showed  serohemorrhagic  congestion  of 
the  lungs,  some  petechiae  in  the  thy- 
mus, this  pathology  noted  as  usually 
found  in  this  type  of  death. 

Sudden  Child  Death 

Case  No.  2 — This  3 year  old  girl 
was  found  dead  in  bed  by  her  mother 
December  29,  1969.  Three  days  previ- 
ously she  had  developed  a “runny”  nose 
with  slight  cough,  not  appearing  sick. 
The  next  day  the  cough  became  worse, 
not  productive,  then  appearing  sick, 
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temperature  102  to  103  degrees.  The 
third  day  the  cough  became  “wet”  or 
“loose,”  with  restlessness  and  diffi- 
culty breathing  that  evening.  For  this 
reason  her  mother  stayed  awake  with 
her  in  a double  bed.  At  5:00  a.m.  she 
became  quiet  and  at  7:00  a.m.  appeared 
to  be  sleeping.  Her  mother  then  slept, 
awakening  at  9 :00  a.m.  to  find  her  dead. 
The  covers  over  the  child  were  in  nor- 
mal position,  the  body  mottled  and  cold 
indicating  death  of  some  duration.  The 
entire  family  of  four  older  children, 
the  parents  and  two  grandparents  all  had 
had  acute  respiratory  infections  with 
cough  the  preceding  two  weeks  during 
an  epidemic  of  influenza,  type  A-1.  Ne- 
ci’opsy  showed  the  lungs  to  be  subcrepi- 
tant throughout,  exuding  frothy  blood 
stained  fluid  on  cut  surface,  the  bron- 
chi filled  with  purulent  appearing  ma- 
terial. A few  petechiae  were  found  in 
the  visceral  pericardium.  Microscopic 
sections  of  the  lungs  showed  marked 
serohemorrhagic  congestion.  The  exu- 
date in  the  smaller  bronchi  consisted  of 
fibrin,  gi'anular  debris  and  polymorpho- 
nuclear leucocytes  with  denuded  mu- 
cosa, inflammatory  cell  infiltration  in 
the  submucosal  tissue.  Pathological  di- 
agnosis of  interstitial  pneumonitis  was 
given,  suggesting  viral  origin. 

Case  No.  3 — This  12  year  old  girl 
was  sitting  in  a chair  at  home  with 
her  mother,  listening  to  records,  seem- 
ing well,  when  she  suddenly  slumped  in 
her  chair  with  no  warning  cry  or  move- 
ment, no  I’espi rations  or  pulse  were 
found.  Her  father  came  immediately 
from  an  adjoining  room,  placed  her  on 
the  floor  and  applied  mouth  respira- 
tory effort  of  resuscitation  with  no 
return  of  breathing  or  pulse,  pronounced 
dead  on  arrival  at  the  hospital.  That 
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day,  January  6,  1968,  she  had  appeared 
quite  well,  had  gone  sledding  with  a 
girl  friend,  stopped  briefly  at  her 
friend’s  house  and  then  home.  History 
was  obtained  that  10  days  previously 
she  had  developed  a mild  “cold”  with 
cough,  not  feeling  well.  She  had  re- 
covered from  this  except  for  a per- 
sisting occasional  slight  cough  at  the 
time  of  her  death.  Necropsy  showed  the 
cut  surface  of  the  lungs  to  exude  con- 
siderable pink  fluid  with  focal  areas  of 
more  firm  purplish  discoloration,  the 
bronchi  exuding  pink  frothy  material. 
Microscopic  sections  showed  extensive 
mucosal  denudation  in  the  teiTninal 
bronchioles  with  inflammatory  cell  in- 
filtration in  the  surrounding  submucosal 
tissue.  The  alveolear  areas  showed  se- 
rous exudation  with  a few  red  blood 
cells  and  marked  capillary  congestion. 
No  other  significant  pathology  was 
found.  Pathologic  diagnosis  of  sero- 
hemorrhagic congestion  of  lungs  and 
subacute  bronchiolitis  was  given. 

Case  No.  4 — This  6 year  old  boy, 
seeming  well  at  school,  suddenly 
slumped  to  the  ground  as  he  was  run- 
ning out  to  play  at  recess  on  a very 
cold  morning,  temperature  3 degrees, 
November  30,  1964.  There  was  no  his- 
tory of  preceding  cough  or  illness  ex- 
cept that  the  evening  before  his  death 
he  had  complained  of  some  vague  ab- 
dominal distress,  not  present  in  the 
morning.  The  collapse  was  observed 
by  his  teacher  who  noted  no  cry  or 
voluntary  movement.  The  principal  was 
called  and  came  promptly,  giving  mouth 
respiratory  resuscitation,  observing  a 
few  weak  ineffective  respiratory  ef- 
forts that  soon  ceased,  no  radial  pulse 
found  at  any  time.  When  transported 
to  the  hospital,  oxygen  by  intubation, 
cardiac  massage  and  intracardiac  adrena- 
lin injections  were  given.  This  resulted 
in  slight  reduction  of  wide  pupiliary 
dilation,  a few  weak  respiratory  efforts 
and  radial  pulse.  Electrocardiogram 
recorded  heart  action  with  wide  QRS 
complexes,  maximum  rate  20.  These 
signs  soon  disappeared  and  he  was  pro- 


nounced dead.  Necropsy  showed  pe- 
techiae  in  the  visceral  pericardium, 
slightly  dilated  left  ventricle  and  some 
focal  areas  of  lymphocytic  infiltration 
in  the  myocardium  with  adjacent  muscle 
fragmentation  and  fraying.  The  lungs 
showed  serohemorrhagic  congestion 
with  some  denudation  of  the  mucosa  in 
the  bronchioles.  Pathological  diagnosis 
of  mycarditis  and  probable  viral  type 
of  infection  in  the  lungs,  causing  sud- 
den cardiac  failure. 

Sudden  Young  Adult  Death 

Young  adults  occasionally  “drop  dead” 
unexpectedly  without  preceding  symptoms 
or  diagnostic  pathology  found  at  necropsy. 
No  case  of  this  tyiie  is  reported  here  but 
reference  given  to  a comprehensive  study 
of  Army  deaths  by  Moritz  and  Zamcheck.* 
They  reviewed  40,000  necropsy  reports  at 
the  Aimy  Institute  of  Pathology  of  soldiers 
of  World  War  II,  between  the  ages  of  18 
and  40  years,  who  had  died  suddenly  under 
varying  circumstances.  There  were  140  cases 
in  which  the  pathology  findings  were  essen- 
tially noi’mal.  Of  these,  20%  were  connect- 
ed with  or  immediately  followed  strenuous 
exercise,  15%  occurred  during  sleep  and 
those  over  35  years  of  age  were  more  likely 
to  die  suddenly  than  those  under  20  years. 
The  fatal  attack  was  observed  in  96  cases 
and  appeared  to  be  a simple  syncope.  The 
most  frequent  pathology  found  was  pulmon- 
ary edema  and  congestion  in  69  cases,  car- 
diac dilation  in  13  cases,  and  disseminated 
petechial  hemorrhages  in  12  cases.  This 
pathology  was  inteipreted  as  agonal  from 
acute  circulatory  failure.  The  conclusion 
was  that  the  cause  of  these  deaths  was  a 
mystery. 

Sudden  Middle  Age  Death 

Case  No.  5 — This  48  year  old  man 
had  attended  a school  function  on  the 
evening  of  January  18,  1969,  without 
any  apparent  stress  or  symptoms. 
While  sitting  at  home  afterwards  he 
suddenly  slumped  in  his  chair  without 
movement  or  sound,  no  pulse  or  breath- 
ing detected  by  his  wife  who  was  with 
him,  pronounced  dead  on  arrival  at  the 
hospital.  Clinical  history  presented 
some  evidence  of  heart  symptoms,  epi- 
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sodes  of  anterior  chest  pain  not  well 
localized  or  related  to  physical  activity, 
for  which  he  had  consulted  a physician 
6 years  previously.  Electrocardiogram 
then  was  reported  essentially  noiTnal. 
His  symptoms  tended  to  recur  at  the 
beginning  of  the  school  year  when  he 
was  under  considerable  tension  as  a 
principal.  His  blood  pressure  was 
120/70,  moderately  overweight.  Exam- 
ination August  6,  1969,  reported  elec- 
trocai'diogram  sinus  rhythm,  rate  62, 
RR  14  sec,  QRS  12  sec,  complete  right 
bundle  branch  block ; normal  clinical, 
laboratory,  and  radiographic  findings. 
Necropsy  showed  minimal  coronary 
atherosclerosis  with  no  evidence  of  nar- 
rowing of  the  lumen  or  infarction.  Mi- 
croscopic sections  through  the  AV  con- 
duction system  disclosed  focal  areas  of 
fibrosis  adjacent  to  the  major  conduc- 
tion branches,  with  subintimal  prolifer- 
ation and  narrowing  of  vessel  lumen  to 
40  or  50%  of  normal.  The  cut  surface 
of  the  lungs  was  crepitant,  with  dark 
red  parenchyma  oozing  a large  amount 
of  foamj^  bloody  fluid.  Microscopic  sec- 
tion showed  serohemorrhagic  edema  and 
congestion.  Judgment  was  expressed 
that  the  cause  of  death  probably  was 
due  to  cardiac-respiratory  failure. 

Sudden  Older  Age  Death 

Case  No.  6 — This  57  year  old  woman 
suddenly  “blacked  out”  September  15, 
1965,  after  she  had  risen  from  bed  and 
walked  downstairs  to  the  kitchen.  With- 
out warning,  sound,  or  protective  re- 
action she  suddenly  slumped  to  the  floor 
unconscious,  observed  by  her  husband. 
The  pulse  and  respirations  were  noted 
to  be  very  slow,  pupils  widely  dilated, 
with  conjugate  deviation  of  the  eyes  to 
the  left,  no  convulsive  or  voluntary 
movements.  She  recovered  within  about 
a minute  with  no  ill  effects.  She  was 
admitted  to  the  hospital  and  had  two 
similar  attacks  there,  both  while  resting 
in  bed.  Interval  electrocardiogram,  neu- 
rological and  electroencephalogram  ex- 
aminations were  normal.  The  patient 
had  noted  a variable  palpable  “gland” 
in  the  right  submaxillary  region  thought 


related  to  teeth  infection.  Pressure 
over  this  and  the  underlying  carotid 
sinus  produced  no  symptoms,  but  sim- 
ilar pressure  on  the  left  side  caused  a 
“dizzy,  faint  feeling  with  tingling  in  the 
right  hand.”  This  indicated  some  caro- 
tid vascular  reduction  in  the  left  cere- 
bral hemisphere.  These  episodes  of  un- 
consciousness continued  at  variable  in- 
tervals after  dismissal  from  the  Clark- 
son Hospital,  always  when  at  rest. 
When  on  vacation  in  La  Jolla,  Califomia, 
she  was  admitted  to  a hospital  there  for 
further  study.  A continuous  electro- 
cardiogram record  during  an  attack  vms 
obtained.  Tliis  showed  a progressive 
bradycardia  at  onset  of  unconscious- 
ness, then  a 15  second  period  of  ven- 
tricular asystole,  interrupted  by  two 
atypical  ventricular  impulses,  then  grad- 
ual resumption  of  regular  heart  beat 
progressing  to  normal  tli rough  reverse 
bradycardia  and  recovery  of  conscious- 
ness, the  entire  sequence  lasting  about 
one  minute.  Two  differing  interpreta- 
tions were  given  of  this  electrocardio- 
gram. One  cardiologist  reported  that 
this  is  an  episode  of  sinus  arrest  or 
marked  braycardia  interrupted  by  ven- 
tricular ectopic  impulses  and  possibly 
AV  nodal  impulses.  The  second  cardi- 
ologist reported  that  the  entire  episode 
is  consistent  with  stimulation  of  a sensi- 
tive carotid  sinus  or  with  some  other 
mechanism  to  produce  a gradual  in- 
crease and  then  decrease  in  vagal  tone. 
Subsequent  history  reported  a last  un- 
conscious attack  on  September  17,  1966, 
with  occasional  mild  symptoms  of 
“passing  out”  that  disappear  quickly. 
Extensive  dental  surgery  has  been 
done  for  infected  teeth. 

Sudden  Anesthetic  Death 

Tlie  term  “cardiac  aiTest”  usually  is  ap- 
plied to  sudden  death  under  general  anes- 
thesia. Its  incidence  varies  greatly  in  dif- 
ferent clinics,  from  1 in  2,000  to  3,000  gen- 
erally but  as  often  as  1 in  40  cases  of  car- 
diac surgery. So  many  factors  are  in- 
volved in  this  episode  that  it  is  difficult  to 
determine  the  initiating  cause  in  any  case. 
Major  blame  has  been  given  by  anesthesiolo- 
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gists  to  anoxia,  with  ventricular  fibrillation 
developing.  Other  factors  involved  are  the 
age  and  preoperative  condition  of  the  pa- 
tient, preanesthetic  and  anesthetic  medica- 
tion, tracheal  intubation  and  bronchial  suc- 
tion, operation  performed,  and  reflex  vago- 
tonic cardiac  inhibitory  action.  Few  elec- 
trocardiogram records  of  this  type  of  sudden 
death  are  found  in  the  medical  literature, 
although  continuous  observation  is  general- 
ly practiced  during  anesthesia.  No  illus- 
trative case  is  presented. 

Discussion 

The  syndrome  of  sudden  unexpected  death 
is  difficult  to  analyze  and  interpret  because 
of  the  lack  of  medical  record  at  onset,  and 
no  diagnostic  pathology  at  necropsy.  In  all 
cases,  there  is  sudden  loss  of  consciousness 
without  warning,  sound  or  movement,  no 
pulse  or  respirations  except  occasionally  a 
few  ineffective  respiratory  efforts  noted  as 
in  Case  No.  4.  Death  usually  occurs  dur- 
ing relaxed  rest  or  sleep.  This  manner  of 
death  indicates  sudden  loss  of  blood  cir- 
culation from  heart  stoppage,  not  primary 
respiratory  failure.  It  is  well  known  that 
the  heart  will  continue  to  function  a vari- 
able length  of  time  after  respiratory  center 
paralysis  from  compression  in  the  medulla 
and  in  bulbar  poliomyelitis,  dependent  on 
a minimal  supply  of  oxygen.  The  lack  of 
electrocardiogram  records,  except  under 
anesthesia,  leaves  uncertainty  if  the  heart 
stoppage  is  preceded  by  bradycardia,  as  in 
Case  No.  6,  or  ventricular  fibrillation. 

The  widely  observed  association  of  epi- 
demic influenza  with  sudden  infant  and 
child  death,  as  in  Cases  1,  2,  3,  has  led  to 
the  impression  that  there  is  a causal  rela- 
tionship.'i'  A probable  explanation  for  this 
association  is  the  primary  selective  localiza- 
tion of  epidemic  influenza  in  the  terminal 
bronchioles.®'  ^ This  accounts  for  the  early 
nonproductive  cough  always  present  with 
epidemic  influenza,  and  is  a very  sensitive 
zone  for  initiation  of  a vagotonic  cardiac 
inhibitory  reflex. This  primary  pathology 
of  epidemic  influenza  in  the  terminal  bron- 
chioles is  difficult  to  demonstrate  because 
the  duration  of  symptoms  is  so  brief  in  sud- 
den infant  death,  and  older  individuals  do 
not  die  in  the  initial  toxic  stages,  then  is 


obscured  by  general  lung  involvement.  This 
lesion  is  illustrated  in  the  lung  of  an  animal 
killed  near  the  onset  of  toxic  symptoms  dur- 
ing an  epidemic  of  pneumonia.^  (Figure  1). 

The  vagotonic  cardiac  inhibitory  reflex 
needs  to  be  considered  more  as  an  imme- 
diate cause  of  sudden  unexpected  death. 
Reid  et  ah®-  made  an  extensive  study  of 
this  reflex  and  located  the  most  sensitive 
area  for  its  initiation  in  the  bronchi  and 
larger  arteries  around  the  heart.  This 
agrees  with  its  relatively  high  incidence  with 
bronchial  suction,  epidemic  influenza  and 
cardiac  surgery.’^-  ft  also  can  be  initiated 
by  tracheal  intubation,  spraying  the  throat 
with  cold  water,  traction  on  viscera  with 
large  arteries,  large  pulmonary  emboli,  com- 
pression of  a sensitive  carotid  sinus,  and 
strong  emotional  reaction. Its  intial  mani- 
festation usually  is  bradycardia  and  sudden 
loss  of  consciousness,  followed  by  ventricu- 
lar asystole,  illustrated  by  Case  No.  6. 
With  “cardiac  arrest”  under  anesthesia,  ven- 
tricular fibrillation  occurs  more  frequently, 
detectable  only  by  electrocardiogram. 

It  is  recognized  that  persons  in  atheros- 
clerotic middle  age  are  more  susceptible  to 
sudden  unexpected  death  from  heart  stop- 
page, often  with  no  evidence  of  coronary  oc- 
clusion at  necropsy,  as  in  Case  No.  5.  Adel- 
son  and  Hoffman^®  reviewed  500  of  these, 
the  majority  occurring  while  the  victim  was 
at  rest  or  asleep,  with  no  related  emotional 
disturbance  or  significant  physical  activity. 
In  26%  of  these,  no  evidence  of  recent  or 
remote  coronary  occlusion  was  found  and 
their  deaths  were  not  satisfactorily  ex- 
plained, “considered  a mystery.”  Signifi- 
cantly, they  noted  that  there  are  increasing 
repoi’ts  of  patients  under  intensive  cardiac 
care  in  hospitals,  who  have  “died”  with  sud- 
den heart  and  respiratory  stoppage,  have 
been  revived  by  cardiac  stimulation,  using 
a few  sharp  blows  over  the  heart,  cardiac 
massage,  or  electrical  stimulation.  This 
emphasizes  that  some  of  these  sudden  deaths 
away  from  a hospital  might  be  saved  by 
anyone  present,  using  the  flat  of  the  hand 
for  the  sharp  blows  over  the  heart. 

There  is  a great  tendency  for  sudden  un- 
expected death  to  occur  during  relaxed  rest 
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or  sleep.  Stowens'^  offered  an  explanation 
for  this  in  sudden  infant  death  under  six 
months  of  age.  At  that  age,  there  is  lack 
of  development  of  the  cerebral  cortical  reflex 
control  influence,  thus  freeing  the  midbrain 
autonomic  reflex  centers  to  react  more  free- 
ly to  stimuli.  The  same  factor  may  be  in- 
volved at  later  age  with  relaxation  and  sleep, 
including  anesthesia.  Another  possible  fac- 
tor suggested  by  Stowens'^  in  infants  under 
six  months  of  age  is  their  carry-over  of  the 
mother’s  antibodies.  Thus,  the  initial  toxic 
antigen-antibody  reaction  with  epidemic  in- 
fluenza may  precipitate  a very  sudden  ana- 
phylactic reaction  in  the  infant’s  small  lungs, 
causing  instantaneous  reflex  cardiac  stop- 
page. At  later  ages  the  great  variety  of 
stimuli  that  may  initiate  sudden  vagotonic 
reflex  cardiac  inhibition, increases  the  dif- 


ficulty of  explanation  of  sudden  unexpected 
death  there. 

The  pathology  found  at  necropsy  of  sud- 
den unexpected  death  has  not  been  helpful 
in  interpreting  this  syndrome.  The  usual 
serohemorrhagic  congestion  of  the  lungs 
has  generally  been  interpreted  as  agonal  from 
sudden  stoppage  of  blood  circulation,*  al- 
though with  influenza  a toxic  antigen-anti- 
body reaction  has  been  suspected.'^  For  these 
cases,  more  attention  should  be  given  to  the 
terminal  bronchioles  where  denudation  of 
the  mucosa  and  inflammatory  cell  infiltra- 
tion of  the  bronchiole  well  may  indicate  the 
primary  site  of  pathology  and  cardiac  in- 
hibitory reflex  stimulation. 

Prevention  of  sudden  unexpected  death  is 
impossible,  as  it  usually  occurs  without  warn- 


Fiprure  1.  Early  selective  localization  of  pathology  in  terminal  bronchioles  of  animal  (guinea  pig)  epidemic  of 
pneumonia. 

A.  Normal  api)earance  of  entire  lung  lobe  section  under  low  magnification. 

B.  Widely  distributed  hemorrhagic  teiTninal  bronchiole  lesion  found  under  high  magnification. 
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ing  or  medical  attendance.  However,  its 
common  association  with  epidemic  influenza 
should  alert  everyone  to  its  possible  occur- 
rence in  infants  and  children.  (Cases  No.  1, 
2).  Often  a very  slight  or  persisting  cough 
is  overlooked  as  significant.  Strenuous  ex- 
ercise in  cold  weather  or  without  physical 
conditioning  should  be  avoided,  as  shoveling 
snow  in  later  years.  Preanesthetic  atropine 
probably  prevents  cardiac  arrest  in  consid- 
erable degree  during  anesthesia  and  exces- 
sive sedation,  particularly  opiates,  potentiate 
vagotonic  reflexes. 

Treatment  of  sudden  unexpected  death  has 
been  without  results,  except  when  it  occurs 
in  a hospital.  Artificial  respirations  usual- 
ly have  been  applied  by  the  public,  but  in 
view  of  the  immediate  cause  being  sudden 
stoppage  of  blood  circulation  from  heart 
stoppage,  first  efforts  should  be  directed 
to  getting  the  heart  started  again.  The 
simplest  available  technique  for  anyone 
present  at  the  time  of  sudden  unexpected 
death  is  to  apply  a few  sharp  slaps  over  the 
heart,  checking  for  pulse  return,  then  apply- 
ing artificial  respirations. ^2, 13  Without  re- 
turn of  blood  circulation,  there  is  no  possi- 
bility of  recovery  within  the  time  limit  of 
4 to  5 minutes,  when  irreversible  brain  de- 
generation occurs.  This  time  limit  rules  out 
any  benefit  after  arrival  of  a physician  or 
transportation  to  a hospital.  If  a doctor  is 
called  within  5 minutes,  he  should  advise 
by  telephone  the  simple  method  of  heart 


stimulation,  and  some  victims  of  this  tragic 
death  might  be  restored  to  life. 

NOTE:  More  detailed  information  is 

available  on  these  cases  if  it  is  desired. 

For  reduction  of  space,  credit  has  not  been 
given  for  the  clinical  and  necropsy  records. 
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UNIVERSITY  CORNER 


Pneumococcal  Meningitis 


Bacterial  meningitis  consti- 
tutes a grave  medical  emer- 
gency even  in  our  age  of  po- 
tent antimicrobial  agents.  The  prognosis  of 
bacterial  meningitis,  especially  pneumococ- 
cal, depends  more  on  the  interval  between 
onset  of  disease  and  the  institution  of  ther- 
apy than  on  any  other  single  factor.  The 
pneumococcus  is  second  in  frequency  only 
to  the  meningococcus  as  a cause  of  menin- 
gitis in  the  adult,  and  these  two  organisms 
account  for  about  65  % of  cases  of  adult  bac- 
terial meningitis.^  The  present  mortality 
rate  for  pneumococcal  meningitis  is  30% 
to  45%. 

Pneumococcal  meningitis  may  develop 
spontaneously  or  as  a complication  of  ear 
or  sinus  infection,  pneumonia,  or  skull  frac- 
ture. Relapses  are  common  and  treatment 
must  be  carried  out  with  appropriate  drugs 
in  an  aggressive  manner.  The  declining 
fatality  rates  recently  observed  may  be  at- 
tributable to  several  factors.^  One  of  these 
is  the  availability  of  potent  drugs  which  can 
be  given  in  large  parenteral  doses,  eliminat- 
ing the  need  for  the  less  predictable  and 
more  risky  intrathecal  route.  Another  is  the 
use  of  single  agents  as  opposed  to  multiple 
drug  regimens,  especially  with  respect  to 
avoiding  the  combined  use  of  bacteriocidal 
agents  such  as  penicillin  and  bacteriostatic 
drugs  such  as  the  tetracyclines.-^  A case  in 
point  regarding  this  approach  to  therapy 
will  be  presented. 

Case  Report 

The  patient,  a 40  year  old  Indian 
male,  was  seen  in  the  emergency  room 
on  November  22,  1972.  He  was  trans- 
ferred from  jail  for  increasing  mental 
confusion  and  agitation  of  two  days 
duration.  Little  further  history  was 
available;  however,  a note  accompany- 
ing the  patient  stated  that  he  had  been 
placed  in  jail  for  drunkenness  two  days 
prior  to  admission.  At  that  time  his 
neck  was  reported  to  have  been  supple, 
and  the  only  physical  abnormality  was 
dry  scaly  skin  over  his  entire  body. 
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Past  records  revealed  a history  of 
chronic  alcoholism  with  episodes  of 
delirium  tremens  and  chronic  eczema. 

Physical  examination  revealed  a 40 
year  old  Indian  male  appearing  acute- 
ly ill  and  responding  only  to  noxious 
stimuli.  Rectal  temperature  was  103° 
F,  pulse  120,  respirations  40,  blood  pres- 
sure 180/90.  A fresh  one  centimeter 
laceration  over  the  lateral  portion  of 
the  left  eye  was  noted.  The  left  tym- 
panic membrane  revealed  a central  per- 
foration without  exudate.  The  neck 
was  rigid ; chest,  cardiovascular,  and 
abdominal  examination  was  negative. 
The  skin  was  dry  and  scaly  over  the 
entire  body.  Neurological  examination 
revealed  positive  Brudzinski  and  Ker- 
nig  signs.  Babinski  sign  was  absent 
bilaterally. 

The  leukocyte  count  was  26,000 /mm^ 
with  75%  neutrophils,  19%  bands,  5% 
lymphocytes,  and  1%  monocytes.  He- 
moglobin was  14.5  gm%.  The  serum 
calcium  was  13.5  mg%.  Electrolytes, 
blood  urea  nitrogen,  and  creatinine  were 
normal.  Chest  and  skull  x-rays  were 
normal,  as  was  the  electrocardiogram. 
Examination  of  the  cerebrospinal  fluid 
revealed  2,900  leukocytes  with  65% 
neutrophils;  gram  stain  demonstrated 
many  gram-positive,  lancet-shaped  di- 
plococci ; India  ink  preparation  and 
acid  fast  stain  were  negative.  Cultures 
of  the  sputum,  blood,  and  cerebrospinal 
fluid  were  positive  for  Diplococeus 
imeumoniae. 
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Hospital  Course : A diagnosis  of  pneu- 
mococcal meningitis  was  made  on  the 
basis  of  the  gram  stain  of  the  spinal 
fluid,  and  therapy  was  begun  at  once 
with  ten  million  units  of  aqueous  peni- 
cillin G intravenously  as  a loading  dose, 
followed  by  seven  million  units  of  peni- 
cillin G intravenously  every  six  hours. 
Predose  serial  tube  dilutions  of  the  pa- 
tient’s serum  and  cerebrospinal  fluid 
against  the  offending  organism  after  24 
hours  of  penicillin  revealed  bacteriocidal 
levels  of  1/128  for  serum  and  1/16  for 
cerebrospinal  fluid.  These  were  felt  to 
be  adequate. 

The  patient  became  afebrile  and  men- 
tal symptoms  cleared  over  the  next  five 
days.  The  course  was  complicated  on 
the  fourth  day  of  therapy  by  the  de- 
velopment of  a total  body  maculopapular 
rash  believed  to  be  due  to  penicillin. 
The  rash  did  not  respond  to  antihista- 
minics,  and  corticosteroids  were  used 
with  good  results. 

Repeat  predose  serial  tube  dilutions 
of  serum  and  cerebrospinal  fluid  after 
ten  days  of  antibiotics  revealed  bacteiio- 
cidal  levels  of  1/64  and  1/16  respec- 
tively. Antibiotics  were  continued  for 
10  days  after  the  patient  became  afe- 
brile. Workup  for  a predisposing  cause 
was  negative ; specifically,  there  was 
no  evidence  of  active  middle  ear  or  mas- 
toid infection  on  the  left.  Repeated 
serum  calcium  levels  continued  to  be 
elevated  and  the  patient  was  found  to 
have  a parathyroid  adenoma  which  was 
later  surgically  removed.  Uneventful 
recovery  ensued. 


Discussion 

The  patient  presented  with  pneumococcal 
meningitis  of  two  days  duration.  After  initial 
diagnostic  studies,  the  appropriate  antimi- 
crobial therapy  was  begun.  The  use  of  high 
dose,  single  drug  intravenous  therapy  was 
thought  to  play  a part  in  the  successful 
treatment  of  this  patient.  Although  this  is 
presently  accepted  as  the  optimal  mode  of 
therapy,'*  at  least  one  recent  text  book  spe- 
cifically advises  against  the  use  of  a single 
antibiotic.® 

Since  penicillin  G crosses  the  blood-brain 
barrier  poorly,  large  intravenous  doses  are 
required  to  insure  adequate  levels  in  the  cere- 
brospinal fluid.®  Such  doses  should  be  con- 
tinued undiminished  into  the  later  convales- 
cent period  in  order  to  prevent  relapse.  Serial 
tube  dilution  studies  done  on  blood  and  spinal 
fluid  of  our  patient  at  the  beginning  and 
near  the  end  of  therapy  showed  very  ade- 
quate antibiotic  activity  demonstrating  the 
effectiveness  of  the  single  drug  approach  in 
this  instance. 

No  relationship  between  hyperparathy- 
roidism and  predisposition  to  meningitis 
could  be  found  in  the  literature. 
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Cancer  Genetics,  Part  II: 

Studies  in  Humans* 


Problems  in  Human  Studies 

The  combination  of  epidemiology 
and  human  genetics  involves 
studies  of  those  phenomena 
that  occur  naturally  in  human  populations, 
in  contrast  to  those  disciplines  that  are 
based  upon  the  experimental  method.  Char- 
acteristically, data  are  collected  concerning 
various  types  of  statistical  associations  be- 
tween different  diseases,  or  between  a dis- 
ease and  individual  characteristics,  or  be- 
tween diseases  and  chai-acteristics  within 
particular  kinships.  One  can  never  be  com- 
pletely certain  that  all  of  the  relevant  vari- 
ables have  been  taken  into  account. ^ The 
cogency  of  data  on  familial  incidence  as  evi- 
dence for  the  significant  etiological  implica- 
tion of  genetic  factors  rests  ultimately  upon 
the  thoroughness  with  which  it  has  been  pos- 
sible to  exclude  environmental  factors  as  re- 
sponsible for  the  associations  found. ^ 

Numerous  problems  are  encountered  in  hu- 
man cancer  genetics  which  collectively  con- 
tribute to  considerable  confusion  and  con- 
troversy. Foremost  is  the  fact  that  Homo 
sapiens  is  a heterogeneous  species  and  not 
amenable  to  the  type  of  experimentation 
leading  to  inbred  strains  so  readily  accom- 
plished in  laboratoiy  animals.  In  addition, 
some  of  the  emotional  problems,  many  of 
which  are  related  to  cultural  and  societal 
differences,  and  at  the  personal  level,  where 
fear  of  cancer  is  rampant,  increase  the  dif- 
ficulty of  studying  human  cancer.  Com- 
pounding the  issue  even  further  is  the  com- 
plexity of  the  cancer  problem  from  a medi- 
cal standpoint;  diagnosis  with  pathologic 
verification  is  mandatory  in  order  to  ap- 
praise specific  anatomic  sites  of  cancer  pre- 
dilection in  patients  and  their  relatives.  Can- 
cer may  metastasize  widely  thereby  con- 
founding the  original  site  and  causing  prob- 
lems in  diagnosis  unless  meticulous  patholog- 
ical evaluations  have  been  made;  indeed, 
even  when  pathological  studies  are  made,  the 
answer  may  still  remain  unclear  so  far  as 
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the  primary  site  is  concerned.  In  addition, 
the  usual  late  age  of  onset  of  cancer  may  also 
obscure  an  understanding  of  its  expression 
within  kindreds  since  some  individuals  at 
genetic  risk  for  the  disease  may  die  at  an 
earlier  age  from  causes  other  than  cancer 
and  thus,  cancer  would  not  be  recorded  on 
the  pedigree.  In  addition,  it  is  often  diffi- 
cult to  obtain  medical  records  of  patients 
who  received  treatment  many  years  prior 
to  the  initiation  of  a genetic  study.  Indeed, 
in  many  cases,  when  records  have  been  se- 
cured, the  investigator  may  find  that  they 
are  too  incomplete  to  arrive  at  a sufficiently 
accurate  diagnosis  to  be  used  for  genetic 
analysis.  For  example,  many  hospital  rec- 
ords are  destroyed  after  a certain  number 
of  years,  thus  erasing  forever  the  very  type 
of  information  which  the  human  cancer 
geneticist  requires  for  his  studies.  On  the 
other  hand,  death  certificates  have  been 
utilized  by  many  investigators  who  unfor- 
tunately may  not  have  appreciated  the  num- 
ber of  errors  that  these  documents  may  con- 
tain. Indeed,  it  is  the  opinion  of  this  writer 
that  many  studies  in  human  cancer  genetics 
have  been  hampered  significantly  by  some 
of  the  above  problems,  particularly  those 
in  which  cancer  diagnoses  have  been  re- 
ported inaccurately.  Such  errors  have  led 
to  some  very  hai-sh  and  obviously  legitimate 
criticisms  about  the  role  of  genetics  in  hu- 
man cancer. 3 

Broad  Epidemiologic  Approach: 
Population  Studies 

Genetics  studies  of  human  diseases  go 
back  at  least  to  the  early  Mendelian  days, 
but  most  of  them  dealt  with  clear  monofac- 

*Portions  of  this  material  are  reprinted  from  Cancer  Genetics, 
Editor  Henry  T.  Lynch,  M.D.,  in  press,  by  permission  of 
Charles  C.  Thomas,  Publisher. 
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torial  modes  of  transmission.  Human 
geneticists  have  made  relatively  little  prog- 
ress in  etiological  elucidations  of  multifac- 
torial traits.  One  area  of  significant  prog- 
ress in  this  category  involves  empirical 
studies  of  relative  risks,  i.e.,  ratios  of  two 
conditional  probabilities. 

In  considering  the  problem  of  carcino- 
genesis, the  cancer  epidemiologist  must  take 
into  account  every  conceivable  epidemiologic 
clue  which  might  be  contributing  in  even 
a small  way  to  the  problem  at  hand.  He 
must  view  his  patient  in  context  with  myriad 
genetic  and  non-genetic  factors  as  well  as 
their  interactions,  and  he  must  relate  tliese 
complex  issues  to  each  specific  histologic 
variety  of  cancer.  When  he  studies  cancer 
incidence  and  prevalence  in  a specific  popu- 
lation, be  must  appraise  not  only  the  genetic 
background,  including  racial  factors,  family 
history,  and  degree  of  consanguinity,  but  he 
must  also  scrutinize  critically  the  patients’ 
environmental  exposures.  The  latter  in- 
clude x-rays,  actinic  radiation,  abnormalities 
in  soil  content,  animal  and  floral  character- 
istics indigenous  to  the  particular  area,  as 
well  as  the  social,  economic,  and  psycho- 
logical peculiarities  of  the  area’s  inhabitants 
including  their  cultural  and  dietary  idiosyn- 
cracies,  i.e.,  such  problems  as  smoking  hab- 
its and  drinking  patterns  including  specific 
types  of  alcoholic  and  non-alcoholic  bever- 
ages consumed,  occupational  pursuits  with 
special  attention  to  specific  carcinogenic 
exposures  in  these  particular  industries. 
Finally,  the  cancer  epidemiologist  must  even 
study  the  personal  and  physical  practices 
of  these  individuals,  even  including  sexual 
customs  such  as  the  time  of  first  sexual 
intercourse,  whether  or  not  promiscuity  is 
prevalent,  and  circumcision  rites.  These 
have  been  related  etiologically  to  uterine 
cervical  carcinoma  and  penile  cancer. 

The  necessity  for  an  eclectic  approach  to 
the  study  of  carcinogenesis  in  man  has  be- 
come realized  fully  during  the  past  century, 
stemming  in  part  from  the  results  of  the 
compilation  of  statistics  on  cancer  incidence 
and  prevalence  from  different  parts  of  the 
world.  These  statistics  have  established 
clearly  that  cancer  is  not  uniformly  dis- 
tributed in  any  population;  indeed  wide  va- 


riations in  the  frequency  of  specific  ana- 
tomic varieties  of  cancer  from  one  popula- 
tion to  the  next  is  the  rule  rather  than  the 
exception!  For  example,  studies  of  the  in- 
cidence of  cancer  among  workers  employed 
in  the  gold  mining  industry  of  South  Africa 
have  revealed  wide  variations  in  the  fre- 
quency of  specific  malignant  neoplasms. 
The  most  frequently  occurring  cancers 
among  these  individuals  were  cancer  of  the 
liver,  esophagus,  respiratory  system,  and 
urinary  bladder.  However,  when  specific 
geographical  and  tribal  factors  were  ana- 
lyzed critically,  it  was  found  that  in  the 
Mozambique  population,  cancer  of  the  liver 
and  urinary  bladder  were  most  frequent 
while  esophageal  cancer  was  the  most  com- 
monly occurring  malignant  neoplasm  among 
the  Xhosas  from  the  Transkei.  Respiratory 
tract  cancer  showed  the  highest  rate  among 
the  Natal  population,  predominantly  among 
the  Zulu.^-®  These  observations  suggest 
strongly  that  variations  in  cancer  incidence 
must  in  some  way  be  a function  of  the  com- 
plex interaction  of  host  and  environmental 
factors,  i.e.,  geographical  area  including  the 
general  physical  environment,  the  customs 
and  habit  patterns  of  each  specific  tribe,  as 
well  as  the  very  basic  genetic  makeup  of  the 
members  of  these  tribes. 

Cancer  genetics,  then,  is  just  one  aspect 
of  the  science  of  cancer  epidemiology  in 
which  major  attention  is  focused  upon  host 
factors  and  family  history  and  their  inter- 
action with  the  patient’s  total  environmental 
milieu.  Thus,  in  keeping  with  this  reason- 
ing, the  cancer  geneticist  must  evaluate  his 
patient  carefully,  paying  attention  to  all  pos- 
sible incriminating  factors  which  could  play 
an  etiologic  role  in  the  problem  at  hand. 
These  problems,  as  one  can  readily  appre- 
ciate, may  in  fact  be  exceedingly  complex. 
For  example,  in  the  study  of  testicular  can- 
cers in  children,  Li  and  Fraumeni’^  found 
little  in  the  way  of  positive  family  history  in 
the  evaluation  of  70  medical  records  of  chil- 
dren with  testicular  cancer  from  fourteen 
institutions.  However,  they  found  one  child 
with  testicular  cancer  and  Down’s  syndrome 
which  represented  the  fourth  reported  in- 
stance of  the  association  between  these  two 
rare  disorders.  While  theirs  was  only  a sin- 
gle case,  nevertheless,  the  frequency  for 
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this  association  may  exceed  chance.*  It  was 
also  of  interest  not  only  that  cryptorchidism 
was  present  in  their  patient  with  Down’s 
syndrome  but  that  it  was  also  present  in 
excess  in  other  patients  with  Down’s  syn- 
drome.^ Thus,  these  obseiwations  suggest 
that  “the  link  with  testicular  cancer  may  re- 
sult from  a shared  association  with  testicu- 
lar maldevelopment.’”^  Cryptorchidism  oc- 
curs in  about  10%  of  adults  with  testicular 
cancer,  which  represents  nearly  a 50-fold 
excess  frequency  for  its  association  with 
testicular  cancer.^®  In  addition,  orchiopexy 
may  not  protect  against  testicular  cancer 
since  the  scrotal  testis  contralateral  to  a 
cryptorchid  gonad  has  an  increased  risk  for 
the  development  of  cancer.'^  In  addition, 
atrophic  or  hypoplastic  testes  in  the  scrotum 
are  also  at  an  increased  risk  for  the  develop- 
ment of  cancer.ii  Thus,  Li  and  Fraumeni 
conclude  that  the  evidence  including  that  of 
morphologic  defects  in  cryptorchid  testis 
from  early  life  “suggest  that  gonadal  dys- 
genesis rather  than  ectopy  per  se  increases 
the  risk  of  cancer  in  a cryptorchid  testis.’”^ 
Further  evidence  to  support  the  possibility 
that  gonadal  dysgenesis  is  involved  in  the 
pathogenesis  of  testicular  tumors  is  the  fact 
that  a positive  sex  chomatin  pattern  has  been 
observed  in  testicular  teratoma  and  em- 
bryonal carcinoma. Testicular  tumors  also 
occur  in  testicular  feminization  syndrome, i® 
inherited  as  a sex  limited  autosomal  domi- 
nant (sex  linked  recessive  cannot  be  exclud- 
ed) . 

The  study  of  cancer  genetics  may  pro- 
vide clinical  investigators  with  insight  into 
human  clinical  models  which  might  be 
studied  profitably.  For  instance,  Kline- 
felter’s syndrome  should  be  of  interest  not 
only  to  geneticists  and  cytogeneticists,  but 
because  of  its  frequent  association  with  can- 
cer, particularly  breast  cancer,  it  should 
be  of  interest  to  oncologists  as  well.  Thus, 
a patient  with  Klinefelter’s  syndrome  who 
developed  breast  cancer  and  an  interstitial 
cell  tumor  of  the  testis,  also  was  found  to 
have  a high  urinary  estriol.^^  Interestingly, 
interstitial  cell  tumors  have  also  developed 
in  animals  treated  with  estrogen  com- 
pounds.Although  the  role  of  hormones  in 
the  pathogenesis  of  testicular  tumors  and 
other  cancers  in  childhood  is  unknown,  re- 


cently the  administi’ation  of  estrogen  to  a 
woman  during  pregnancy  was  linked  to  the 
later  occurrence  of  adenocarcinoma  of  the 
vagina  in  her  daughter.!*^ 

Thus,  from  these  brief  comments  we  rec- 
ognize immediately  the  importance  of  an  in 
depth  inquiry  in  cancer  genetic  studies 
which  could  in  many  circumstances  involve 
the  interplay  of  genetic  and  extra  genetic 
factors. 

In  order  to  obtain  maximum  information 
about  the  etiology  of  cancer  and  in  turn 
achieve  a better  understanding  of  carcino- 
genesis, we  must  exploit  every  conceivable 
clue.  One  area  could  be  the  study  of  a va- 
riety of  diseases  which  may  be  associated 
either  with  cancer  susceptibility  or  cancer 
resistance.  Possibly,  one  of  the  reasons  why 
so  little  attention  has  been  given  to  this 
problem  is  because  it  requires  an  inordinate 
effort  to  establish  a cancer  relationship  in  a 
specific  disease,  particularly  those  in  which 
the  cancer  relationship  may  be  subtle.  Ques- 
tions raised  immediately  are  the  obvious 
ones,  foremost  of  which  is  “Why  does  can- 
cer occur  in  association  with  disease  ‘X’ 
with  greater  or  lesser  frequency  than  that 
expected  in  the  general  population?’’  Ex- 
tending this  point  further,  one  wonders 
about  the  role  of  biochemical,  physiologic, 
and  histologic  characteristics  of  the  cancer, 
and  of  course,  genetic  characteristics  of  the 
host  with  a particular  disease  which  render 
him  more  susceptible  to  cancer.  Thus,  de- 
termining the  nature  of  these  specific  fac- 
tors could  provide  us  with  useful  and  mean- 
ingful information  about  cancer  etiologj^ 

In  some  diseases,  the  cancer  association 
may  be  unusually  strong;  and  certain  fea- 
tures of  the  particular  disease  may  provide 
a tissue  site  which  harbors  a proclivity  for 
cancer,  i.e.,  familial  polyposis  coli  (auto- 
somal dominant),  polyposis  coli  in  Gardner’s 
syndrome  (autosomal  dominant),  polyposis 
of  the  colon  in  Turcot’s  syndrome  (auto- 
somal recessive),  each  condition  showing 
an  increased  risk  for  colonic  carcinoma ; 
exostoses  of  bone  in  multiple  hereditary  exo- 
stoses, (autosomal  dominant)  with  an  in- 
creased risk  for  development  of  chondro- 
sarcoma in  any  of  these  bony  exostoses ; skin 
cancer  risk  in  xeroderma  pigmentosum  (au- 
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tosomal  recessive) ; or  the  cancer  suscepti- 
bility may  be  less  specific  such  as  occurs  in 
the  risk  for  sarcoma  and  meningioma  in 
Werner’s  syndrome  (autosomal  recessive).^ 
Recognition  of  site  specific  cancer  risks  in 
such  disorders  may  provide  useful  models 
for  the  study  of  carcinogenesis.  Indeed,  the 
study  of  skin  in  xerodeiTna  pigmentosum  pa- 
tients through  the  use  of  highly  sophisticat- 
ed organ  culture  techniques  and  biochemical 
studies  has  led  to  the  possible  implication 
of  an  endonuclease  deficiency!’^  which  in  due 
time  may  provide  new  insight  about  carcino- 
genesis in  this  disease. 


Several  of  the  commonly  occurring  can- 
cers, including  sarcoma  of  the  breast,  pros- 
tate, colon-rectum,  (polyposis  coli  syndromes 
and  cancer  family  syndrome  excepted), 
stomach  and  endometrium  show  an  in- 
creased empiric  risk  (about  3-fold  increase) 
on  a site-specific  basis  to  first  degree  rela- 
tives of  cancer  probands.-'! 

A listing  of  cancerous  and  precancerous 
diseases  with  either  a clearcut  or  suggested 
hereditary  etiology  is  presented  in  Tables 
1 to  5.  These  tables  provide  a cursory  view 
of  cancerous  and  precancerous  disorders. 


Table  1 

AUTOSOMAL  DOMINANT  INHERITANCE 

PREDOMINANT  CANCERS 


DISORDER 
Neurofibromatosis 
Gardner’s  Syndrome 
Multiple  Nevoid  Basal  Cell  Carcinoma  Syndrome 
Cutaneous  Malignant  Melanoma 
Tylosis  and  Esophageal  Carcinoma  (Keratosis 
Palmaris  et  Plantaris) 

“Sclerotylosis”* 

Tuberous  Sclerosis  (Bourneville’s  Disease) 

Von  Hippel-Lindau’s  Syndrome 
Peutz-Jegher’s  Syndrome 

Epidermolysis  Bullosa  Dystrophia  (Congenital 
Traumatic  Pemphigus) 

Kaposi’s  Sarcoma  (Multiple  Idiopathic 
Hemorrhagic  Sarcoma  of  Kaposi)* 

Porphyria  Cutanea  Tarda 
Generalized  Keratoacanthoma 
Pachyonychia  Congenita 

Hereditary  Multiple  Endocrine  Adenomatosis 
Syndrome  (Multiple  Endocrine  Neoplasia 
Type  I;  WeiTier’s  Syndrome) 

Multiple  Mucosal  Neuromata  Syndrome 

Sipple’s  Syndrome  (Multiple  Endocrine 
Neoplasia  Type  II) 

Testicular  Feminization  Syndrome** 

Blue  Rubber  - Bleb  Nevus  Syndrome 
Cowden’s  Disease  (Multiple  Hamartoma 
Syndrome)* 

Celiac  Disease  (Non-Tropical  Sprue; 

Gluten-Induced  Enteropathy). 

Familial  Fibrocystic  Pulmonary  Dysplasia 
Stein-Leventhal  Syndrome* 

Hereditary  Multiple  Benign  Cystic 

Epithelioma  (Epithelioma  Adenoides 
Cysticum  of  Brooke) 

Carcinoma  of  Breast*  in  Association  With 
Other  Malignant  Neoplasms*** 


Sarcoma,  acoustic,  neuroma,  pheochromocytoma 

Adenocarcinoma  of  the  colon 

Multiple  basal  cell  carcinomas;  medulloblastoma 

Cutaneous  malignant  melanoma 

Esophageal  cancer 

Skin  cancer;  several  visceral  carcinomas  (tongue, 
tonsil,  breast,  uterus)  reported,  but  no 
esophageal  carcinoma 
Intracranial  neoplasms  (astrocytomas, 
glioblastomas) 

Hemangioblastoma  of  cerebellum,  hypernephroma, 
and  pheochromocytoma 

Adenocarcinoma  of  duodenum,  colon,  and  ovary 
Carcinoma  of  mucous  membranes,  multiple  basal 
squamous  cell  carcinoma  of  the  skin 
Sarcoma;  high  incidence  of  coexistent  lymphoma 

Basal  cell  carcinoma  of  skin,  hepatoma 
Rare  occurrences  of  squamous  cell  carcinoma 
Carcinoma  of  mucous  membranes 
Tumors  of  the  pituitary  gland,  parathyroid  gland 
and  pancreatic  islet  cells 

Medullary  carcinoma  of  the  thyroid,  pheochromo- 
cytoma, and  parathyroid  tumors 
Medullary  carcinoma  of  the  thyroid,  pheochromo- 
cytoma, and  parathyroid  disease 
Seminoma 

Cerebellar  medulloblastoma  (a  single  case) 
Carcinoma  of  breast  and  thyroid 

Lymphoma;  esophageal  carcinoma 

Bronchogenic  carcinoma 
Endometrial  Carcinoma 

Baso-squamous  cell  carcinoma  in  at  least  one 
confirmed  case 

Breast  cancer,  associated  malignant  neoplasms 
including  soft  tissue  sarcomas,  leukemia, 
brain  tumors,  and  a variety  of  adenocarcinomas 


* — Possible  autosomal  dominant,  based  upon  a limited  number  of  observations. 

** — Sex-limited  autosomal  dominant  though  sex-linked  recessive  mode  of  inheritance  cannot  be  excluded. 

*** — This  is  recorded  here  tentatively  in  the  dominant  catalogue  based  upon  limited  family  investigations  by  Li  and 
Fraumeni  (Soft  Tissue  Sarcoma,  Breast  Cancer,  and  Other  Neoplasms:  A Familial  Syndrome?,  Ann.  Intern.  Med. 
71:747-752.  1969),  and  Lynch  et  al.  (Tumor  Variations  in  Families  With  Breast  Cancer,  J.  Amer.  Med  Ass.  222  : 
1631-1635.  1972. 
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aggregations  of  which  in  families  have  led 
to  various  hereditary  etiological  hypotheses. 
These  tables  should  be  used  cautiously,  with 
full  knowledge  of  the  fact  that  multiple  eti- 
ologic  factors  may  be  involved  in  any  one 
particular  condition.  Thus,  in  the  case  of 
carotid  body  tumors  one  should  realize  that 


while  autosomal  dominant  inheritance  has 
been  shown  in  families  with  this  tumor, 
the  overwhelming  majority  of  occurrences 
are  due  to  apparent  non-genetic  factors; 
specifically  about  97  per  cent  of  occur- 
rences are  on  a sporadic  basis  with  unknown 
etiology.  Similarly,  retinoblastoma  has  a 


Table  2 

AUTOSOMAL  RECESSIVE  INHERITANCE 


DISORDER 

Xeroderma  Pigmentosum 

Xeroderma  and  Mental  Retardation 
( DeSanctis-Cacchione  Syndrome ) 

Werner’s  Syndrome  (Progeria  of  the  Adult) 
Ataxia-Telangiectasia  (Louis-Bar  Syndrome) 

Bloom’s  Syndrome  (Congenital  Telangiectatic 
Erythema  and  Stunted  Growth) 

Chediak-Higashi  Syndrome 
Albinism 

Fanconi’s  Aplastic  Anemia 

Glioma-Polyposis  Syndrome  (Turcot’s  Syndrome) 

Beckwith-Wiedman  Syndrome* 

Alpha-l-Antitrypsin  Deficiency 

* — Autosomal  dominant  inheritance  with  reduced  penetrance 
M.  M..  et  al : Amer.  J.  Dis.  Child.  122:515-519,  1971. 

** — Rare  examples  of  this  association  have  been  recorded. 


PREDOMINANT  CANCERS 

Basal  and  squamous  cell  carcinoma  of  skin 
and  malignant  melanoma  (3%) 

Basal  and  squamous  cell  carcinoma  of  skin 

Sarcomas,  meningiomas 
Acute  leukemia  and  lymphoma 
Acute  leukemia 

Lymphoma 

Basal  and  squamous  cell  carcinoma  of  skin 
Leukemia 

Brain  tumors,  (glioblastoma  multiforme, 

medulloblastoma)  and  adenocarcinoma  of 
colon  secondaiy  to  polyposis  coli 
Adrenal  cortical  carcinoma,  nephroblastoma, 

embryonal  tumors  of  liver,  gonadoblastoma 
Hepatoma** 

and  variable  expressivity  cannot  be  excluded.  (Cohen, 


Table  3 


SEX-LINKED  RECESSIVE  INHERITANCE 


DISORDER 
Aldrich  Syndrome 
(Wiskott-Aldrich  Syndrome) 
Bruton’s  Agammaglobulinemia 
Dyskeratosis  Congenita 


PREDOMINANT  CANCERS 
Leukemia,  lymphoma 

Acute  leukemia 

Skin  cancer,  cancer  of  mucous  membranes, 
often  in  areas  of  luekoplakia 


Table  4 

PRECANCEROUS  DISEASES  WHEREIN  GENETIC  FACTORS  HAVE 
BEEN  UNDER  CONSIDERATION  BUT  HAVE  NOT  YET 
BEEN  CLEARLY  ELUCIDATED 


DISORDER 

SclerodeiTna  (Progressive  Systemic  Sclerosis) 
Dermatomyositis 

Sjogren’s  Syndrome  (Keratoconjunctivitis 
Sicca) 

Systemic  Lupus  Erythematosus 

Giant  Pigmented  Nevi*  (Bathing  Tioink  Nevi) 

Klinefelter’s  Syndrome  (XXY) 

Turner’s  Syndrome  Exhibiting  45X/46XY 
Mosaicism  or  Other  Chromosomal 
Complements  With  the  Presence  of  a Y 
Down’s  Syndrome 

Paget’s  Disease  (Osteitis  deformans) 

Ulcerative  Colitis 

Nevus  Sebaceous  of  Jadassohn 

* — Hereditary  etiology  has  not  yet  been  established,  but  the 
melanomas  raise  suspicion  about  genetic  etiology. 


PREDOMINANT  CANCERS 

Bronchiolar  carcinoma,  malignant  carcinoid 

Adenocarcinoma  of  viscera 

Lymphoma 

Thymic  tumors,  leukemia,  and  lymphoma 
Melanomas  in  children 
Breast  cancer 
Gonadoblastoma 

Leukemia 

Osteogenic  sarcoma 
Colon  cancer 

Basal  cell  carcinoma  of  skin;  salivary 
adenocai’cinoma 

congenital  basis  and  known  hereditaiT  factore  of  certain 
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Table  6 

CYTOGENETIC  ABERRATIONS  IN  CANCERS  AND  PRECANCEROUS  DISEASES 
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classical  genetic  etiology  in  between  20  and 
40  per  cent  of  the  cases;  however,  certain 
undefined  non-genetic  factors  (fresh  genetic 
mutations  cannot  be  excluded)  may  also  be 
of  etiologic  importance.  On  the  other  hand, 
though  heredity  appears  to  play  a signifi- 
cant role  in  lupus  eiythematosis,  the  exact 
genetic  mechanism  has  not  yet  been  deter- 
mined. In  addition,  the  significance  of 
malignant  transformation  in  this  disease 
must  be  critically  scrutinized  so  that  its 
full  relationship  to  this  immune  reactive  dis- 
order may  be  appreciated.  In  all  events, 
these  tables  reflect  the  fact  that  consider- 
able knowledge  about  cancer  genetics  has 
been  accrued  during  the  past  several  decades 
as  evidenced  by  the  number  of  listings  in 
the  several  categories  presented.  By  the 
same  token  the  incompleteness  of  this  list- 
ing attests  to  the  need  for  continued  diligent 
genetic  investigations  concerning  carcino- 
genesis. Reviews  of  the  subject  have  been 
compiled  by  Lynch,  et  al.^-  Table  6 pro- 
vides a listing  of  cytogenetic  aberrations  as- 
sociated with  cancer.  This  broad  listing  at- 
tests to  the  significance  of  chromosomal  im- 
balance in  carcinogenesis;  it  also  reflects 
the  intense  interest  in  this  problem  by  in- 
vestigators throughout  the  world  who  are 
attempting  to  establish  meaningful  relation- 
ships from  these  observations.21-24 

Table  5 

SITE-SPECIFIC  MALIGNANT  NEOPLASMS 
WITH  POSSIBLE  FAMILIAL 
OCCURRENCE 

Breast 

Colon 

Stomach 

Prostate 

Endometrium 

Hodgkin’s  disease 

Waldenstrom’s  macroglobulinemia 

Multiple  myeloma 

Leukemia 

Lymphoma 

Lung  cancer 

Hepatocellular  carcinoma 
Carcinoid  tumor 
Carcinoma  of  the  duodenum 
Testicular  tumors 
Neuroblastoma 
Wilms’  tumor 
Burkitt’s  lymphoma 
Bronchogenic  carcinoma 
Ovarian  carcinoma 
Nasophaiyngeal  carcinoma 
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Neurologic  Worm  Diseases 


PART  I 

WHILE  not  a common  cause  of 
neurologic  disorder,  womi  dis- 
eases cannot  be  listed  as  rari- 
ties in  neurology.  However,  unless  clues  of 
origin  (geographic  or  exposure)  or  eosino- 
philia  are  noted,  clinical  leads  may  be  subtle, 
confusing,  or  sparse.  The  diagnosis  of  most 
of  these  diseases  requires  parasite  identi- 
fication and  up-to-date  knowledge  of  avail- 
able immunologic  tests.  One  should  not  hesi- 
tate to  consult  with  a nearby  Department 
of  Tropical  Medicine  or  the  Parasitology  Sec- 
tion, National  Communicable  Disease  Center 
(United  States  Public  Health  Service),  At- 
lanta, Georgia. 

Domestic  Worms  With  Uncommon 
or  Unlikely  Neurologic 
Involvement 

“Worms”  has  been  a time-honored,  if  not 
unsophisticated,  diagnosis  (mostly  of  yester- 
year) which  was  held  to  account  for  a num- 
ber of  childhood  neurologic  disorders.  In 
western  countries,  this  implicated  especially 
the  common  pathogens  such  as  Ascaris  lum- 
bricoides,  Strongyloides  stcrcoralis,  Entero- 
biiis  vermicularis  (oxyuris,  pinworm),  Tii- 
cJiocephahis  tnchiuns  (whipu'07'm) , and  the 
hookworms  (Ancylostoma  duodenale,  Neca- 
tor  americanus).  It  appears  possible  that 
severe  or  frequent  (recurrent)  infection 
with  these  worms  uncommonly  may  cause 
neurologic  disorders,  particularly  in  chil- 
dren. Neurologic  involvement  may  appear 
on  the  basis  of  severe  toxicity  and  allergy 
provoked  by  a large  worm  burden  (cited 
especially  with  Ascaris  lumbricoides)  or  by 
aberrant  larvae  that  stray  rarely  into  the 
central  nervous  system. 

Before  accepting  any  of  the  above  cited 
worms  as  etiologic  in  a neurologic  disorder, 
the  clinician  must  recall  that: 

1.  Much  documentation  of  neurologic 
symptoms  due  to  such  worm  disease  has 
been  of  clinically  presumptive  case-study 
pnly.  Few  have  had  neurologic  review, 
fewer  neuropathologic  confinnation  and 
clinical  correlation. 
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2.  The  child  infected  with  the  above 
worms  is  often  a good  candidate  for  Toxo- 
cara  worm  infection  (to  be  discussed),  which 
is  more  likely  to  cause  cerebral  disorder. 
The  possibility  of  Ascaris  lumbricoides,  for 
instance,  plus  another  worai  species  co- 
existing in  the  same  patient  must  always 
be  considered. 

3.  The  child  with  convulsions  or  coma  in 
whom  “worms”  are  found  is  often  dehy- 
drated, out  of  electrolyte  balance,  malnour- 
ished, febrile,  and  anemic  sufficiently  that 
the  worm  is  hardly  the  direct  or  primary 
cause  of  the  cerebral  disturbance. 

4.  Worm  infection  is  so  common  in  some 
locations  that  it  coexists  with  many  diseases, 
including  also  idiopathic  epilepsy  or  febrile 
convulsions.  In  one  group  of  15  children 
said  to  have  “ascariasis  encephalopathy”  in 
India,  five  were  found  subsequently  to  have 
tuberculous  meningitis  (Vyas,  K.  J.,  1962). 

5.  Piperazine,  used  in  treatment  of  as- 
cariasis and  pinworms,  uncommonly  pro- 
duces toxic  neurologic  side-effects,  particu- 
larly in  debilitated  patients,  those  with  im- 
paired renal  function,  or  with  overdosage. 
These  disorders  include  EEG  alterations, 
myoclonia,  ataxia,  muscular  twitching,  athe- 
tosis, dysarthria,  mental  confusion,  coma, 
and  aggravation  of  preexisting  epilepsy. 
Fortunately,  these  effects  are  transitory. 

Domestic  Worms  With  Proven 
Neurologic  Involvement 

TtichineUa  spiralis  and  Toxocara  cams 
(or  T.  cati)  are  two  common  domestic  wonns 
known  to  present  significant  neurologic  im- 
plication. 

Indigenous  and  sporadic  appearance  of 
exotic  worms  (of  neurologic  importance)  is 
rarely  reported  in  the  U.S.A.,  particularly 
echinococcus,  cysticercosis,  and  multiceps. 
These  exotic  diseases  will  be  discussed  sub- 
sequently. 
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Ti'ichinella  spiralis  is  cosmopolitan  over  the 
world  and  not  rai’e  in  the  U.S.  or  Europe. 
Man  is  infected  by  insufficiently  cooked  or 
improperly  prepared  pork  (or  “wild”  meats, 
such  as  bear),  which  brings  larvae  into  his 
intestinal  tract.  These  larvae  mature, 
spawn  new  larvae  which  disseminate  sys- 
tematically to  settle  especially  in  striated 
muscle,  brain  and  myocardium.  Clinical  se- 
verity depends  on  number  of  larvae  ingest- 
ed. Fifteen  to  twenty  percent  of  patients 
become  critically  ill,  and  two  to  nineteen 
percent  die.  A small  “epidemic”  may  be 
discerned. 

The  clinical  presentation  consists  of  gas- 
troenteritis in  the  first  48  hours  after  ex- 
posure. After  five  to  seven  days,  fever, 
pneumonitis,  rash,  facial  edema,  polymyo- 
sitis, tender  salivary  glands,  and  subungual 
splinter  hemorrhages  appear.  Cerebral  in- 
volvement develops  in  five  to  fifteen  percent 
of  patients,  40  percent  of  whom  die  if  un- 
treated. In  and  after  the  second  week,  cere- 
bral symptoms  appear,  first  diffuse  (en- 
cephalitic), then  focal.  Cranial  nerve  paraly- 
sis (commonly  VI  or  VII)  has  been  reported 
a number  of  times.  Radiculitis,  mononeuro- 
pathy, or  polyneuropathy  have  been  de- 
scribed several  times.  Polymyositis  may  be  a 
prominent  feature,  commonly  painful,  un- 
commonly disarmingly  painless,  or  manifest- 
ed mostly  by  muscular  weakness. 

Laboratory  data  are  important.  The  clini- 
cian is  commonly  (often  fortuitously)  alert- 
ed by  eosinophilia,  which,  however,  may  be 
disarmingly  absent  or  late  in  appearing  in 
15  percent  of  patients.  Immunologic  (as 
intradermal  trichinella.  Bentonite  floccula- 
tion or  agglutination)  tests  are  helpful. 
Muscle  biopsy  is  the  most  dependable  test, 
revealing  encysted  larvae.  Nonspecific 
cerebrospinal  fluid  alteration  (mild  to  mod- 
erate rise  in  cell  count  or  protein)  ap- 
pears in  less  than  25  percent  of  patients  with 
neurologic  involvement.  A small  number 
of  patients  reveal  larvae  in  the  cerebro- 
spinal fluid. 

Diffuse  EEC  and  myositic  EMC  abnorm- 
alities and  elevation  of  muscle  enzymes  are 
frequently  noted. 

Treatment  with  corticosteroids  and  thia- 
bendazole is  usually  effective. 


Toxocara  canis  (or  T.  cati)  produces  toxo- 
cariasis or  “visceral  larva  migrans.”  Ova 
are  present  in  a significant  number  of  dogs 
and  cats  (especially  puppies  and  kittens), 
worldwide.  Children  (especially  dirt-eaters) 
are  especially  infected  by  animal  fecal  con- 
tamination. Once  in  the  intestinal  tract, 
ova  hatch  and  disseminate  larvae  systematic- 
ally. The  liver  is  the  prime  target,  but  with 
a large  infection  many  tissues  are  involved, 
including  brain.  In  severe  infection  there 
appear  hepatomegaly,  pneumonitis,  cardiac 
impairment,  nephrosis,  skin  rash,  low  grade 
fever,  and  encephalitis.  The  encephalitis  is 
usually  subacute.  Twenty-five  to  30  percent 
of  patients  with  this  infection  have  convul- 
sions. Otherwise,  neurologic  features  vary, 
but  are  usually  transient  and  benign.  Rare 
reports  of  adult  cerebral  involvement  are 
noteworthy.  The  possibility  of  Toxocara 
being  etiologic  for  some  patients  with  sub- 
sequent idiopathic  epilepsy  has  been  posed. 

Laboratory  clues  include  eosinophilia, 
elevated  serum  globulins,  and  identification 
of  larvae  in  liver  biopsy.  Immunologic  tests 
await  improvement,  although  the  indirect 
fluorescent  antibody  and  skin  tests  have 
been  used.  Thiabendazole  or  diethylcarba- 
mazine  are  used  as  chemotherapy. 

Exotic  Worms  With  Neurologic 
Involvement 

The  clinical  clue  here  lies  in  learning  where 
outside  the  continental  U.S.  the  patient  has 
lived.  Some  patients  are  immigrants,  some 
have  spent  many  months  abroad,  others  were 
but  vacationing  tourists  — but  this  informa- 
tion is  important  in  neurologic  history-tak- 
ing. 

The  cysticercus  of  Taenia  solium,  three 
species  of  Schistosoma  and  Echinococcus 
granulosus  comprise  the  most  common  ex- 
otic worm  diseases  which  involve  the  central 
nervous  system.  Less  common,  but  signifi- 
cant, are  Paragonimus  westermani,  Angio- 
strongylus  cantonensis,  and  Multiceps  multi- 
ceps.  Uncommon  to  rare  neurologic  impli- 
cation occurs  in  the  following,  with  the  last 
three  being  uncertain  and  questionable : 

Diphyllobothrium  latum 
Dracunculus  medinensis 
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Gnathostoma  spinigerum 
Heterophyes  heterophyes 
Fasciola  hepatica 
Loa  loa 

Echinococcus  multilocularis 
Bancroft’s  filaria  (Wuchereria 
Bancrofti) 

Onchocerca  volvulus 
Dipetalonema  ( Achanthocheilo- 
nema ) perstans 

.Cysticercosis  is  endemic  in  Latin  America, 
India,  Spain,  Eastern  Europe,  Africa,  and 
China.  An  uncommon  indigenous  patient  ap- 
pears in  the  U.S.  from  southern  states,  in- 
cluding California.  Humans  are  infected  by 
ova  of  Taenia  solium,  the  pork  tapeworm, 
via  human  or  pig  fecal  contamination.  The 
ova  hatch  in  upper  intestine,  and  larvae  dis- 
seminate especially  to  subcutaneous  tissues, 
striated  muscle  and  brain.  Rarely,  intra- 
spinal  lesions  occur  (subarachnoid  or  supei’- 
ficial  medullary).  Cysts  and  racemose  mi- 
crocysts develop,  commonly  in  cerebral  par- 
enchyma, fourth  ventricle,  and  subarachnoid 
cisterns.  The  clinical  neurologic  picture  is 
similar  to  any  intracranial  mass  lesion,  with 
convulsions  and  increased  intracranial  pres- 
sure outstanding.  Cerebral  symptoms  ap- 
pear months  to  30  years  (average,  seven 
years),  after  exposure.  Subcutaneous  or 
muscular  nodules  and  x-ray  evidence  of  cal- 
cified cysts  in  muscles  (especially  thigh)  are 
of  diagnostic  value.  Intracranial  calcifica- 
tion is  often  present.  Eosinophilia  is  pres- 
ent in  only  10  to  20%  of  patients.  Spinal 
fluid  eosinophilia  appears  in  one  third  of 
patients.  Immunologic  tests  of  blood  and 
spinal  fluid  (as  complement  fixation  test)  are 
helpful.  Treatment  depends  mostly  on  neuro- 
surgical removal,  where  practical.  Corticos- 
teroids are  useful  to  relieve  inflammatory  re- 
actions and  edema  about  lesions. 

Echinococcus  granulosus,  or  “hydatid  dis- 
ease,’’ is  of  worldwide  distribution,  but 
found  especially  in  Australia,  New  Zealand, 
Tasmania,  Africa,  and  South  America.  It 
is  also  present  in  Europe,  Russia,  Siberia, 
the  Orient,  Alaska,  Canada,  India,  and  the 
Philippine  Islands.  Uncommon  indigenous 


patients  appear  in  western  U.S. A.  The  set- 
ting is  that  of  a rural,  stock-raising  environ- 
ment, usually  sheep,  with  many  dogs  about 
and  poor  hygienic  disposal  of  carcasses. 

Man  is  infected  with  ova  disseminated  in 
dog  (or  other  carnivore)  feces.  Childhood 
infection  is  common.  Ova  produce  larvae  in 
gastrointestinal  tract  which  disseminate  gen- 
erally, commonly  settling  in  liver  or  lungs. 
In  soft  tissue,  the  larva  develops  a cyst 
which  may,  over  20  years,  develop  to  golf 
ball  or  tennis  ball  size.  In  bone,  microcysts 
develop,  with  osteolytic  destruction  particu- 
larly of  medullary  bone.  One  to  ten  percent 
of  patients  develop  a cerebral  cyst,  one  to 
two  percent  develop  vertebral  osteolytic 
lesions,  less  than  one  percent  develop  cranial 
osteolytic  lesions.  Rarely,  cardiac  cysts  rup- 
ture to  produce  anaphylaxis,  cerebral  em- 
boli or  (eventually)  multiple  cerebral  cysts. 

Cerebral  lesions  appear  in  children  or 
young  adults  with  a supratentorial  mass  le- 
sion syndrome.  These  cysts  are  usually  single 
and  located  within  2 cm  of  surface  of  cortex. 
Vertebrospinal  lesions  appear  in  young 
adults  and  consist  of  osteolytic  destruction 
of  a single  vertebra,  often  with  secondary 
neural  involvement.  The  process  is  similar 
to  Pott’s  disease.  Rare  intraspinal  (non- 
vertebral)  cysts  are  known.  Pulmonary 
apical  lesions  may  spread  to  involve  lower 
trunks  of  the  brachial  plexus. 

Cerebral  arteriography  is  often  diagnostic, 
revealing  arteries  displaced  by  an  avascular, 
globoid  lesion  in  frontal,  temporal  or  parietal 
regions  in  the  outer  one  third  of  cerebral 
hemisphere. 

Eosinophilia  is  present  in  25  to  50  per- 
cent of  patients.  Biopsy  material  from  any 
lesion  available  (liver,  lung,  bone)  may  be 
diagnostic.  Biologic  tests  are  employed,  es- 
pecially indirect  hemagglutination,  latex 
flocculation  and  complement  fixation  tests, 
on  blood  or  cerebrospinal  fluid. 

Treatment  depends  largely  on  surgical  re- 
moval of  the  unruptured  cyst.  Corticoste- 
roids allay  irritative  and  allergic  reactions 
and  edema. 
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Adolescent  Health  Knowledge 


IN  the  quest  to  improve  the  qual- 
ity of  healtli  among  the  citizens 
of  the  state,  it  is  possible  that 
the  contributions  made  by  the  citizens  them- 
selves are  often  overlooked. 

As  Victor  Fuch  has  pointed  out:  . . the 

greatest  potential  for  improving  the  health 
of  the  American  people  is  not  to  be  found 
in  increasing  the  number  of  physicians,  or 
in  forcing  them  into  groups,  or  even  in  in- 
creasing hospital  productivity,  but  is  to  be 
found  in  what  people  do  and  don’t  do  to 
and  for  themselves.” 

What  people  “do  to  and  for  themselves” 
about  their  health  depends,  at  least  in  part, 
upon  their  level  of  health  knowledge.  The 
Nebraska  Medical  Association  has  long  sup- 
ported the  view  that  knowledge  about  health 
is  important,  and  has  approved  a number  of 
resolutions  supporting  school  health  educa- 
tion programs  as  one  step  in  helping  people 
gain  health  knowledge.  This  concern  raises 
two  basic  questions:  (1)  what  does  the  pub- 
lic know  about  health,  and  (2)  how  does  the 
health  knowledge  of  Nebraskans  compare 
with  that  of  other  states? 

To  begin  to  gain  some  understanding  of 
these  questions,  a survey  of  health  knowledge 
and  associated  health  behaviors  was  con- 
ducted among  a sample  of  Nebraska  high 
school  students.  Seniors  were  selected  be- 
cause it  was  thought  they  would  best  reflect 
the  benefits  of  the  existing  health  education 
programs  in  the  high  schools. 

Instrumentation 

The  instrument  used  to  assess  health 
knowledge  and  behavior  was  the  Health  Be- 
havior Inventory  published  by  the  Cali- 
fornia Testing  Bureau.  This  instrument  con- 
sists of  75  multiple  choice  items  written  as 
problem  situations,  and  has  a published  re- 
liability coefficient  of  .89  with  a standard 
error  of  mean  of  3.0.  The  12  specific  content 
areas  of  the  inventory  include:  personal 
health,  safety  and  first  aid,  family  health, 
infection  and  disease,  mental  health,  nutri- 
tion, community  health,  exercise,  rest  and 
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recreation,  drinking,  smoking  and  narcotics, 
and  dental  health.  In  each  of  these  areas, 
standardized  national  norms  have  been  estab- 
lished. 

The  Sample 

133  males  and  160  females  selected  from 
the  senior  high  school  students  of  one  of  the 
state’s  urban  areas  constituted  the  sample. 
As  much  as  possible,  these  students  repre- 
sented a wide  cross-section  of  the  commun- 
ity but  could  not  be  considered  a truly  ran- 
dom sample. 

Results 

As  this  was  an  exploratory  study  to 
assess  the  basic  level  of  health  knowledge, 
no  attempt  was  made  to  test  research  hy- 
potheses and  accordingly,  no  attempt  was 
made  to  apply  inferential  statistics  to  the 
results.  Only  descriptive  data  are  present- 
ed. 

Table  1 shows  that  in  the  Nebraska  sam- 
ple, as  in  the  national  sample  upon  which 
the  inventory  norms  were  established,  fe- 
males achieved  higher  scores  than  males. 
This  is  characteristic  of  nearly  all  studies 
of  health  knowledge.  Out  of  a total  possible 
score  of  75  points,  male  students  scored  42.9 
points,  4.4  points  below  the  national  average 
for  males,  and  female  students  scored  49.8 
points,  3.0  points  below  the  national  average 
for  females. 

Table  1 

TOTAL  SCORES  FOR  SENIOR  HIGH 
SCHOOL  H.B.I. 

Total  Score  Out  of 
Possible  75 

Males  Females 

National  average 47.3  52.8 

Nebraska  average 42.9  49.8 


November,  1973 


411 


Considering  the  ten  individual  subscores 
as  a percentage  of  students  selecting  the 
correct  answer  to  the  questions  of  each  spe- 
cific content  area  gives  a more  detailed  pic- 
ture of  health  knowledge.  In  only  two  cate- 
gorical areas  did  Nebraska  students  suiqDass 
the  national  averages.  Specifically,  females 
scored  slightly  higher  than  the  national  av- 
erages in  the  areas  of  dental  health  and  nu- 
trition. The  extent  of  these  differences, 
however,  was  so  small  as  to  be  insignificant. 
(Table  2). 

Male  students  did  not  surpass  national  av- 
erages in  any  subject  matter  area.  In  the 
areas  of  exercise,  rest  and  recreation,  and 
mental  health,  they  came  close  to  the  na- 
tional average.  In  descending  order,  below 
the  national  averages  were  the  areas  of 
personal  health  ( — 6),  safety  and  first  aid 
( — 7),  infection  and  diseases  ( — 7),  fam- 
ily health  ( — 9),  nutrition  ( — 9),  dental 
health  ( — 9),  community  health  ( — 13)  and 
drinking,  smoking  and  narcotics  ( — 17). 


Table  2 

PERCENTAGE  OF  SAMPLE  ANSWERING 
CORRECTLY,  BY  SUBJECT  MATTER 
AREAS 


% Correct  National  Norms 

Response  National 


Nebraska 

Norms 

Nebraska 

Males: 

Personal  health 

. _58 

64 

—6 

Safety  and  first  aid  . 

-_-65 

72 

—7 

Family  health 

. 61 

70 

—9 

Infection  and  disease 

__57 

64 

—7 

Mental  health 

65 

69 

—4 

Nutrition 

_ 51 

50 

—9 

Community  health 

41 

54 

—13 

Rest,  exercise,  and 

recreation 

_ 68 

69 

—1 

Drinking,  smoking 

and  narcotics 

_ 61 

78 

—17 

Dental  health 

- .59 

68 

—9 

Females: 

Personal  health 

. 65 

71 

—6 

Safety  and  first  aid 

...70 

77 

—7 

Family  health 

. 74 

81 

—7 

Infection  and  disease 

__65 

70 

—5 

Mental  health 

. 74 

78 

—4 

Nutrition 

60 

58 

+2 

Community  health 

.—46 

59 

—13 

Rest,  exercise  and 

recreation  _ 

76 

76 

0 

Drinking,  smoking 

narcotics 

_ 75 

86 

—11 

Dental  health 

_ 76 

73 

-P3 

Females,  in  the  areas  of  dental  health  and 
nutrition,  as  already  mentioned,  surpassed 
the  national  averages.  Rest,  exercise,  and 
recreation  scores  equalled  the  national  aver- 
age; and  in  descending  order  below  national 
averages  were  the  areas  of  mental  health 
( — 4),  infection  and  disease  ( — 5),  personal 
health  ( — 6),  safety  and  first  aid  ( — 7), 
family  health  ( — 7),  drinking,  smoking  and 
narcotics  ( — 11),  and  community  health 
(—13). 

Performance  patterns  were  similar  for 
both  males  and  females  in  all  areas  except 
nutrition  and  dental  health.  Dental  health 
scores  for  the  females  were  above  the  na- 
tional average,  while  for  the  males  they  were 
significantly  below  the  national  average. 
The  reasons  for  these  two  marked  discrep- 
ancies are  not  immediately  apparent  although 
the  relationship  between  these  two  areas  and 
personal  appearance  could  account  for  the 
females  increased  interest  and  attention  to 
dental  and  nutritional  information. 

Health,  unlike  most  areas  of  knowledge, 
is  taken  for  granted,  and  in  many  cases  peo- 
ple have  the  misconception  that  they  are 
rather  knowledgeable  in  health  matters. 
Data  from  selected  items  of  the  Health  Be- 
havior Inventory  results,  however,  illustrate 
the  extent  of  a number  of  potentially  danger- 
ous misconceptions  among  this  Nebraska 
sample. 

Mi.sconceptions  and  Misunderstandings 

One  third  of  the  males  and  females 
believed  that  television  and  magazine 
advertisements  of  health  products  are 
completely  factual  because  legislation 
guarantees  the  reliability  of  any  adver- 
tisement. (This  survey  was  prior  to  the 
most  recent  truth-in-advertising  ac- 
tions). 

32  percent  of  the  males  and  44  percent 
of  the  females  think  that  a painful  back 
injury  should  be  taken  care  of  by  a chi- 
ropractor. 

25  percent  of  the  males  and  40  per- 
cent of  the  females  would,  at  the  scene 
of  an  accident,  ignore  a lacerated  arm 
spurting  blood  in  favor  of  first  calling 
a doctor  and  an  ambulance. 
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45  percent  of  tlie  males  and  72  per- 
cent of  the  females  believed  that  in- 
flamed or  irritated  eyes  which  persisted 
over  a period  of  time  should  first  be 
treated  by  an  optician  or  an  optome- 
trist. 

One  third  of  the  males  and  females 
think  that  chronic  disease  can  be  trans- 
mitted from  person  to  person. 

One  third  of  the  seniors  could  not 
identify  the  medical  specialist  who  treats 
skin  conditions. 

70  percent  of  the  males  and  females 
believed  that  pasteurization  destroys  all 
bacteria  in  milk. 

35  percent  of  the  males  and  25  per- 
cent of  the  females  believed  that  the 
body  cannot  manufacture  vitamins  and 
therefore  they  must  be  provided  through 
diet  supplements. 

37  percent  of  the  senior  males  and 
43  percent  of  the  females  think  volun- 
tary health  agencies  are  supported  by 
public  tax  funds. 

Almost  one  half  of  the  students,  male 
and  female,  believed  that  popular  tooth- 
pastes prevent  cavities  and  the  loss  of 
teeth. 

Such  a pattern  of  erroneous  beliefs  could 
be  the  result  of  a number  of  things,  but  it 
can  be  hypothesized  that  they  are  the  result 
of  misinformation  or  the  absence  of  informa- 
tion. The  consistency  of  certain  responses 
indicates  that  much  misinformation  exists. 

Discussion 

A major  comment  made  by  participating 
teachers  concerning  the  test  instrument  was 
that  it  was  too  simple  and  that  many  ques- 
tions were  “just  common  sense.”  Results  do 
not  support  this  criticism,  however. 

A second  criticism  raised  by  teachers  was 
the  fact  that  the  supposed  simplicity  in- 
sulted the  intelligence  of  the  students  who 
then  would  not  answer  the  questions  to  the 
best  of  their  ability.  Some  students  did  feel 
the  items  to  be  too  simple,  but  in  many  cases 
achievement  scores  indicated  that  this  was 
possibly  a reflection  of  confidence  in  their 
own  misinformation.  Results  indicated  that 


often  students  did  not  in  fact  possess  scien- 
tifically accurate  knowledge. 

A third  criticism  of  the  survey  instrument 
was  that  the  students  had  difficulty  with 
some  specific  words  in  the  questions.  For 
example,  it  is  difficult  to  answer  a question 
about  the  role  of  a dematologist  if  you  don’t 
know  what  a dermatologist  is.  This  is  a 
valid  point;  however,  knowledge  of  the  major 
medical  specialties  is  considered  useful  infor- 
mation. The  question,  therefore,  did  indeed 
expose  a weakness  in  the  respondents’  health 
knowledge.  After  all,  it  is  difficult  to  use 
the  yellow  page  listings  of  physicians  with- 
out a knowledge  of  the  medical  specialties. 
In  practical  terms  it  is  difficult  to  get  to  the 
correct  doctor  if  you  do  not  understand  his 
title. 

Given  these  criticisms  the  fact  remains 
that  students  in  this  Nebraska  sample  pos- 
sessed less  knowledge  about  health  than  stu- 
dents in  the  national  sampling. 

Legislation  (LB-51,  1970)  passed  by  the 
state  legislature  to  implement  health  teach- 
ing in  the  schools  is  a small  first  step  to  in- 
crease the  functioning  health  knowledge  of 
the  state’s  citizens.  If  schools  and  the  citi- 
zenry who  support  schools  are  to  increase 
the  health  knowledge  of  their  students, 
however,  they  must  at  least  (1)  make  a sig- 
nificant commitment  to  quality  health  edu- 
cation in  terms  of  resources  and  personnel, 
(2)  .introduce  health  as  a distinct  subject 
matter  area,  giving  it  equal  prominence  with 
other  academic  subjects,  (3)  attempt  to  in- 
tegrate health  topics  into  other  subject  mat- 
ter areas  in  the  curriculum,  (4)  establish 
quality  programs  in  the  state  university  and 
teachers  colleges  to  train  health  teachers, 
and  (5)  encourage  innovation  in  education 
through  adequate  support  and  funding  of 
school  boards. 

Such  actions  are  basic  to  the  implementa- 
tion of  the  Nebraska  Medical  Association’s 
resolutions  on  quality  health  education  and 
to  the  increased  functional  health  knowledge 
of  the  next  generation. 

The  lesson  learned  from  countries  that 
have  established  national  health  programs  is 
worth  mentioning  as  the  consideration  of  in- 
dividual knowledge  about  health  is  brought 
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juxtaposition,  the  prospects  of  some  form 
of  national  health  insurance  in  the  next  few 
years.  Most  countries  that  have  instituted 
programs  of  national  health  care  have  found 
them  extremely  expensive.  Only  after  such 
experiences  have  these  countries  realized  the 
need  to  actively  inform  their  citizens  about 
health  matters  and  establish  active  health 
maintenance  programs.  Prevention  through 
knowledge  and  practice  has  belatedly  be- 
come a vital  factor  in  aiding  the  control  of 
the  runaway  costs  of  corrective  health  care. 


A significant  investment  in  the  efficient 
education  of  the  next  generation  in  matters 
of  health  may  provide  a clear  benefit  in  the 
reduction  of  individual  expenses  for  buying 
back  lost  health.  Health  maintenance  pro- 
grams cannot  exist  unless  an  element  of 
health  education  is  included.  The  schools 
provide  the  most  efficient  avenue  to  begin 
this  process.  Medicine  and  education  must 
cooperate  if  they  are  to  make  progress  in 
the  prevention  of  illness  and  the  maintenance 
of  health. 
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President's  Page 


MEDICAL  SOCIETY  MEMBERSHIP 

The  Nebraska  Medical  Association  has  be- 
come interested  in  the  past  few  months  in 
the  makeup  of  its  membership.  This  is 
important  to  know  because  of  the  apparent 
decrease  in  interest  of  young  physicians  in 
becoming  members  of  organized  medicine. 
It  was  sharply  brought  into  focus  when  the 
Nebraska  Medical  Association  elected  not 
to  make  American  Medical  Association  a 
prerecpiisite  for  membership  in  the  State 
Association. 

I personally  was  stimulated  to  become 
interested  when  I became  aware  of  one 
of  the  promising  new  physicians  in  my  area 
was  not  a member  of  his  County,  State  or 
the  American  Medical  Association.  This 
young  man  is  a close  friend  of  mine  and  I 
have  known  and  admired  him  throughout 
medical  school  and  his  years  of  training.  I 
have  always  been  tremendously  impressed 
with  his  interest  and  ability  and  found  it 
hard  to  believe  that  he  was  not  a member 
of  our  County  or  State  Associations. 

When  I confronted  him  with  my  concern, 
he  simply  stated  that  no  one  had  ever  asked 
him  to  join,  that  he  had  not  concerned  him- 
self with  seeking  membership.  All  of  this 
brings  into  focus  our  problem.  The  decreas- 
ing membership  in  all  levels  of  organized 
medicine  lessens  our  effectiveness.  Because 
with  less  members  and  interested  physicians, 
we  find  it  increasingly  difficult  to  present 
a strong,  unified  voice  for  medicine. 

Many  things  have  contributed  to  the 
lessening  interest  in  membership.  Certain- 
ly, the  change  in  hospital  staff  by-laws 
which  removed  the  medical  society  member- 
ship as  a requirement  for  a staff  physician, 
is  a part.  The  general  anti-establishment 
philosophy  which  has  been  in  vogue  among 
youth,  has  also  involved  the  young  physi- 
cians, and  medical  students  — and  this  is 
manifested  by  a lack  of  desire  to  become 
allied  with  organized  medicine.  And  if  all 
this  were  not  enough,  the  recent  increase 


in  dues  of  County,  State  and  National  Medi- 
cal Associations,  provided  the  final  straw 
for  many  of  the  less  enthusiastic  individuals. 

We  have  accepted  the  fact  that  we  have 
a problem  and  we  must  put  our  minds  to  a 
solution.  We  must  very  carefully  survey 
the  new  members,  and  make  sure  they  are 
contacted  on  a personal  basis  and  urged  to 
join  with  us  in  organized  medicine.  We 
must  survey  the  older  non-members  and 
find  out  first  why  they  are  not  members, 
and  then  try  to  convince  them  they  should 
be  members. 

Finally,  we  should  try  to  change  the  for- 
mat of  our  meetings  so  that  they  will  genu- 
inely appeal  to  the  younger  members.  If 
we  can  do  all  this  successfully,  we  will 
again  have  every  physician  as  a member 
of  his  local  County  Medical  Society,  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  When  that 
happens,  we  will  have  a vital  representative 
organization  which  can  effectively  speak  for 
all  medicine. 

John  D.  Coe,  M.D. 

President 

Nebraska  Medical  Association 
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Down  Memory  Lane 


1.  Why  should  we  say  that  we  will  look 
after  the  epileptic  who  becomes  insane  or 
who  is  definitely  feeble  minded  and  think 
not  at  all  of  the  one,  who,  with  a little  help 
could  be  of  considerable  value  to  himself 
and  others? 

2.  Patients  suffering  from  chronic  infec- 
tious arthritis  invariably  do  better  in  a 
warm  dry  temperature  than  in  localities 
where  there  are  abrupt  changes  and  where 
there  is  much  heat,  cold  and  humidity. 

3.  What  is  to  become  of  the  family  physi- 
cian? Even  the  hospital  is  closing  its  doors 
against  him. 

4.  There  should  be  a more  wholesome  fear 
and  respect  for  measles  and  whooping  cough 
not  only  in  the  community  at  large  but  also 
among  the  members  of  the  medical  profes- 
sion. 

5.  Subtemporal  decompression  is  a pro- 
cedure of  recognized  merit. 

6.  Well  do  I remember  five  to  fifteen  years 
ago  that  heredity  was  given  a very  unim- 
portant place  in  the  etiology  of  certain  dis- 
eased conditions  and  the  physicians  would 
hurry  through  this  possibility  to  dwell  at 
length  on  some  newer  theory  which  was 
hardly  more  than  a fancy. 

7.  It  may  in  truth  be  said  that  the  psy- 
chologj"  of  the  patient  is  not  studied  enough 
or  is  overlooked  by  the  average  physician. 

8.  Insulin  does  not  cure  diabetes.  In- 
sulin does  not  allow  a diabetic  to  eat  any- 
thing he  desires. 

9.  Arthritides  of  various  types  have 
been  treated  by  the  author  using  foreign 
proteins  including  horse  serum,  anyi-men- 
ingococcic  serum,  typhoid  vaccine,  bacterial 
filtrates,  phylacogens  and  milk. 

10.  Now  that  the  hay-fever  season  is 
over,  no  doubt  many  physicians  have  been 
disappointed  with  the  results  obtained  by 
attempted  desensitization  treatment  and  it 


may  be  well  to  inquire  into  some  of  the  fac- 
tors which  may  be  the  probable  causes. 

Nebraska  State  Medical  Journal 
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Superficial  Temporal  Arteriography  in  Pa- 
tients Suspected  of  Having  Temporal 
Arteritis  — G.  G.  Hunder  et  al  (Mayo 
Clinic,  Rochester,  Minn  55901).  Arthritis 
Rheum  15:561-570  (Nov-Dec)  1972. 

Superficial  temporal  arteriograms  and 
temporal  artery  biopsies  on  31  patients  sus- 
pected of  having  temporal  arteritis  support- 
ed that  diagnosis  in  29.  Temporal  arterio- 
grams showed  abnormalities  in  all  five  pa- 
tients with  arteritis  on  biopsy.  In  two  ad- 
ditional patients  arteriographic  areas  of  ir- 
regular narrowing  and  dilation  of  the  lumen 
of  the  temporal  artery  were  present,  even 
though  random  biopsy  showed  no  arteritis. 

Renal  Transplantation  in  Patients  With  In- 
sulin-Dependent Diabetes  — C.  M.  Kj  ell- 
strand  et  al  (Dept  of  Medicine,  Univ  of 
Minnesota,  Minneapolis  55455).  Lancet 
2:4-7  (July  7)  1973. 

Forty  patients  (age  23-48  years)  with  in- 
sulin-dependent diabetes  mellitus  and  end- 
stage  renal  failure  were  accepted  for  renal 
transplantation.  Fifteen  patients  died:  six 
before  transplantation,  three  within  six 
months,  and  six  after  this  period.  Infections 
and  myocardial  infarctions  were  the  prin- 
cipal causes  of  death.  Age,  age  at  onset 
of  diabetes,  duration  of  diabetes,  electro- 
cardiogram changes,  a history  of  angina,  or 
severity  of  retinopathy  were  unreliable  as 
prognostic  indicators.  Women  had  much 
better  results  than  men.  Diabetic  nephro- 
pathy did  not  recur  and  hypertension  was 
easily  controlled.  Visual  acuity,  which  had 
rapidly  deteriorated  in  uremic  diabetics,  re- 
mained stable  after  transplantation. 
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CIBA  HONORS  MEDICAL  STUDENT  — As  an  organizer  of  health  clinic  for  minority 
community  and  organizer  of  Career  Day  for  disadvantased  and  minority  students,  medi- 
cal student  David  C.  Cloyd  (right)  of  Creighton  University  School  of  Medicine  is  presented 
with  CIBA  Pharmaceutical  Company  award.  Wayne  Garrison  (left)  of  CIBA  presents  a set 
of  “The  Ciba  Collection  of  Medical  Illustrations”  by  world  -renowned  medical  artist,  Frank 
H.  Netter,  M.D.,  to  Cloyd,  as  Joseph  M.  Holthaus,  M.D.,  (center).  Dean,  Creighton  Uni- 
versity School  of  Medicine,  looks  on. 
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Health  service  administration 
at  U of  N 

The  Board  of  Regents  of  the  University 
of  Nebraska  recently  established  a section 
of  Health  Services  Administration  and  a pro- 
gram to  educate  health  service  administra- 
tors at  the  University  of  Nebraska  Medical 
Center. 

The  section,  which  would  be  set  up  in  the 
College  of  Medicine’s  department  of  medical 
and  educational  administration,  would  have 
six  ultimate  goals,  said  Chancellor  Robert 
D.  Sparks. 

These  include  health  management  studies, 
surveying  administrative  qualifications,  pro- 
viding continuing  education  programs,  es- 
tablishing formal  certificate  and/or  degree 
programs,  providing  administi'ative  person- 
nel seai’ch  services,  and  developing  a library 
collection. 


Dr.  Connolly:  chairman  of  orthopedics 

Dr.  John  Connolly  has  been  named  profes- 
sor and  chairman  of  the  department  of  or- 
thopedic surgery  at  the  University  of  Ne- 
braska Medical  Center. 

Dr.  Connolly  is  presently  assistant  profes- 
sor of  orthopedic  surgery  at  Vanderbilt  Uni- 
versity. 


Harman  & Kass  named 

Two  University  of  Nebraska  Medical  Cen- 
ter faculty  members  have  been  named  dis- 
tinguished professors  at  the  University  of 
Nebraska  Medical  Center. 

Dr.  Denham  Harman  has  been  appointed 
Millard  Professor  of  Geriatrics.  This  pro- 
fessorship was  endowed  by  Mrs.  Adah  K. 
Millard,  the  widow  of  an  Omaha  industrial- 
ist who  died  in  1965. 

Long  interested  in  the  field  of  geriatrics 
and  the  chemical  processes  involved  in  aging. 


Dr.  Harman  is  internationally  known  for  his 
work  in  this  field.  In  one  series  of  experi- 
ments with  mice.  Dr.  Harman  demonstrated 
that  the  addition  of  an  anti-oxidant  chemical 
to  the  diet  increased  the  rodent  life  span 
as  much  as  50  percent. 

Dr.  Irving  Kass,  director  of  pulmonary 
medicine,  will  be  the  Larson  Professor  of 
Pulmonary  Medicine.  This  professorship 
was  established  in  memory  of  Margaret  R. 
Larson,  a longtime  resident  of  Lincoln,  Ne- 
braska, and  a retired  Omaha  school  teacher. 

Financial  support  for  the  professorship 
came  from  Mrs.  Larson’s  husband,  Richard, 
a Nebraska  railway  commissioner  from  1941 
to  1967. 

A faculty  member  at  Nebraska  since 
1966,  in  1968  Dr.  Kass  became  director  of 
the  nation’s  first  regional  rehabilitation 
center  for  persons  suffering  from  emphy- 
sema. This  center  at  Nebraska  serves  Ne- 
braska, Iowa,  North  and  South  Dakota, 
Missouri,  Kansas  and  Minnesota. 

The  professorshiiD  which  Dr.  Kass  will 
fill  will  maintain  special  emphasis  on  the 
treatment  of  emphysema. 


OBG  traineeship  at  U of  N 

The  annual  traineeship  in  obstetrics  and 
gynecology  will  be  held  on  the  campus  of 
the  University  of  Nebraska  Medical  Center 
December  10-14,  1973. 

The  course  will  be  directed  to  the  specific 
problems  and  interests  of  the  six  regis- 
trants. 

The  registration  fee  of  $125  includes  five 
luncheons. 

The  course  carries  50  hours  of  credit 
with  the  American  Academy  of  Family 
Practice. 

Course  coordinator  is  Dr.  Joseph  Scott, 
professor  of  obstetrics  and  gynecology. 
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Are  You  a Member? 

This  Is  An  Age  of  Change!  Everyday  our 
attitudes  and  ideas  are  challenged  by  dif- 
ferent thoughts  and  methods.  We  need  this 
challenge.  The  Woman’s  Auxiliary  to  the 
American  Medical  Association’s  new  state- 
ment of  purpose  reads,  “We  will  assist  the 
American  Medical  Association  in  its  pro- 
gram to  improve  the  quality  of  life  through 
health  education  and  services.”  The  Medi- 
cal Auxiliary  member  can  make  an  impact 
on  her  community  in  this  era  of  change. 

This  Is  An  Age  of  the  Computer!  More 
and  more  we  feel  threatened  by  the  loss  of 
our  individuality,  and  sometimes  it  seems 
that  we  are  simply  a number  on  the  big 
roulette  wheel  of  life.  The  Medical  Aux- 
iliary still  continues  “To  cultivate  friendly 
relations  and  promote  mutual  understand- 
ing among  physicians’  families.”  It  is  great 
fun  to  work  together  for  the  common  goals 
that  we  all  share. 

The  Medical  Auxiliary  has  as  its  main 
purpose  the  challenge  to  provide  ways  and 
programs  with  which  to  meet  the  needs  of 
present  day  problems,  especially  those  deal- 
ing with  health.  To  do  this  effectively  the 
Auxiliary  needs  the  support  and  assistance 
of  every  physician’s  wife  in  the  state  of  Ne- 
braska — and  every  physician’s  wife  needs 
the  feeling  of  belonging  and  the  support 
she  can  receive  from  the  other  members  of 
this  organization. 

This  Is  An  Age  of  Great  Opportunity! 
Mrs.  Eunice  Roller,  Vice  President  of  the 
North  Central  Region  writes,  “Medical  Aux- 
iliary provides  the  opportunity  to  be  in- 
formed . . . through  “getting  together”  to 
become  more  knowledgeable  you  find  your- 
self becoming  ‘more  alive’.”  Let’s  make 
this  the  year  of  opportunity  for  all  Nebraska 
physicians’  wives.  If  you  have  never  be- 
longed to  the  Medical  Auxiliary  — Now  is 
the  time.  If  you  have  been  a supporter  in 
the  past  — Don’t  let  us  down  now.  ALL 
TOGETHER  WE  CAN  MAKE  A DIF- 
FERENCE. 

This  Is  An  Age  of  Coping  or  Copping  Out! 


Every  M.D.’s  wife  is  important.  As  Ne- 
braska physicians’  wives  . . . LET’S  COPE ! 

Patsy  A.  Moore 
2nd  Vice-President 

In  Memoriam 

By  medicine  life  may  he  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

DR.  CLARENCE  MINNICK 

Dr.  Clarence  Minnick  died  September  12, 
1973,  in  Cambridge,  Nebraska,  at  the  age  of 
94.  He  was  born  in  Republican  City,  Ne- 
braska, on  August  17,  1879. 

He  was  graduated  in  medicine  at  North- 
western University  in  1905,  then  practiced 
in  Holbrook,  and  in  1912  he  did  postgraduate 
work  in  eye,  ear,  nose,  and  throat.  He  prac- 
ticed in  Indianola  and  Curtis  before  coming 
to  Cambridge  in  1924. 

He  served  with  the  Army  Medical  Corps 
in  World  War  I with  the  rank  of  Captain, 
and  was  Vice  President  of  the  Nebraska 
Medical  Association;  he  received  his  50- 
year  pin  in  1955. 

He  is  survived  by  his  wife  Velma;  two 
sons,  John,  Lancaster,  California,  and  James, 
River  Forest,  Illinois;  a daughter,  Anastasia 
Petereen,  Cambridge;  sister,  Sarah  Rosen- 
felt,  San  Francisco;  two  brothers,  Dr.  Roy, 
Stromsburg,  and  W.  T.,  Cambridge. 

Welcome  New  Members 

Charles  F.  Damico,  M.D. 

604  West  6th  Street 
Hastings,  Nebraska  68901 

Robert  S.  Fox,  M.D. 

406  Ringland  Street 
Hastings,  Nebraska  68901 

Eugene  W.  Peck,  M.D. 

608  West  6th  Street 
Hastings,  Nebraska  68901 

Fred  J.  Pettid,  M.D. 

4105  Harrison  Avenue 
Omaha,  Nebraska  68147 
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The  Specialist 

THE  ANESTHESIOLOGIST 

That’s  me.  I have  administered  anes- 
thesia for  more  years  than  I can  count  on 
my  fingers  and  toes  and  eyes  and  ears. 
I have  used  intravenous  ether,  performed 
spinal  anesthesia  from  below,  through  a hole 
in  an  orthopedic  table,  with  the  patient 
supine,  given  anesthesia  to  frog-breathers, 
and  administered  the  more  conventional  and 
gentle  agents  and  techniques  during  my 
career  in  the  operating  room.  So  I can  easily 
say  that  this  is  the  noblest  of  the  specialists. 

For  his  fees  are  small,  his  hours  are  long, 
his  life  is  filled  with  emergencies,  and  every- 
thing he  does  is  a matter  of  life  and  death. 
He  has  no  time  to  look  things  up.  He  must 
know  the  effects  and  dose  of  every  drug 
in  the  pharmacy. 

He  is  often  the  patient’s  best  friend  in 
the  hospital,  for  he  almost  alone  can  remove 


Wash  ingtoNotes 

Health  maintenance  organization 

The  House  has  approved  legislation  that 
will  provide  federal  funds  to  start  a limited 
number  of  experimental  Health  Maintenance 
Organizations  over  a five  year  period  to  the 
tune  of  $240  million.  The  Senate’s  version 
of  HMOs,  passed  months  ago,  would  pro- 
vide $805  million  over  the  same  period. 
House  and  Senate  conferees  must  now  re- 
solve the  differences. 

The  compromise  bill  voted  by  the  House 
calls  for  spending  $60  million  this  fiscal  year, 
the  Administration  figure.  The  bill  meets 
many  objections  raised  to  the  original  meas- 
ure by  the  administration  and  the  AMA. 

The  bill  has  a flat  five-year  cut-off  for 
the  HMO  progi’am. 

Unlike  the  Senate  bill,  the  House  legisla- 
tion does  not  pre-empt  state  laws  that  re- 
strict formation  of  HMOs.  The  reason  giv- 


fears and  dreads.  He  can  assure  the  pa- 
tient a preoperative  night’s  sleep,  render 
him  philosophic  or  devil-may-carish  between 
hospital  bed  and  operating  table,  and  bestow 
on  him  the  blessing  of  anesthesia.  The  pa- 
tient may  worry  over  the  chance  that  he  has 
cancer  or  that  he  will  not  survive  the  pro- 
cedure, but  his  greatest  fear  is  that  of  pain, 
for  pain  kills  like  hemorrhage.  The  anes- 
thesiologist can  remove  pain  and  lower  the 
mortality  rate. 

He  is  the  pain-killer,  and  he’ll  keep  him 
alive. 

This  is  an  American  specialty,  and  we 
can  be  proud  that  we  gave  this  blessing  to 
the  world;  it  is  our  greatest  gift.  Not 
democracy;  the  Greeks  had  it  once,  and 
we’re  a republic  anyway.  The  patient’s 
best  insurance  is  his  anesthesiologist. 

F.C. 


en  by  the  House  Commerce  Committee  was 
“the  rapid  change  already  underway  in  state 
legislation  designed  to  remove  these  bar- 
riers.’’ Approximately  20  states  have  al- 
ready adopted  legislation  specifically  author- 
izing HMOs. 

Dr.  Bauer  resigns  at  PSRO 

William  I.  Bauer,  M.D.,  has  resigned  as 
director  of  the  controversy-ridden  Profes- 
sional Standards  Review  Organization  pro- 
gram, expressing  dissatisfaction  with  the 
PSRO  organization  setup. 

The  PSRO  program  is  a particularly  sensi- 
tive one  to  be  subject  to  the  inevitable  reper- 
cussions and  criticisms  that  follow  a resig- 
nation. Members  of  the  Senate  Finance  Com- 
mittee have  been  taking  a hard  line  on  in- 
volvement of  state  medical  societies  in  the 
PSRO  review  of  institutional  care  under 
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an  effective  combination  of  medication 
and  psychoiogy  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA 


inlay-tabs 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F  150  mq 
alummurn  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 

Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain  ' ^ 

increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 


LABORATORIES  ' 

Division  of  Sandoz-Wander,  Inc. 
Lincoln,  Nebraska  68501 


jMedicare  and  Medicaid.  Some  physicians 
groups  and  state  societies,  and  the  PSRO 
advisory  committee,  have  urged  a broader 
authority  for  state  societies.  In  general, 
HEW  and  Dr.  Bauer  had  appeared  to  be 
attempting  a middle  course. 

The  48-year-old  Dr.  Bauer  was  named  to 
the  PSRO  post  last  March  after  a career  as 
a practicing  internist  in  Greeley,  Colo.  Other 
HEW  officials  who  have  resigned  in  the  past 
several  months  are  Gordon  McLeod,  M.D., 
director  of  the  Health  Maintenance  Organ- 
ization (HMO)  program,  and  Arthur  Lesser, 
M.D.,  head  of  Maternal  and  Child  Health 
Services. 

In  a statement.  Dr.  Bauer  said  the  admini- 
stration has  made  a “significant  commitment 
to  PSRO  but  that  commitment  has  not  been 
translated  into  action  . . 

“This  extremely  complex  program  with 
ramifications  at  all  levels  of  medical  care 
has  been  provided  with  limited  resources  and 
those  resources  that  were  made  available 
could  not  be  effectively  administered  and 
utilized  because  of  the  organization  struc- 
ture,” Dr.  Bauer  said. 

National  center 

A public  - private  National  Center  for 
Health  Education  to  oversee  efforts  to  pro- 
vide better  health  information  to  the  public 
was  recommended  by  President  Nixon’s  Spe- 
cial Committee  on  Health  Education. 

In  a report  to  the  chief  executive,  the  17- 
member  advisory  group  said  future  im- 
provements in  health  care  delivery  and  fi- 
nancing “will  be  virtually  nullified  unless 
there  is,  at  the  same  time,  an  improvement 
in  health  education,  which  means  not  just 
supplying  information  about  health  to  peo- 
ple, but  motivating  them  to  accept  the  in- 
formation and  put  it  to  work  in  their  daily 
lives.” 

The  National  Center  for  Health  Educa- 
tion would  be  a private,  nonprofit  organiza- 
tion authorized  by  Congress  and  financed 
from  U.S.  and  private  funds  at  an  esti- 


mated yearly  cost  of  about  $3  million.  The 
Center  would  be  managed  by  a 25-member 
board  of  directors  appointed  by  the  Presi- 
dent and  confirmed  by  the  Senate.  It  would 
conduct  research,  coordinate  state  and  local 
and  national  public  education  programs,  and 
serve  as  an  information  clearing  house. 


Money  for  health 

President  Nixon  has  won  a showdown 
with  Congress  on  health  spending.  The 
House  failed  to  override  his  veto  of  the 
emergency  medical  services  bill,  making  the 
veto  stand  and  bolstering  the  administra- 
tion’s hopes  of  curbing  federal  spending 
this  year. 

The  Senate  voted  before  the  August  re- 
cess to  overturn  the  veto. 

Pro-administration  and  anti  - administra- 
tion forces  and  supporters  of  the  bill  worked 
hard  to  line  up  House  votes  for  their  sides 
in  what  was  regarded  as  an  important  test 
of  the  President’s  powers. 

The  bill  authorized  $185  million  over 
three  years  to  aid  state  and  local  govern- 
ments set  up  emergency  medical  services  to 
cope  with  auto  crashes  and  the  like.  In  his 
veto  message.  President  Nixon  said  the  meas- 
ure would  establish  “a  large  new  federal  pro- 
gram in  an  area  which  is  traditionally  a 
concern  of  state  and  local  governments.” 

National  health  insurance 

Labor’s  leading  proponent  of  a sweeping 
National  Health  Insurance  bill,  Leonard 
Woodcock  of  the  United  Autoworkers,  en- 
gineered a tentative  agreement  with  the 
Chrysler  corporation  requiring  the  company 
to  pay  the  full  workers’  tab  for  any  National 
Health  Insurance  plan  that  comes  down  the 
pike. 

The  agreement  states  that  in  the  event  a 
National  Health  Insurance  Program  is  en- 
acted Chrysler  will  be  required  to  pay  any 
direct  premium  or  taxes  which  may  be 
levied  on  workers. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
November  17,  Norfolk,  Elks  Lodge 
December  1,  Ainsworth,  Elm  Grade  School 
December  8,  North  Platte,  Elks  Lodge 


VIROLOGY  AND  IMMUNOLOGY  IN  HU- 
MAN CANCER  — National  Conference; 
Nov.  29-Dec.  1,  1973;  at  the  Waldorf-As- 
toria Hotel,  New  York  City;  sponsored  by 
the  American  Cancer  Society  and  the  Na- 
tional Cancer  Institute. 


AMERICAN  ASSOCIATION  FOR  CLIN- 
ICAL IMMUNOLOGY  AND  ALLERGY 
— Annual  Meeting;  at  the  Hilton  Palacio 
Del  Rio  Hotel,  San  Antonio,  Texas,  Novem- 
ber 29  - December  2,  1973.  Write  to ; Rob- 
bert  J.  Brennan,  M.D.,  3471  N.  Federal 
Hwy.,  Fort  Lauderdale,  Florida  33306. 


NATIONAL  CONFERENCE  ON  VIROL- 
OGY AND  IMMUNOLOGY  IN  HUMAN 
CANCER  — November  29,  1973  - Decem- 
ber 1,  1973,  Waldorf-Astoria  Hotel,  New 
York,  New  York;  sponsored  by  American 
Cancer  Society,  National  Cancer  Institute. 
Write  to:  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Virology  and  Immunology 
in  Human  Cancer,  American  Cancer  So- 
ciety, Inc.,  219  East  42nd  Street,  New 
York,  New  York  10017. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 

NEBRASKA  OB-GYN  SOCIETY  MEETING 
— December  6-8,  1973,  Frontier  Plotel, 
Las  Vegas,  Nevada.  Write  to:  G.  W.  Orr, 
M.D.,  42nd  and  Dewey,  Omaha,  Nebraska. 

SYMPOSIA  MEDICA  FOUNDATION  pre- 
sents an  International  Conference  on  Clin- 
ical Problems  in  Ophthalmology  and 


Otolaryngology  to  be  held  in  Jerusalem, 
February  14-24,  1974.  For  further  in- 
formation, contact:  Ms.  Cynthia  Soika, 

M.A.,  Projects  Director,  Symposia  Medica 
Foundation,  305  East  24th  Street,  New 
York,  N.Y.  10010. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  28  - May  1,  1974, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  22-27,  1974,  Chica- 
go, Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  3-5,  1974. 


Relationship  Between  Heart  Rate  and  Ven- 
tricular Ectopic  Rhythm  in  Acute  Myo- 
cardial Infarction  — W.  Merx  et  al  (Ab- 
teilung  Innere  Medizin  I der  RWTH, 
Aachen,  West  Germany).  Klin  Woch- 
enschr  51:658-663  (July  1)  1973. 

Study  of  1,313  time  intervals  from  146  pa- 
tients with  acute  myocardial  infarction 
showed  that  a linear  relationship  exists  be- 
tween the  occurrence  of  ventricular  ectopic 
beats  or  runs  of  ventricular  ectopic  beats 
and  the  heart  rate.  With  faster  heart  rates, 
the  percentage  of  these  arrhythmias  is  de- 
creased. Ventricular  tachycardias  and  ven- 
tricular fibrillation  or  flutter  were  also  seen 
most  commonly  in  bradycai'dia,  but  there 
was  a second  maximum  in  frecpiencies  ex- 
ceeding 110/min.  It  is  assumed  that  in  pa- 
tients with  such  tachycardial  heart  action 
severe  heart  failure  and  myocardial  hypoxia 
are  often  present  and  that  under  these  cir- 
cumstances, only  relatively  few  ventricular 
ectopic  beats  are  necessary  to  trigger  ven- 
tricular tachycardias  or  ventricular  flutter/ 
fibrillation. 
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While  Making  Rounds 


Forget  the  metric  system;  it  might  have 

been  100. 

“The  patient  says  he  has  had  17  opera- 
tions. He  also  says  he  has  had  17 
bowel  movements  per  day  for  17 
years.” 

From  our  department  of  statistics. 

It  is  estimated  that  nearly  2500  people  in 
the  U.S.  die  each  year  from  “inhalation 
of  food,”  and  that  this  causes  more 
deaths  than  airplane  accidents. 

Words  we  can  do  without. 

Lurch,  media,  timewise,  however,  etc., 
approximately,  gambit,  circa. 

And  res  ipsa  loquitur,  which  means  you’re 
right  doctor,  but  pay  me  anyway. 

Progress  notes. 

“The  request  was  delayed  through  chan- 
nels.” 

The  conclusion. 

“No  disabling  disabilities.” 

The  diagnosis  (a). 

“Open  ankle  glaucoma.” 


Medicinews 

Research  service  awards 

By  a vote  of  81  to  6,  the  Senate  has 
passed  H.R.  7724,  the  National  Research 
Service  Awards  and  Protection  of  Human 
Subjects  Act.  Title  I of  the  bill  would  estab- 
lish a program  of  national  research  service 
awards,  replacing  existing  research  train- 
ing grant  and  fellowship  authorities  with 
a single  national  research  service  award  pro- 
gram administered  by  the  Director  of  NIH. 
A payback  provision  requires  all  award  re- 
cipients to  engage  in  a period  of  national 
service  either  as  a biomedical  researcher, 
a member  of  the  National  Health  Service 


I know  what  he  means. 

“The  patient  is  unable  to  speak  legibly.” 

The  ampersand  disease,  or  Cole’s  disease. 

“I  think  he  is  fitted  for  that  job  and  that 
position.” 

Anesthesia  (1). 

“a  lime-green  anesthetist 
Fed  me  banana  gas  through  a frog-mask.” 

Plath 

The  diagnosis  (b). 

“The  diagnosis  was  pain  in  the  costo- 
phrenic  area,  midclavicular,  inactive.” 

Anesthesia  (2). 

“0  I was  sick.” 

Plath 

On  moaning  and  groaning. 

“Why  cannot  we  suffer  in  silence?” 

Forster 

F.C. 


Corps,  a private  practitioner  in  a medical 
shortage  area,  or  provider  in  a prepaid 
group  practice.  Title  II  of  the  bill  creates  a 
National  Commission  for  the  Protection  of 
Human  Subject  of  Biomedical  and  Behavioral 
Research.  The  Commission  would  undertake 
a comprehensive  investigation  to  identify 
the  basic  ethical  principles  to  be  applied  to 
the  conduct  of  biomedical  research  involving 
human  subjects. 

Included  as  an  amendment  to  the  bill  is  a 
two-year  moratorium  on  the  use  of  federal 
funds  and  federal  facilities  in  projects  in- 
volving psychosurgery.  In  addition,  the 
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amendment  would  require  the  Commission 
to  undertake  a comprehensive  study  of  psy- 
chosurgery to  determine  the  number  and 
type  of  cases  performed  during  the  last  5 
years  in  all  public  and  private  hospitals  in 
the  U.S.  as  well  as  to  compile  and  analyze 
data  on  a sufficient  number  of  cases  to  pro- 
vide the  basis  for  scientific  evaluation  of 
this  surgical  technique.  A further  amend- 
ment would  restrict  the  use  of  federal  funds 
for  research  and  experimentation  in  the  field 
of  abortion.  This  bill  will  now  be  the  sub- 
ject of  a House  and  Senate  conference. 


State  of  the  union 

President  Nixon  greeted  the  retm-ning 
Congress  with  an  unprecedented  Second 
State  of  the  Union  Message.  With  i-egard 
to  health  issues,  Mr.  Nixon  indicated  that  his 
first  priority  was  the  creation  of  a health 
insurance  partnership  program  joining  the 
public  and  private  sectors  in  an  effort  to 
bring  quality  care  within  every  family’s 
reach.  In  discussing  national  health  insur- 
ance, he  said  that  the  Administration  will 
work  toward  the  early  introduction  of  NHI 
legislation.  He  also  supported  passage  of 


SCHEDULE  OF  UPCOMING 
NCME  PROGRAMS 

Here  are  the  playing  dates  and  up- 
coming programs  to  be  distributed  by 
the  Network  for  Continuing  Medical 
Education  (NCME) : 

November  .5  - November  18 
RADIOLOGIC  MANAGEMENT  OF 
EARLY  CANCER  OF  THE  LAR- 
YNX, with  Alexander  D.  Crosett, 
Jr.,  M.D.,  Director,  Division  of 
Radiation  Therapy  and  Nuclear 
Medicine  at  Overlook  Hospital, 
Summit,  New  Jersey;  and  Charles 

E.  Langgaard,  M.D.,  Attending 
Otolaryngologist,  Summit  Medical 
Group,  Summit,  New  Jersey. 

WHAT  CAROTID  ARTERIOGRAPHY 
CAN  TELL  YOU,  with  Michael  D. 

F.  Deck,  M.D.,  Associate  Attending 
Radiologist  and  Associate  Profes- 
sor of  Radiology  at  Cornell  Univer- 
sity Medical  Center  in  New  York. 

NATURAL  CHILDBIRTH,  with  Alfred 
Tanz,  M.D.,  Attending  Obstetrician 
and  Gynecologist,  Lenox  Hill  Hos- 
pital, and  Assistant  Clinical  Pro- 
fessor, New  York  Medical  College, 
New  York. 

November  19  - December  2 
HEARING  LOSS;  A THREAT  AT 
ANY  AGE  with  Merrill  Goodman, 


M.D.,  Director  of  Otolaryngology 
at  Long  Island  Jewish-Hillside  Medi- 
cal Center,  and  Medical  Director  of 
Long  Island  Hearing  and  Speech 
Center,  New  York. 

TIBETAN  MEDICINE:  A THOU- 
SAND-YEAR-OLD PRACTICE, 
with  Donald  G.  Dawe,  Th.D.,  Pro- 
fessor of  Theology,  Union  Theological 
Seminary,  Richmond,  Virginia ; and 
James  L.  Mathis,  M.D.,  Professor 
and  Chairman  of  the  Depai'tment  of 
Psychiatry,  Medical  College  of  Vir- 
ginia ; William  Regelson,  M.D.,  Pro- 
fessor and  Chairman,  Department  of 
Psj^chiatry,  Medical  College  of  Vir- 
ginia; William  Stepka,  Ph.D.,  Pro- 
fessor of  Pharmacognosy,  School  of 
Pharmacy,  all  of  Virginia  Common- 
wealth University,  Richmond, 
Virginia. 

NUCLEAR  MEDICINE  AND  THE 
COMMUNITY  HOSPITAL,  with 
Alexander  D.  Crosett,  Jr.,  M.D., 
Director,  Division  of  Radiation 
Therapy  and  Nuclear  Medicine  at 
Overlook  Hospital,  Summit,  New 
Jersey. 

For  more  information  about  NCME, 
write  The  Network  for  Continuing  Med- 
ical Education,  15  Columbus  Circle,  New 
York,  New  York  10023. 
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IIMO  legislation,  but  in  discussing  the  Sen- 
ate-passed bill,  he  stated  that  it  “calls  for  a 
full-scale  development  effort  rather  than  a 
limited  demonstration  program.  A national 
development  effort  vmuld  require  funding 
levels  far  beyond  what  is  needed  or  what  we 
can  afford.”  He  indicated  support  for  the 
HiMO  concept  developed  by  the  House. 


EMS  veto  sustained 

By  a vote  of  273-144,  the  House  sustained 
President  Nixon’s  veto  of  S.  504,  the  Emer- 
gency Medical  Services  Systems  Develop- 
ment Act.  The  bill  would  have  authorized 
$185  million  over  a three-year  period  for 
federal  programs  to  improve  ambulance 
services  and  other  efforts  to  expedite  the  de- 
livery of  health  care  in  medical  emergencies. 
The  bill  further  provided  for  continuing  fed- 
eral aid  to  8 PHS  hospitals. 

Medical  assistants  pass  certification 
exam 

A record  number  of  356  medical  assist- 
ants have  become  Certified  Medical  Assist- 
ants (CMAs)  by  successfully  passing  the 
1973  Certification  examination  conducted  by 
the  American  Association  of  Medical  Assist- 
ants (AAi\lA).  They  will  receive  certifi- 
cates and  pins  at  the  CMA  dinner  held  in 
their  honor  on  October  24  during  the  AAMA 
annual  convention  in  Washington,  D.C. 

The  record  total  includes  118  who  will  re- 
ceive administrative  certificates,  132  re- 
ceiving clinical  certification,  and  106  who 
were  certified  in  both  the  administrative 
and  clinical  categories.  In  addition,  29  can- 
didates were  CMAs  achieving  certification 
in  a second  category.  Of  the  gi'oup  there 
are  68  students  and  49  medical  assisting 
instructors. 

A total  of  830  candidates  sat  for  the  ex- 
amination given  at  65  test  centers  across  the 
United  States,  plus  one  in  Canada. 

AAMA  inaugurated  the  certification  pro- 
gram in  1963  as  part  of  its  goal  to  improve 
professional  standards  and  education  in  the 
field.  To  date  more  than  1200  medical  as- 
sistants have  received  certification,  their 


achievement  being  recognized  by  use  of  the 
letters  CMA  following  their  name  in  profes- 
sional use. 

Ventricular  function 

The  rapid  changes  in  cardiac  catheteriza- 
tion techniques  and  methods  of  evaluation 
will  be  the  theme  of  the  first  postgraduate 
course  of  the  1973-1974  American  College  of 
Chest  Physicians  meetings. 

The  course  entitled  “Ventricular  Function 
— A Practical  Workshop,”  will  be  held  in 
Santa  Barbara,  California,  November  30  and 
December  1,  1973.  This  course  is  sponsored 
by  the  American  College  of  Chest  Physicians 
and  the  Santa  Barbara  Heart  and  Lung  In- 
stitute. 

In  addition  to  formal  presentations,  the 
physician  will  take  part  in  small  group  ses- 
sions, which  will  provide  complete  exposure 
to  catheterization  techniques,  with  emphasis 
on  ventricular  volumes,  derivatives,  ultra- 
sound, and  the  application  of  all  of  these 
parameters  in  the  assessment  of  ventricu- 
lar function.  Details  of  the  technique,  as 
well  as  personal  calculations  of  data,  their 
interpretations,  and  applications  will  be  dis- 
cussed and  experimented  with  in  the  smaller 
groups. 

Write  to:  Director  of  Continuing  Educa- 
tion, American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 

Medical  device  legislation 

Richard  E.  Palmer,  M.D.,  a member  of  the 
American  Medical  Association’s  Board  of 
Trustees,  recently  appeared  before  the  Sen- 
ate Subcommittee  on  Health  to  express  the 
Association’s  views  regarding  the  regula- 
tion of  medical  devices.  The  Subcommittee 
was  considering  S.  1446,  the  Medical  Device 
Safety  Act  of  S.  2368,  the  Medical  Device 
Amendments  of  1973.  During  two  days  of 
hearings,  the  Subcommittee  received  the 
comments  of  many  witnesses,  including  a 
number  of  representatives  of  professional 
and  trade  groups.  While  broad  support  was 
expressed  for  device  legislation,  the  Sub- 
committee was  cautioned  against  adopting  a 
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regulatory  system  which  might  hamper  the 
development  or  improvement  of  medical  de- 
vices. 

Human  experimentation 

Congressman  Rogers  (D.,  Fla.),  has  intro- 
duced H.R.  10403,  the  Protection  of  Human 
Subjects  Act.  The  provisions  of  this  bill 
are  identical  to  Title  II  of  the  Senate-passed 
version  of  II. R.  7724,  the  National  Biomedi- 
cal Research  Fellowship,  Traineeship,  and 
Training  Act  of  1973.  The  introduction  of 
the  new  measure  provides  the  House  Sub- 
committee with  the  opportunity  to  conduct 
hearings  on  this  issue  prior  to  the  confer- 
ence on  H.R.  7724.  H.R.  10403  would  create 
an  11-member  presidentially  appointed  com- 
mission composed  of  members  of  the  general 
public  and  from  various  professions.  The 
Commission  would  be  given  broad  authority 
over  the  entire  field  of  human  expei'imen- 
tation. 


The  measure  authorizes  a two-year  $1.54  bil- 
lion program  which  includes  continued 
grants  to  the  states  for  the  conduct  of  vari- 
ous vocational  rehabilitation  services.  The 
bill  further  authorizes  the  establishment  of 
rehabilitation  research  and  training  centers 
as  well  as  rehabilitation  engineering  re- 
search centers.  There  is  special  emphasis 
on  research  on  spinal  cord  injuries  and  end 
stage  renal  disease.  Funds  are  further  au- 
thorized for  the  construction  and  the  initial 
staffing  of  rehabilitation  facilities  and  for 
special  projects  and  demonstrations.  These 
programs  would  be  directed  toward  serving 
individuals  suffering  from  spinal  cord  in- 
juries as  well  as  elderly  blind  persons  and 
the  deaf. 


Books 


Schedule  of  Upcoming  NCME 
programs 

Here  are  the  playing  dates  and  upcoming 
programs  to  be  distributed  l)y  the  Network 
for  Continuing  Medical  Education  (NCME) : 

December  3 - December  16 
EMERGENCY  CLOSED  TUBE  THORA- 
COSTOMY. 

DIAGNOSING  AND  TREATING  STRABIS- 
MUS. 

DRUG  INTERACTION:  THE  CASE  OF 
THE  PUSHY  ANTIBIOTIC. 

December  17  - December  30 
DIAGNOSTIC  THORACENTESIS  — PRIN- 
CIPLES/METHODS. 

LYMPHANGIOGRAPHY  IN  DIAGNOSIS 
AND  THERAPY. 

DIAGNOSING  COMMON  EYE  INFLAM- 
MATIONS. 

Rehabilitation  act  passes  house 

The  House  unanimously  agreed  to  the 
conference  report  on  H.R.  8070,  the  Re- 
habilitation Act  of  1973.  The  Senate  has  al- 
ready approved  the  conference  report,  and 
the  bill  will  now  be  sent  to  the  President. 


Book  Review 

Children  and  Their  Parents  in  Brief  Therapy, 

edited  by  Harvey  H.  Barten,  M.D.  and  Sybil  S. 
Barten,  Ph.D.,  14.5  by  21.5  cm  (5%  by  8V2  in); 
hard  cover,  $9.95;  32.“)  pages;  published  1973  by 
Behavioral  Publications,  New  York. 

The  authors  are  psychotherapists  who  offer  in- 
novative examples  and  a variety  of  techniques  for 
the  short-term  treatment  of  children  and  their 
parents.  There  are  21  chapters,  and  I counted 
38  authors,  including  the  Bartens;  some  are  MDs 
and  some  are  PhDs. 

The  stories  are  good,  the  print  is  fair,  and  there 
is  no  index.  H.  Barten  is  Medical  Director  of  the 
Guidance  Center  of  New  Rochelle;  S.  Barten  is 
Assistant  Professor  of  Psychology  at  the  State 
University  of  New  Yoi’k  at  Purchase. 

F.C. 

Book  Reviewed 

.School  Intervention,  edited  by  William  L.  Clai- 
born,  Ph.D.  and  Robert  Cohen,  Ph.D.;  hard  cover, 
14  by  2IV2  cm  (5V2  by  SV2  in);  265  pages;  $7.95; 
published  by  Behavioral  Publications,  New  York. 

There  are  21  contributing  authors,  and  the  book  is 
divided  into  15  chapters.  The  print  is  different 
from  the  usual  book  print,  there  are  many  refer- 
ences; there  is  a thing  called  Summation  and  Rec- 
ommendations; but  the  book  has  no  index. 

What  is  the  influence  of  school  on  the  life  of 
the  child  ? Should  the  school  teach  only  things 
like  reading;  Ought  the  school  to  try  to  meet  the 
social  and  emotional  needs  of  its  youngsters? 
This  is  what  the  book  is  all  about. 

F.C. 
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Physicians'  Classified 


CLINIC  AVAILABLE  — General  practice 
in  firnished  clini’.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  City,  Nebraska 
68926. 

IMMEDIATE  OPENING  for  Ob-Gyn,  In- 
ternal Medicine,  and  Orthopedic  specialties  to 
establish  successful  practice  with  14-man  multi- 
specialty group.  Excellent  group  benefits; 
pension  plan;  modern  clinic  facilities;  progres- 
sive community  with  excellent  educational  sys- 
tem including  two  colleges;  city  population 
35,000;  good  recreational  facilities;  each  spe- 
cialty must  be  board  eligible  or  certified.  Con- 
tact: Business  Manager,  The  Manitowoc  Clinic, 
601  Reed  Avenue,  Manitowoc,  Wisconsin  54220. 

SOUTH  DAKOTA  — Yankton  — Super- 
intendent. To  direct  administration  and  pro- 
fessional seiwices  of  950  - bed  state  mental 
hospital  for  mentally  ill;  160-180  admissions 
per  month.  Has  adolescent  and  alcoholic  treat- 
ment programs  as  well  as  active  forensic  psy- 
chiatric unit  and  Intensive  treatment  programs. 
Location:  Community  of  10,000  in  the  south- 
east corner  of  the  state.  Wholesome  living 
in  the  Land  of  Infinite  Variety  where  un- 
excelled camping,  golf,  hunting,  fishing,  water 
ami  winter  sports  are  available.  Excellent 
scliool  facilities.  Short  drive  to  larger  metro- 
politan area.  Must  have  state  license  or 
eligibility  thereof  (reciprocity  with  most 
states)  and  psychiatric  board  eligibility  or 
certification,  with  proven  administrative  abil- 
ity. Salary  commensurate  with  training  and 
experience.  Full  maintenance  and  liberal 
benefits.  Write  or  call  J.  D.  Parkinson,  Ex- 
ecutive Director,  Board  of  Charities  and  Cor- 
rections, Pierre,  South  Dakota  57501.  Phone 
(605)  224-3478. 


WANTED  — Associate  in  general  practice 
beginning  July  1,  1974.  Early  partnership. 
NE  Nebraska  town  of  1350.  Contact:  D.  J. 
Nagengast,  M.D.,  Box  25,  Bloomfield,  Nebr. 
68718.  Telephone:  402-373-4341. 

MEDICAL  OFFICE  FOR  RENT  OR 
LEASE  — Cot-Nor  Incorporated  Suite  500 
with  1,015  sq.  feet  located  at  5440  South  Street, 
Lincoln,  Nebraska.  Abundant  parking  avail- 
able. If  interested,  contact  Mr.  Dick  Gaughan, 
Manager  of  Cot-Nor  Incorporated,  Suite  1600, 
5440  South  Street,  Lincoln,  Nebraska  68506. 
Phone:  (402)  489-2718. 

G.P.’s  — Golf,  swim,  water  ski,  snowmobile, 
fish,  ski  minutes  away.  New,  56-bed  hospital 
opening  November,  1973.  Adjacent  clinic  with 
room  for  M.D.’s  under  construction.  Join 
group  of  3 young  M.D.’s  or  solo.  Contact: 
Leland  Reichelt,  M.D.,  Davis  Clinic,  Wadena, 
Minnesota  56482.  Call  collect:  (218)  631-1360 
or  Earl  Schillo,  Administrator,  Wesley  Hos- 
pital, Wadena,  Minnesota  56482.  Collect: 
(218)  631-3510. 

ACADEMICALLY  - oriented  family  physi- 
cian wanted  by  University  Medical  Center  to 
locate  in  i-ural  Nebraska  community.  Must 
be  interested  in  development  of  innovative 
rural  health  delivery  systems  and  education 
of  health  professionals.  Must  qualify  for 
faculty  appointment.  Opportunity  to  associate 
with  functioning  mral  health  center  estab- 
lished and  operated  by  Creighton  University’s 
Health  Sciences  and  local  non-profit  commun- 
ity corporation.  Forty  miles  from  metropoli- 
tan center  in  lush  farming  area.  Good  hunt- 
ing, fishing,  and  outdoor  recreation  oppor- 
tunities. Top-rated  consolidated  school  sys- 
tem. Inquiries  and  curriculum  vitae  should 
be  directed  to:  J.  M.  Holthaus,  M.D.,  Dean, 
Creighton  University  School  of  Medicine,  2500 
California  Street,  Omaha,  Nebraska  68178  or 
call  (402).  536-2902. 
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Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed.  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  av  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  preseribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  arc  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ami  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  haz.ardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sTin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  lablets,  2 mg,  5 mg  and 
10  1™;  bottles  of  100  and  500.  All  strengths  also  available  in 
I'el-E-Dose®  packages  of  1000. 
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Mesonephroma  of  Ovary  — G.  Fine  et  al 
(Henry  Ford  Hosp,  Detroit  48202).  Can- 
cer 31:398-410  (Feb)  1973. 

The  clinical  and  morphological  aspects  of 
32  ovarian  tumors  of  the  type  considered 
to  be  of  mesonephric  origin  have  been  com- 
pared with  carcinoma  of  the  endometrium 
and  carcinomas  generally  considered  to  arise 
from  the  surface  covering  cells  of  the  ovary. 
Their  mixed  histologic  pattern,  frequently 
with  associated  endometriosis,  endometroid 
carcinoma,  and  occasional  malignant  trans- 
formation of  the  surface  covering  cells  of 
the  ovary,  indicates  an  origin  from  the 
pluripotential  surface  epithelium  of  the 
ovary  or  displaced  endometrium. 


Implantation  of  Tumor  Cells  in  Surgical 
Wounds  — M.  Zer  and  M.  Dintsman 
Beilinson  Hosp,  Tel  Aviv,  Israel).  Hare- 
fuah  83:102  (Aug  1)  1972. 

Three  cases  of  recurrence  of  intra-abdom- 
inal malignant  tumors  in  surgical  scars  are 
presented.  In  two  cases  the  tumor  recurred 
several  times  in  the  same  location,  without 
evidence  of  distant  metastases  or  local 
spread.  In  the  third  case  there  was  fulmin- 
ating local  spread  of  the  tumor  in  the  opera- 
tive area,  with  metastatic  penetration  of  the 
surgical  scar.  Recurrence  in  such  cases  may 
be  due  to  implantation  of  tumor  cells  at  the 
time  of  operation. 


Surgical  Therapy  of  Empyema  in  Children — 

S.  M.  Cattaneo  (410  W Tenth  Ave,  Co- 
lumbus, OH  43210)  and  J.  W.  Kilman. 

Arch  Surg  106:564-567  (April)  1973. 

Pleural  empyema  was  diagnosed  in  69  in- 
fants and  children  over  a ten-year  period. 
In  52  of  69  cases,  a specific  organism  was 
recovered  by  culture  or  gram  stain  of  the 
pleural  fluid.  Seven  patients  were  treated 
by  thoracentesis  alone.  Closed  tube  drain- 
age or  tube  drainage  with  rib  resection  was 
done  in  62  of  69  patients.  The  overall  mor- 
tality was  7%  with  a 3.2%  mortality  since 
specific  antibiotics  were  introduced. 
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upper  corner  along  with  the  surname  of  the  author. 
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Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 
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Recommendations^  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.’’ 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.’’ 


For  coughs  ol  all  ages 


Trlamlnlcol’ 

the  family  cough  syrug  from  Dorsey 

T riaminicol®  contains  the  proven  T riaminic®  formula ...  a decongestant  and 
two  antihistamines.,  .plus  a non-narcotic  antitussive.  Save  time  by  recommending  Triaminicol®  and  the 
dosage  (2  teaspoons  four  times  daily  for  adults)  over  the  phone.  No  Rx  needed. 


Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501 
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ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823 
American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec.,  Suite  1201, 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

1 E.  Wacker  Dr.,  Suite  2700,  Chicago,  111.  60601 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 
Mr.  Wm.  W.  Moore,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearbom  St.,  Chicago,  Illinois  60610 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 

George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 

National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 
National  Rehabilitation  Association 

1522  “K”  St.,  N.W.,  Washington,  D.C.  20005 
Radiological  Society  of  North  America 
David  S.  Carroll,  M.D.,  Pres. 

713  East  Genesse  St.,  Syracuse,  New  York  13210 
Vocational  Rehabilitation  Administration 
330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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Intrahepatic  Sclerosing  Cholangitis  Asso- 
ciated With  Familial  Immunodeficiency 
Syndrome  — C.  0.  Record  et  al  (King’s 
College  Hosp  and  Medical  School,  London). 
Lancet  2:18-20  (July)  1973. 

A family  is  described,  one  member  of 
which  has  been  found  to  have  an  immuno- 
deficiency syndrome  and  an  unusual  hepatic 
lesion  resembling  intrahepatic  sclerosing 
cholangitis.  Two  other  siblings  seem  to  have 
had  similar  hepatic  changes ; these,  and  two 
other  family  members,  died  of  fulminating 
infections. 


Serum  Lactic  Dehydrogenase  and  Isoenzyme 
Changes  in  Clinical  Cancer  — D.  C.  Wood, 
et  al  (Univ  of  Oregon  Medical  School,  Port- 
land 97201).  J Surg  Oncol  5:251-258 
(No.  3)  1973. 

Total  LDII  and  LDH-isoenzyme  values 
were  measured  in  serum  collected  from  pa- 
tients at  the  time  of  hospital  admission. 
Changes  in  isoenzyme  values  were  not  neces- 
sarily found  to  depend  upon  elevated  total 
serum  LDH  levels.  Many  patients  with  nor- 
mal levels  of  serum  LDH  had  abnormal 
isoenzyme  patterns  usually  related  to  a dis- 
ease process.  A large  percentage  of  pa- 
tients with  neoplastic  disease  had  statistic- 
ally increased  LDH-5  values. 


Isolation  of  Rapidly  Labeled  Nuclear  RNA 
of  High  Specific  Activity  From  Human 
Leukemic  Cells  — S.  Seeber  (Innere  Klin- 
ik  und  Poliklinik,  Essen,  West  Germany) 
and  C.  G.  Schmidt.  Klin  Wochenschr  51 : 
677-679  (July  1)  1973. 

Methods  are  presented  for  the  prepara- 
tion of  highly  labeled  nuclear  RNA  from 
cells  of  the  different  forms  of  human  leu- 
kemia. An  incubation  medium  is  described, 
which  is  based  on  Hepes  buffer  and  on  the 
use  of  exhaustively  dialyzed  fetal  calf  se- 
rum offering  suitable  conditions  for  the  up- 
take of  •■^^p.ovthophosphate  into  the  RNA 
of  leukemic  nuclei.  The  specific  activities 
reached  may  allow  more  detailed  nucleotide 
and  oligonucleotide  analyses  of  the  various 
RNA  species  present  in  human  leukemic 
cells. 


A NEW  CAREER  - PSYCHIATRY 

Many  outstanding  Family  Practitioners  find  during 
a successful  career  their  needs  and  interests  change 
and  their  family's  needs  change  — so  consider  a 
second  career  in  psychiatry.  Our  residency  training 
program  is  a small,  truly  eclectic,  university  based 
program  in  Omaha  connected  with  the  University  of 
Nebraska  College  of  Medicine.  We  balance  a care- 
fully planned  core  curriculum  with  flexible  electives 
in  the  best  tradition  of  modern  psychiatric  education. 
Our  faculty  is  particularly  interested  in  Family  Prac- 
titioners. Those  who  have  entered  our  program  in 
the  past  have  made  excellent  residents  and  gone 
on  to  a successful  career  in  psychiatry.  In  many 

cases,  Doctor,  the  needs  of  psychiatry  can  best  be 
met  by  a return  to  the  same  region  where  you  prac- 
ticed — in  a new  career.  A generous  salary  schedule 
is  available  that  will  provide  for  you  and  your  family 
during  three  years  of  training.  A few  positions  are 
available  at  the  Nebraska  Psychiatric  Institute  for 
1974.  Contact  us  for  an  interview  with  one  of 
our  Family  Practitioners  who  are  now  in  training. 

Write  MERRILL  T.  EATON,  JR.,  M.D., 
Director,  Nebraska  Psychiatric  Institute,  602 
South  45th  Street,  Omaha,  Nebraska  68106 
or  call  Area  Code  402  - 541-4600. 


accent' 

service  company,  inc. 

"YEARS  OF 
DEPENDABLE 
SERVICE" 

- COLLECTIONS  - 
Retail  Professional 
Claims 

Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


15-A 


If  the  AMA  didn’t  speak 

for  the  profession,  who  would? 


Who  would  speak  for  our  profession  on  the 
more  than  2,500  medical  and  health  bills  sub- 
mitted to  Congress  every  session? 

Who  would  state  our  views  on  national  health 
insurance?  HMO’s?  Peer  review?  Maternal  and 
Child  Care  programs?  Health  manpower? 
Emergency  medical  services?  Regulations  on 
federal  health  programs? 

Who  would  provide  the  scientific  input  and  the 
practitioner’s  experience  and  knowledge  so 
essential  to  legislation  on  drug  abuse,  cancer, 
heart  disease,  communicable  diseases? 

The  fact  is,  there  is  only  one  organization  that 
can  . . , and  does  . . , speak  for  the  profession  as 


a whole  — the  AMA. 

It  does  so  to  retain  the  basic  principles  of 
private  practice  in  any  government  health 
program  that  might  be  enacted  and,  equally 
important,  to  promote  legislation  for  more  and 
better  health  care  for  the  public. 

The  AMA's  voice  can  only  be  as  strong  as  all  of 
us,  members  of  the  profession,  choose  to  make 
It.  Together,  we  can  more  effectively  represent 
ourselves  and  our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 


Medici  news  . ..  . 

Human  experimentation 

In  a recent  statement  to  the  House  Sub- 
committee on  Public  Health  and  Environ- 
ment, the  AMA  extensively  reviewed  legis- 
lation which  would  create  an  11-member, 
presidentially-appointed  Commission  to  su- 
pervise and  control  medical  experimentation 
with  human  subjects.  The  subject  matter 
of  the  bill,  H.R.  10403,  the  Protection  of  Hu- 
man Subjects  Act,  was  previously  adopted 
by  the  Senate  as  Title  II  of  H.R.  7724.  Under 
the  proposal  a Commission  composed  of  rep- 
resentatives from  the  general  public,  medi- 
cine, law,  ethics,  theology,  biological  science, 
physical  science,  social  science,  philosophy, 
humanities,  health  administration,  govern- 
ment, and  public  affairs  would  make  judg- 
ments determining  the  conduct  of  such  re- 
search. Their  determinations  would  be  im- 
plemented through  Institutional  Review 
Boards,  protocol  review  subcommittees,  and 
subject  advisory  subcommittees.  The  prin- 
cipal enforcement  provision  would  be  that  no 
institution  could  receive  HEW  research 
grants  unless  its  Institutional  Review  Board 
was  certified  by  the  Commission.  The  As- 
sociation, while  recognizing  the  laudable 
goals  of  the  legislation,  called  for  further 
discussion  within  the  scientific  community 
due  to  the  bill’s  “potential  inhibitory  ef- 
fects on  scientific  development  and  future 
patient  care.’’  Noting  specific  defects  in  the 
legislation,  AMA  recommended  against  its 
adoption. 

The  Association  raised  specific  questions 
as  to  the  ability  of  the  proposed  Commis- 
sion to  make  such  scientific  determinations 
as  the  appropriateness  of  psychosurgery, 
continued  research  on  fetuses  or  infants,  or 
the  determination  of  what  constitutes  the 
“accepted  and  routine  practice  of  medicine.” 
After  noting  that  the  Commission  would  be 
dealing  with  complex  medical  questions  and 
that  the  statutory  requirements  as  to  the 
composition  of  the  Commission  could  be 
satisfied  by  only  one  physician  member,  the 


statement  also  asks,  “should  complex  medi- 
cal research  problems  be  referred  to  any 
National  Commission  for  development  and 
implementation  of  national  policy?  In  par- 
ticular, to  the  Commission  under  the  bill, 
whose  composition  can  meet  statutory  re- 
quirements without  a single  medical  re- 
searcher being  on  the  Commission  ?” 


DICTIONARIES 

WEBSTER 

Library  size  1973  edition,  brand  new, 
still  in  box. 

Cost  New  $45.00 

Will  Sell  for  $15 

Deduct  10%  on  orders  of  6 or  more 

Make  Checks  Payable  to 

DICTIONARY  LIQUIDATION 

and  mail  to 

Box  #41 

NEBRASKA  MEDICAL  JOURNAL 
1902  First  National  Bank  Building 
Lincoln,  Nebraska  68508 

C.O.D.  orders  enclose  $1.00  good  will  deposit.  Pay 
balance  plus  C.O.D.  shipping  on  delivery.  Be  satisfied 
on  inspection  or  return  within  10  days  for  full  refund. 
No  dealers,  each  volume  specifically  stamped  not 
for  resale. 

Please  add  $1,25  postage  and  handling. 


oooooooooooooooooooooooooooooooooooo 

REPRINTS 

g OF  YOUR  X 

I Technical  Articles  i 

B Are  a direct  presentation  of  research  X 
Q and  a valuable  supplement  0 

X to  any  doctor's  library.  R 

I ★ I 

Q It  costs  very  little  v 

Q to  run  reprints — Q 

X write  us  for  prices  X 

I NEWS  Printing  Company  | 

0 118  North  Fifth  V 

X NORFOLK,  NEBRASKA  68701  X 

Q Letterhead*  - Statement*  Q 

Q Envelope*  - Office  Form*  Q 

^ Quality  Printing  at  the  Right  Price  ^ 

oooooooooooooooooooooooooooooooooooo 

17-A 


Our  Medical  Schools  . . . 

Dr.  Kugel  resigns 

Dr.  Robert  Kugel  has  resigned  as  dean  of 
the  University  of  Nebraska  College  of  Medi- 
cine. He  has  agreed  to  serve  as  interim 
dean  until  a successor  is  appointed. 

Dr.  Kugel  will  remain  at  Nebraska  as 
program  director  for  the  rural  and  urban 
ambulatory  care  program  as  special  assistant 
to  Dr.  Robert  Sparks,  Chancellor. 

Dr.  Kugel  will  also  continue  to  be  chair- 
man of  the  department  of  medical  and  edu- 
cational administration  and  professor  of 
pediatrics. 

Dr.  Kugel  was  dean  for  almost  five  years. 
For  two  years  prior  to  that,  he  was  chair- 
man of  the  department  of  pediatrics  at  Ne- 
braska. 

Conncllor  DIatrict*  and  Conntiea 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Ddivley 


MEDICAL 


SLPPLY  CDIUPAMY 

2425  "O"  Sf.,  Lincothf  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


First  District:  Councilor:  Thomas 

J.  Gurnett.  Omaha.  Counties: 
Douglas.  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela.  Lincoln.  Counties : 
Lancaster.  Otoe.  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart.  Pawnee  City.  Counties  : 
Gage.  Johnson.  Nemaha.  Pawnee. 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox.  Cedar,  Dixon.  Dakota. 
Antelope.  Pierce,  Thurston.  Madi- 
son. Stanton,  Cuming.  Wayne. 
Fifth  District : Councilor : Robert 

M.  Sorensen.  Fremont.  Counties  : 
Burt.  Washington.  Dodge.  Platte. 
Colfax,  Boone,  Nance,  Merrick. 
Sixth  District:  Councilor:  Houtz 

G.  Steenburg.  Aurora.  Counties: 
Saunders,  Butler.  Polk.  Seward. 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties : Sa- 
line, Clay.  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg,  Bassett.  Counties : 
Cherry.  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan.  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker.  Kearney.  Counties : 
Hall,  Custer,  Valley.  Greeley, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant.  Hooker,  Thomas, 
Blaine.  Wheeler,  Ix)up.  Garfield. 
Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties:  Gos- 
per. Phelps.  Adams,  Furnas. 
Harlan.  Webster.  Kearney.  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins.  Keith.  Mc- 
Pherson, Garden.  Arthur,  Logan. 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman.  C hadron.  Counties: 
Scotts  Bluff,  Banner.  Box  Butte. 
Morrill.  Kimball.  Cheyenne.  Sioux. 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  L.  Welch,  Hastings Leo  F.  Weiler,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Boone Roy  J.  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo David  L.  Bacon,  Kearney R.  D.  Scott,  Kearney 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel John  B.  Byrd,  Kimball C.  W.  Cutright,  Sidney 

Cuming E.  L.  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow 

Dawson John  H.  Worthman,  Cozad Rodney  A.  Sitorius,  Cozad 

Dodge Thomas  G.  Erickson.  Fremont W.  B.  Eaton,  Fremont 

Five  County Henry  J.  Billerbeck,  Randolph Charles  G.  Muffley.  Pender 

Four  County Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage John  W.  Porter,  Beatrice Klemens  E.  Gustafson.  Beatrice 

Garden-Keith- Perk  ins 

Hall Robert  C.  Chase,  Grand  Island Gordon  D.  Francis,  Gr.  Island 

Hamilton P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

Holt  &' Northwest William  F.  Becker,  Lynch Donald  D.  Bailey,  O’Neill 

Howard R.  G.  Hanisch.  St.  Paul E.  C.  Hanisch.  St.  Paul 

Jefferson Gordon  O.  Johnson.  Fairbury Frank  Falloon,  Fairbury 

Knox R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster L.  Dwight  Cherry,  Lincoln Dwight  L.  Snyder.  Lincoln 

Lincoln George  D.  Cooper,  North  Platte.  Miles  E.  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

N.W.  Nebraska R.  H.  Penor,  Chadron A.  J.  Alderman,  Chadron 

Omaha  Medical S.  M.  Truhlsen,  Omaha Donald  J.  Pavelka.  Omaha 

Otoe G.  E.  Burbridge,  Nebraska  City.C.  J.  Formanack,  Syracuse 

Phelps Walter  Reiner.  Jr.,  Holdrege__  Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley Herbert  D.  Kuper,  Columbus A.  H.  Liebentritt.  Columbus 

Saline V.  Franklin  Colon.  Friend Marquis  W.  Hineman,  Crete 

Saunders E.  J.  Hinrichs.  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff Kenneth  J.  Johnson.  Scottsbluff. Clark  D.  Wieland,  Scottsbluff 

Seward Paul  E.  Plessman,  Seward Van  E.  Vahle,  Seward 

South  Central  Nebraska L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska R.  E.  Jackson,  Pawnee  City__B.  G.  Farmer,  Falls  City 

S.W.  Nebraska G.  A.  Harris,  Cambridge John  L.  Batty.  McCook 

Washington-Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

York-Polk James  D.  Bell,  York B.  N.  Greenberg,  York 
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ORGANIZATIONS.  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  6S508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Timothy  P.  Keyser,  Executive  Director 
904  South  75th  St.,  Omaha  68114 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Division  of  Rehabilitation  Services  of  Visually 
Impaired 

Dean  McDermott,  Director 
1045  South  Street,  Lincoln  68502 
Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Secretai-y 
Lincoln  Ctr.  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Assn,  of  America 
Ken  Kontor,  District  Director 
6054  Ames  Avenue,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 
8401  West  Dodge  Rd.,  Suite  17,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St..  Lincoln  68508 
National  Multiple  Sclerosis  Society 
Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  W.O.W.  Bldg.,  1319  Farnam  St. 

Omaha,  Nebr.  68102  — Phone  402:  341-3770 
Nebraska  Academy  of  Ophthalmology 
Jonas  A.  Proffitt,  M.D.,  President 
704  West  Koenig,  Grand  Island,  Nb  68801 
Nebraska  Academy  of  Otolaryngology 
Ray  0.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 
Blaine  Y.  Roffman,  M.D.,  Sec'y-Treas. 

U of  N Hospital,  42nd  & Dewey,  Omaha  68105 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter 
American  Academy  of  Pediatrics 
K.  J.  Fijan,  M.D.,  State  Chaii’man 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter 
American  College  of  Physicians 

John  Hartigan,  M.D.,  Governor  for  Nebr. 

527  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Chapter,  American  College  of  Radiology 
Howard  L.  Copas,  M.D.,  Secretary-Treasurer 
827  South  131st  Street,  Omaha  68154 
Nebraska  Chapter,  American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

600  North  Cotner,  Lincoln  68505 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Diabetes  Association,  Inc.  — 

Omaha  Chapter 

Mrs.  Bessie  M.  White 
921  Dorcas,  Room  221,  Omaha  68108 
Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier.  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific,  Omaha  68106 
Nebraska  Easter  Seal  Society 
3815  Dewey  Ave.,  Omaha  68105 
Nebraska  Epilepsy  League,  Inc. 

7101  Mercy  Road,  Suite  316,  Omaha  68106 
Nebraska  Heart  Association 

Mrs.  Martha  Robertson.  Exec.  Director 
3624  Famam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 


Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  Avenue,  Omaha  68106 
Nebraska  Public  Health  Association 
J.  G.  Lemonds,  President 

State  Health  Dept.,  1003  “0”  St.,  Lincoln  68508 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rehabilitation  Service  Division 

Garry  Cartwright,  Asst.  Commissioner-Director 
233  South  10th  St.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
1512  1st  Natl.  Bk.  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  for  Medical  Technologists 
Mrs.  Linda  Shrader,  President 
4211  Greenwood  Street,  Lincoln  68504 
Nebraska  Society  for  the  Prevention  of 
Blindness,  Inc. 

An  Affiliate  of  the  National  Ass’n.  for  the 
Prevention  of  Blindness,  Inc.,  120  South  42nd 
St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
Maryland  Plaza,  Suite  107,  1325  So.  72nd, 

Omaha  68124 

Nebraska  Society  of  Radiologic  Technologists 
Cheryl  K.  Sanders,  R.T.,  President 
Dept,  of  Radiology,  Lincoln  General  Hosp., 

2300  So.  16th  St.,  Lincoln  68502 
Nebraska-South  Dakota,  District  Branch 
of  the  American  Psychiatric  Association 
Henry  G.  Waters,  M.D.,  President 
828  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
Lincoln  Bldg.,  10th  & “0”  St.,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 
Nebraska  State  Orthopedic  Society 
James  R.  Scott-Miller,  M.D.,  Secretary 
521  Doctors  Bldg.,  Omaha  68131 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Mrs.  Bonnie  Ahrens,  President 
5935  Sumner,  Lincoln 

Mrs.  Lorraine  Wilbur,  R.N.,  Corresponding  Sec. 
4514  Hillside,  Lincoln 

Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmar  R.  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Hal  K.  Mardis,  M.D.,  Sec’y-Treasurer 
8300  Dodge,  Omaha  68114 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th.  Omaha  68105 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 
Charles  F.  Lemer,  Executive  Director 
5002  Davenport,  Omaha  68132 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


NICE  DISEASES 

It  is,  even  now,  not  unbelievable  that 
stigmata  are  attached  to  diseases,  that  ta- 
boos infect  reporting  of  pathology,  and  that 
we  are  ashamed  to  admit  that  we,  or  those 
dear  to  us,  have  incurred  certain  ailments. 

Venereal  disease  is  obviously  one,  but 
while  syphilis  and  gonorrhea  are  common 
and  to  be  feared,  youngsters  seem  to  dread 
encountering  pubic  lice  more.  And  of 
course,  syphilis  and  gonorrhea  were  words 
that  were  unprintable  a few  years  ago. 

Mental  disease  in  any  form  is  usually 
something  to  be  concealed  from  others. 
Schizophrenia  may  not  kill  you,  but  it  is 
considered  unpleasant.  Cancer  is  often  fatal, 
but  it  is  an  approved  way  of  dying.  Men- 
tally retarded  children  are  neither  seen  nor 
heard. 


Leprosy  is  thought  of  as  unpleasant,  so 
that  in  a step  backwards,  it  is  now  called 
Hansen’s  disease,  and  we  have  given  up  re- 
pugnance in  exchange  for  an  eponym.  Any- 
thing disfiguring  is  considered  repellant,  as 
are  some  skin  conditions,  coughs,  purulent 
afflications,  and  contagious  maladies. 

Death  reports  may  be  deemed  embarras- 
sing if  they  contain  references  to  these  and 
to  other  socially  unacceptable  diseases. 
There  are  deaths  due  to  alcohol  intoxication, 
and  suicides.  And  there  is  the  often  en- 
countered cause-of-death-withheld  note. 


It  is  unfortunate  that  mental  disease  is 
embarrassing  while  physical  disease  is  not, 
and  that  suicide  is  looked  down  on  and 
may  even  be  illegal. 

Pigs  is  pigs,  and  maybe  someday  we  can 
say  diseases  is  diseases. 


— F.C. 


THE  PSYCHOLOGY  OF  ATHLETICS 

Much  that  enters  into  sports  does  not  in- 
volve muscles,  and  whether  muscular  or 
mental,  has  medical  overtones.  I do  not 
know  how  psychology  can  determine  how 


high  you  jump,  but  it  does.  For  years, 
ten  seconds  was  the  record  for  the  hundred- 
yard  dash,  and  a four-minute  mile  was  un- 
attainable. But  the  four  minute  time  was 
broken,  and  since  then  it  has  been  done 
many  times  and  is  now  commonplace ; in  one 
race,  three  finishers  did  it.  The  supposedly 
unclimbable  Mt.  Everest  was  finally  climbed, 
and  has  been  climbed  again  and  again. 

I have  been  watching  the  Worlds  Series; 
before  the  batter  hits,  he  swings  a leaded 
bat,  to  make  the  unweighted  one  seem  light- 
er, and  I wonder  if  this  really  helps.  Before 
baseball  and  boxing  and  swimming,  there 
are  the  warmups,  and  this,  too,  seems  un- 
convincing. Baseball  managers  chew  gum, 
and  they  chew  like  mad  when  things  are 
tense. 

Then  there  is  psyching  your  opponent. 
Boxers  glare  at  each  other,  and  one  tennis 
player  may  provoke  emotional  upheaval  in 
another,  and  triumph.  There  is  psyching 
yourself.  Before  the  pole  vault  or  the  high 
jump,  the  athlete  jiggles  up  and  down  10 
or  20  times,  until  he  is  ready,  and  I think 
he  is  as  ready  on  the  first  jiggle  as  on 
the  last. 

Does  competitiveness  contribute  to  win- 
ning? I do  not  know,  but  I am  tired  of 
reading  that  somebody  came  to  play,  what- 
ever that  means.  I do  know  that  it  is 
impossible  to  watch  a game  without  wanting 
one  player  or  one  team  to  win.  You  can- 
not watch  merely  to  see  good  football,  you 
must  root  for  one  side,  and  this  makes  no 
sense.  I favor  the  white  uniforms  because 
they  are  the  good  guys. 

I wonder  if  chess  is  a form  of  athletics. 

—F.C. 


GENETIC  DEFECTS 

One  evening,  a young  French  mathema- 
tician said  that  it  was  important  to  deter- 
mine, in  each  case,  if  a series  was  converg- 
ent or  divergent.  When  he  had  said  this, 
an  older  and  a famous  man  quickly  left  the 
meeting  and  went  home  and  spent  the  rest 
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of  the  night  checking  every  one  of  his 
series;  he  had  not  thought  to  do  this. 

Now  it  has  apparently  been  found  that 
of  some  quarter  of  a thousand  couples  in 
southeast  England,  30  percent  of  the  hus- 
bands could  not  have  been  the  fathers  of 
their  children.  And  since  this  figure  is  so 
high,  it  suggests  that  not  all  of  the  remain- 
ing 70  percent  of  the  husbands  were  the 
fathers  of  their  children,  either. 

Must  we,  like  the  mathematicians,  go  home 
and  check  our  genetic  studies  to  see  if  we 
have,  without  proof,  falsely  assumed  that 
husbands  are  always  fathers  of  their  chil- 
dren? Or  has  serologic  typing  been  done 
routinely  in  these  studies? 

— F.C. 

See  reply  by  Dr.  Lynch  in  “The  Letter 
Box.” 

DOCTORS  WHO  DON’T  SEE 
PATIENTS 

Are  there  doctors  who  never  see  patients? 

Consider  the  hospital-based  specialists. 
The  anesthesiologist  sees  each  patient  only 
once,  as  a rule.  The  pathologist  sees  only 
dead  patients,  and  little  pieces  of  live  ones. 
The  diagnostic  radiologist  looks  at  shadow 
pictures. 

Then  there  are  the  hospital  administra- 
tors, deans,  animal  laboratory  research 
workers,  and  those  employed  in  hospital  ac- 
creditation. 

I wonder  how  disturbing  a thought  this 
must  be,  that  a doctor  of  medicine  is  active- 
ly engaged  in  some  kind  of  medical  prac- 
tice without  ever  seeing  a patient. 

There  are  doctors  who  assume  high  office, 
medical  or  other,  and  leave  their  practices 
for  a while.  There  are  rating  specialists 
and  disability  evaluators. 

There  are  physicians  who  have  turned  to 
full-time  political  careers.  There  are  doctor- 
lawyers  who  do  legal  consulting  work.  I 
think  there  are  some  who  interpret  electro- 
cardiograms without  looking  at  patients. 
There  are  doctors  who  work  in  an  admin- 
istrative capacity  for  insurance  companies. 


There  are  editors. 

And  there  are  doctors  who  work  for  phar- 
maceutical companies  and  for  manufactur- 
ers of  medical  equipment. 

—F.C. 


BENIGN  AND  MALIGNANT 

Somebody  died  of  benign  leukemia  recent- 
ly, said  a nonmedical  friend,  and  I was 
asked  how  this  could  be.  I explained  in  very 
learned  words  which  meant  I didn’t  know. 
I think  I understand  what  pathologists  mean 
when  they  say  malignant,  but  I’m  not  real 
sure,  as  people  say  when  they  don’t  know 
anything  about  the  subject. 

There  are  such  things  as  malignant  hyper- 
tension and  malignant  scarlatina,  and  a be- 
nign tumor  at  the  base  of  the  brain  can 
kill  you. 

I think  it  is  time  we  stopped  using  words 
that  mean  kind  and  vicious  to  describe  his- 
tology. If  microscopic  structure  is  to  sorhe 
extent  correlated  with  prognosis,  it  is  a 
poor  sort  of  excuse  for  using  technical  terms 
loosely. 

When  we  realize  that  some  lesions  are 
grade  one  malignant  and  others  are  grade 
four,  we  see  how  poor  is  our  choice  of 
words.  For  if  two  tumors  are  deadly,  how 
can  one  be  deadlier  than  the  other? 

Pathologists,  and  the  rest  of  us,  should 
use  specific  adjectives  to  describe  tumor 
characteristics,  and  not  call  them  names 
that  mean  gracious  and  malicious,  or  harm- 
less and  deadly,  or  neither.  They  can  even 
stop  calling  things  tumors;  a cyst  is  a tu- 
mor, a swollen  bladder  is  a tumor,  and  a 
pregnancy  is  a tumor.  I suppose  that  a 
woman  who  dies  as  a result  of  being  preg- 
nant can  be  said  to  have  had  a malignant 
tumor. 

Weather  predictors  speak  of  percentile 
chances  of  rain,  which  they  do  not  even  call 
rain,  but  precipitation,  in  case  it  snows. 
We  might  say  this  neoplasm  is  uncapsulat- 
ed  and  invasive  and  has  a 20  percent  chance 
of  shortening  its  owner’s  life.  I wonder  if 
the  pathologist  is  disappointed  when  the 
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patient  does  not  succumb  to  a malignant 
tumor,  or  when  a benign  one  does  him  in. 

— F.C. 


THE  HIEROGLYPHICS  OF  THE 
EYE-DOCTOR 

The  scribblings  of  the  ophthalmologists 
are  not  easy  to  understand.  Their  handwrit- 
ing can  be  worse  than  that  of  their  col- 
leagues, and  their  abbreviations  are  need- 
lessly confusing. 

I wish  they  would  stop  writing  O.S.  for 
left  eye,  and  O.D.  for  the  right.  These 
things  are  confusing;  and  I never  found  it 
necessaiy  to  use  Latin  in  practicing  anes- 
thesiology. 

Write  L.E.  and  R.E.,  I suggest.  L.E. 
looks  like  what  it  means:  left  eye;  and  R.E. 
properly  stands  for  right  eye.  The  only 
other  thing  it  could  mean  is  right  ear,  but 
we  don’t  need  to  worry  about  that.  They 
could  even  spell  out  left  eye  and  right  eye. 

To  make  it  worse,  there’s  O.U. 

I know  it  means  both  eyes,  but  does  the 
eye  doctor  mean  each  eye,  one  at  a time, 
or  the  two  eyes  together? 

O.U.  stands  for  oculi  unitas,  which  means 
both  eyes  together. 

O.U.  stands  for  oculus  uterque,  which 
means  each  eye. 

There’s  a lot  of  difference. 

I find  it  hard,  and  so  does  the  patient,  to 
keep  up  with  ophthalmologist  (which  is  a 
terrible  word),  oculist,  optometrist,  and  op- 
tician. 

But  O.S.,  O.D.,  and  O.U.  are  abbrevia- 
tions I can  do  without. 

—F.C. 


COUGH  AND  SNEEZE 

A cough  is  something  sudden  and  violent 
and  noisy.  It  may  be  a normal  reflex.  The 
afferent  limb  is  vagal.  It  is  an  expulsion  of 
air  from  the  lungs,  but  I have  had  nonairy 
coughs.  It  has  an  inspiratory,  a compres- 


sive, and  an  expulsive  phase.  It  may  eject 
foreign  material.  We  eat  foreign  material, 
but  then  we  do  not  always  assimilate  it.  It 
occurs  after  deep  inspiration  and  closure 
of  the  glottis.  It  may  be  voluntary,  like 
throat-clearing  when  you  get  up  to  speak, 
or  not.  And  of  course,  there  is  the  nerv- 
ous cough. 

TB  patients  used  to  be  told  not  to  cough. 
It  would  spread  disease  from  lung  to  lung 
and  from  patient  to  patient,  and  sanatoria 
were  quiet  places. 

It  wasn’t  the  cough 

That  carried  him  off; 

’Twas  the  coffin 

They  carried  him  off  in. 

A sneeze  is  an  involuntary,  sudden,  noisy 
thing,  and  spasmodic,  like  a cough.  It  is 
an  expulsion  of  air  (not  always)  through  the 
nose. 

I have  noticed: 

Coughing  is  a nuisance,  and  is 
often  unnecessary. 

So  is  sneezing. 

You  can  abort  a sneeze  by 
pressing  on  your  upper  lip. 

A light  will  make  you  sneeze. 

You  can’t  sneeze  when  you  try. 

Sneezing  is  dangerous  when  you 
are  driving. 

You  can’t  keep  your  eyes  open 
when  you  sneeze. 

And  people  look  the  other  way  when  you 
cough,  but  they  say  Gesundheit  when  you 
sneeze.  The  Romans  may  have  started  it, 
and  there  is  a story  about  Prometheus. 
The  ancients  thought  an  evil  spirit  was 
forced  out  of  the  body  with  a sneeze,  and 
I think  God  promised  Jacob  that  a sneeze 
would  not  be  an  omen  of  death. 

Please 

Don’t  sneeze. 

If  you  do. 

Bless  you. 

—F.C. 
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Cancer  Genetics,  Part  III: 

Genetic  Markers,  Childhood 
Cancer  Problems* 


WHEN  an  individual  has  two  or 
more  distinct  types  of  cells  as 
in  cellular  mosaicism,  it  is  pos- 
sible to  study  the  origin  and  development 
of  cancers  which  may  occur.  In  the  case  of 
mammalian  females  two  different  cells  re- 
sult as  a consequence  of  the  inactivation  of 
one  of  the  two  X chromosomes ; this  event 
occurs  early  in  embryogenesis  in  every  so- 
matic cell  and  it  is  believed  that  the  event 
is  random  but  once  it  occurs  all  of  the  des- 
cendants of  that  particular  cell  will  have 
the  same  inactivated  X chromosome.  Sev- 
eral X-linked  disorders  of  man  including 
glucose-6-phosphate  dehydrogenase  (G-6- 
PD)  have  been  clearly  linked  with  the  ac- 
tivated X chromosome.  Thus,  individuals 
heterozygous  at  this  locus  will  have  the  fol- 
lowing two  possibilities:  An  “A”  gene  and 
a “B”  gene  each  of  which  controls  enzyme 
types  determined  through  electrophoretic 
studies.  When  skin  fibroblasts  from  a pa- 
tient who  is  heterozygous  at  this  locus  are 
grown  in  tissue  culture  it  is  possible  to  iden- 
tify both  varieties  of  enzymes.  However,  it 
is  also  possible  to  remove  single  cells  from 
the  cell  mixtures  and  develop  clones  based 
on  the  descendants  of  a single  cell  and  there- 
by identify  a single  enzyme  in  each  clone. 
In  1964  DeMars  and  Nance^  identified  this 
phenomenon  clearly.  Other  investigators 
have  also  investigated  tumors  having  this 
specific  genetic  marker.  For  example,  in 
1965  Linder  and  Gartler^  applied  this  sys- 
tem to  the  study  of  uterine  leiomyomas  in 
patients  who  w ere  heterozygous  at  the 
G-6-PD  locus.  Their  experiments  disclosed 
that  normal  uterine  muscle  adjacent  to  the 
leiomyomas  had  both  “A”  and  “B”  enzyme 
varieties.  The  tumor,  itself,  showed  only 
one  specific  type,  i.e.,  either  “A”  or  “B” 
but  not  both,  thereby  suggesting  a single- 
cell origin  for  each  neoplasm.  On  the  other 
hand,  Gartler  and  his  associates®  identified 
both  types  of  enzymes  in  tissue  culture  in 
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their  study  of  patients  with  hereditary  mul- 
tiple trichoepithelioma.  This  suggests  a 
multi-cellular  origin  for  these  tumors. 

Chronic  myelogenous  leukemia  (CML) 
was  similarly  studied^  in  a group  of  hetero- 
zygous patients,  extracts  of  whose  peripheral 
blood  (granulocytes)  contained  only  a single 
enzyme  type.  It  was,  therefore,  concluded 
that  this  event  which  “occurred  in  prepara- 
tions derived  from  millions  of  granulocytes 
strongly  favors  a clonal  origin  of  the  leu- 
kemia cells  in  CML  and  supports  the  like- 
lihood that  the  clone  arises  as  a result  of  a 
rare  event  occurring  in  a single  cell.”  A 
similar  event  may  also  occur  in  the  Phila- 
delphia (PhH  chromosome,  a marker  in  CML 
which  has  also  suggested  a clonal  origin  for 
CML.  This  specific  chromosome  is  a G-group 
marker  which  is  found  consistently  in  divid- 
ing bone  marrow  cells  from  practically  all 
patients  with  typical  findings  of  CML  but 
the  chromosome  is  not  found  in  other  cells 
in  these  patients  such  as  in  lymphocytes  and 
fibroblasts. 

There  is  a paucity  of  studies  involving  the 
G-6-PD  system  in  patients  with  carcinoma. 
Fialkow"*  reported  squamous  cell  carcinoma 
of  the  maxillary  antrum  in  a patient  show- 
ing Gd^/Gd®  (heterozygous)  in  whose  blood 
cells  he  observed  two  enzyme  types,  but  in 
whose  tumor  cells  only  one  enzyme  type 
which  suggested  a clonal  origin  for  this  par- 
ticular neoplasm.  However,  in  reviewing 
other  types  of  carcinomas  which  included 
two  originating  in  the  colon,  one  in  the  liver, 
and  one  in  the  breast,  he  found  both  “A” 

^Portions  of  this  material  are  reprinted  from  Cancer  Genetics, 
Editor  Henry  T.  Lynch,  M.D.,  in  press,  by  permission  of 
Charles  C,  Thomas,  Publisher, 
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and  “B”  enzyme  types.  He  concluded  that 
it  was  possible  that  these  particular  car- 
cinomas had  a multicellular  origin  and  he 
was  concerned  with  the  possibility  that  dis- 
tant metastases  might  originate  from  sev- 
eral primary  tumor  cells.  For  example,  28 
metastatic  nodules  were  studied  in  a patient 
with  carcinoma  of  the  colon  and  it  was  found 
that  the  majority  contained  only  one  or  the 
other  type  of  G-6-PD,  thus  suggesting 
“.  . . that  they  originated  from  single  malig- 
nant cells.”  However,  in  a patient  with 
metastatic  tumor  nodules  from  primary 
liver  cancer  it  was  found  that  both  enzyme 
types  existed.  Additional  study  will,  there- 
fore, be  necessary  in  order  to  better  com- 
prehend the  significance  of  the  marker  sys- 
tems in  carcinoma,  particularly  with  respect 
to  the  G-6-PD  system. 

Childhood  Cancer:  Population  Studies, 
Family  Studies 

The  quest  for  etiology  of  cancer  in  child- 
hood poses  a challenge  to  the  epidemiologist, 
geneticist,  pediatrician,  and  clinical  oncolo- 
gist.®- ® The  traditional  approach  to  the 
problem  has  been  primarily  retrospective'^-  * 
based  upon  statistical  survey  of  the  inci- 
dence of  childhood  cancer  in  one  or  more 
large  populations.  A specific  example  of 
this  approach  is  found  in  the  Oxford  Survey 
of  Childhood  Cancel's  reported  by  Stewart 
and  BarbeF  wherein  epidemiologic  studies 
were  made  of  patients  with  chidhood  cancers 
in  comparison  with  a control  population. 
Differences  between  patients  and  controls 
were  not  striking  though  initial  results  re- 
vealed that  the  sibship  position,  maternal 
age,  findings  of  mongolism,  and  recent  at- 
tacks of  pneumonia  were  likely  to  be  asso- 
ciated with  leukemia  in  children.  It  was 
also  suspected  that  children  who  had  been 
x-rayed  in  utero,  children  whose  mothers 
had  had  several  abortions  and  children  who 
had  brothers  and  sisters  with  cancer,  were 
more  likely  to  develop  cancer  than  were  chil- 
dren in  whose  families  none  of  these  events 
had  occurred.'^ 

A population  survey  was  made  of  pineal 
tumors  in  childhood  in  Japan,^  which  re- 
vealed an  eleven-fold  increase  over  those 
which  would  be  expected  in  the  United 
States.  When  evaluating  these  data  one 


should  always  consider  the  relative  signifi- 
cance of  racial,  genetic,  cultural,  geographic, 
as  well  as  other  unexplained  variables  and/or 
their  interaction. 

While  population  surveys  are  of  unques- 
tionable value  to  the  cancer  epidemiologist, 
studies  of  individual  cancer  prone  families 
may  also  provide  a rich  source  of  informa- 
tion about  cancer  etiology.®-  The  family 
study  approach  may  provide  the  cancer  re- 
searcher with  an  opportunity  to  search  ex- 
tensively for  genalogic  relationships,  cyto- 
genetic aberrations,  medical  peculiarities, 
histologic  documentation  of  cancer,  as  well 
as  for  unusual  cultural  and  habit  idiosyn- 
cracies.  Carcinogenic  exposures  can  be 
studied  within  the  context  of  the  family  and 
its  environmental  milieu.  Admittedly,  this 
is  time  consuming  when  considering  the  lim- 
ited number  of  experimental  subjects  avail- 
able when  compared  with  the  vast  numbers 
involved  in  population  surveys ; in  addition, 
the  success  of  the  investigation  is  dependent 
in  large  part  upon  the  cooperative  attitude 
of  the  family.  We  believe,  nevertheless, 
that  this  particular  approach  to  cancer  epi- 
demiology is  worthwhile;  and  in  certain  cir- 
cumstances, it  may  provide  clues  which  could 
eventually  aid  significantly  in  the  compre- 
hension of  carcinogenesis.  M any  recent 
studies  document  the  merit  of  this  approach 
to  cancer  epidemiology.®-  The  example 

described  by  Li  and  Fraumeni,®  an  apparent- 
ly new  syndrome  involving  a variety  of  can- 
cers in  children  including  brain  tumors,  leu- 
kemia, and  soft  tissue  sarcomas,  as  well  as 
an  excess  of  cancer  occurring  in  adults,  in- 
cluding breast  cancer  and  multiple  primary 
malignant  neoplasms  illustrates  our  point 
well.  In  another  family  study  Lynch  and 
Greeni®  described  a child  who  manifested 
bilateral  Wilms’  tumor  in  association  with 
congenital  heart  disease  (Ebstein’s  ano- 
maly). His  mother  had  a polyendocrine  can- 
cer syndrome  with  four  primary  carcinomas 
(medullary  thyroid  carcinoma,  bilateral 
pheochromocytoma,  carcinoma  of  the 
breast).  An  excess  of  similar  cancers  in 
other  relatives  from  this  same  family  has 
been  confirmed  recently.!'^ 

Evidence  now  exists  in  several  autosomal 
recessive  diseases  associated  with  cancer  in 
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childhood  showing  that  heterozygotes  in 
these  families  manifest  an  increased  fre- 
quency of  cancerd*  For  example,  in  Fan- 
coni’s  anemia  which  is  inherited  as  an  auto- 
somal recessive,  cytogenetic  abnormalities 
occur  including  a high  incidence  of  chroma- 
tid and  isochromatid  breaks,  exchanges,  and 
endoreduplications.  Heterozygous  carriers 
of  the  gene  for  Fanconi’s  anemia  also  show 
an  increased  frequency  of  cancer  and  inter- 
estingly, fibroblasts  from  these  patients 
show  increased  transformation  induced  by 
SV-40  virus  in  tissue  culture  preparations. 
Thus,  Swift^®  has  suggested  that  on  the  basis 
of  an  estimated  frequency  of  Fanconi’s 
heterozygotes  that  cancer  occurrence  among 
them  is  about  three  times  that  expected  for 
the  general  population;  and  it  is  estimated 
that  approximately  1 in  20  will  develop  acute 
leukemia. 

Results  from  these  epidemiologic  surveys 
of  childhood  cancer,®-  ® as  well  as  from 
family  studies, indicate  a need  for 
the  development  of  theories  about  carcino- 
genesis which  implicate  as  well  as  charac- 
terize host  factors  in  childhood  cancer.  Spe- 
cifically, existing  theories  are  primarily  ori- 
ented to  adult  cancer  but  their  hypotheses 
and  conclusions  cannot  always  be  transferred 
meaningfully  to  the  problems  of  cancer  in 
infants  and  children.  For  example,  the  fact 
that  children  are  more  susceptible  to  cer- 
tain specific  histological  varieties  of  cancer 
is  in  marked  variance  with  the  statement 
that  cancer  susceptibility  invariably  in- 
creases with  age  from  birth.  In  addition, 
present  theories  of  carcinogenesis  consider 
extrinsic  factors  more  important  than  in- 
trinsic or  host  factors,  probably  because  an 
overwhelming  majority  of  epidemiologic  sur- 
veys have  been  concerned  with  the  appraisal 
of  known  carcinogenic  factors  such  as  smok- 
ing, radiation,  and  certain  occupational  ex- 
posures, all  of  which  are  more  characteristic 
of  adult  populations.  They  have  been  far 
less  concerned  with  intrinsic  factors  in  the 
host  which  could  harbor  significant  associat- 
ed etiologic  importance  in  determining  can- 
cer development  in  infants  and  children. 

A Family  With  Childhood  Cancer 

A major  responsibility  of  the  cancer 
geneticist  is  to  evaluate  occurrences  of  can- 


cer within  families.  He  must  discern  the 
specific  histologic  varieties  of  cancer  and  re- 
late their  mode  of  distribution  in  the  kin- 
dred to  known  or  presumptive  etiologic 
mechanisms.  Occasionally  a particular  con- 
dition might  be  recognized  immediately  as 
following  a classical  Mendelian  inheritance 
pattern  such  as  occurs  in  familial  polyposis 
coli  (autosomal  dominant).  However,  in 
the  overwhelming  majority  of  cases,  the 
type  of  inheritance  may  not  be  simple  or 
clear-cut;  rather  due  to  a paucity  of  knowl- 
edge about  associations  of  one  specific  his- 
tologic variety  of  cancer  with  others,  prob- 
lem of  ascertainment  due  to  unavailability 
of  relatives,  or  incomplete  pathologic  con- 
firmation of  medical  disorders,  the  study 
will  necessarily  be  less  well-defined. 

An  example  of  the  type  of  clinical  cancer 
problem  occasionally  encountered  by  clini- 
cians and  cancer  geneticists  will  be  discussed 
briefly.  This  concerned  a family  wherein 
the  proband  (Figure  1)  received  a diagnosis 
of  pleiomorphic  sarcoma  of  the  right  thigh 
(AFIP  1367196)  at  age  20  months  and 
died  from  metastases  at  age  2 years  and  six 
months.  The  child’s  sister  received  a diag- 
nosis of  medulloblastoma  of  the  right  cere- 
bellum at  age  6 and  died  2 months  postoper- 
atively  with  metastases  confirmed  at  autop- 
sy (A-64-247).  Two  other  siblings,  a boy 
age  5 and  a girl  age  1 year  5 months  were 
alive  without  evidence  of  cancer.  The  father 
had  sarcoma  at  age  36.  The  mother,  age  36  had 
no  past  or  present  evidence  of  cancer.  There 
was  no  consanquinity.  However,  the  pro- 
band’s father’s  sister  (the  proband’s  paternal 
aunt)  died  of  cancer  of  the  liver’at  age  2 years 
and  4 months  though  unfortunately  the  bi- 
opsy specimen  was  unavailable.  The  fath- 
er’s brother  was  age  33  and  was  free  of  can- 
cer. The  proband’s  paternal  grandfather 
had  a mixed  tumor  of  the  left  parotid  gland 
(salivary  type)  at  age  22  and  underwent  a 
radical  resection  because  of  a recurrence  6 
years  later,  at  which  time  he  received  radia- 
tion therapy.  He  died  at  age  40  from  chon- 
drosarcoma of  the  skull  which  may  well  have 
been  related  to  the  radiation  therapy.  The 
paternal  grandmother  died  of  choriocarcino- 
ma at  age  40.  The  proband’s  paternal  great 
grandmother  died  at  age  43  of  cancer  of  the 
uterus  (histology  was  not  available) . Except 
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for  the  radiation  exposure  in  the  proband’s 
paternal  grandfather,  there  was  no  other 
relative  who  had  exiDerienced  carcinogenic 
exposures. 

In  summary,  the  findings  in  this  family 
showed  histologically  verified  cancer  in  two 
siblings  (sarcoma  of  the  thigh  in  the  pro- 
band and  medulloblastoma  of  the  right  cere- 
bullum  in  his  6 year  old  sister),  sarcoma  in 
their  father,  and  cancer  of  the  liver  by  his- 
tory in  the  2 year  old  paternal  aunt  of  the 
proband.  Both  paternal  grandparents  had 
histologically  verified  cancer. 

It  is  not  possible  to  categorize  the  findings 
in  this  kindred  in  teinns  of  any  currently  rec- 
ognizable hereditary  cancer  syndrome.  How- 
ever, in  due  time,  with  careful  follow-up  of 
the  family,  a more  meaningful  comprehen- 


Figure  1 — Proband  showing  presence  of  mass  in  leg 
which  was  proven  to  be  sarcoma.  This  family  study  was 
kindly  made  available  to  us  by  D.  Hoefnagel,  M.D.,  Depart- 
ment of  Pathology,  Dartmouth  Medical  School.  Hanover, 
New  Hampshire.  He  has  granted  permission  for  pub- 
lication. 


sion  of  the  problem  might  emerge.  In 
short,  the  familial  aggregation  of  cancer 
in  this  family  appears  to  be  significant 
though  at  this  moment  it  does  not  fit  any 
recognizable  hereditary  cancer  syndrome. 
Laboratory  studies,  including  cytogenetics 
and  viral  investigations  might  help  elucidate 
etiology. 
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Malignant  Hyperthermia 


Definition 

Malignant  hyperpyrexia  (MH) 
is  a potentially  fatal  thermal 
crisis  occurring  during  general 
anesthesia  for  surgery.  It  is  characterized 
by  a rapid  and  progressive  rise  in  body  tem- 
perature leading  to  massive  cellular  destruc- 
tion and  death.  The  onset  of  fever  is  insidi- 
ous. A rising  body  temperature  has  been 
detected  as  early  as  20  minutes  after  induc- 
tion of  general  anesthesia,  and  as  late  as 
three  hours.  It  may  not  occur  until  several 
hours  into  the  postoperative  period.  Once 
the  syndrome  is  established,  it  is  not  un- 
common for  the  body  temperature  to  in- 
crease 2°  Fahrenheit  within  five  minutes, 
and  to  be  elevated  to  as  high  as  112°  Fahr- 
enheit before  death. ^ 

The  authors  are  aware  of  nine  Nebraskans 
in  whom  the  disease  was  diagnosed  during 
the  past  four  years.  Undoubtedly  there 
have  been  other  patients  about  whom  we 
are  unaware.  Since  this  is  a uniformly 
fatal  disease  unless  treated  immediately,  the 
patient’s  survival  depends  upon  immediate 
recognition  of  the  problem.  It  is  with  this 
in  mind  that  we  have  summarized  the 
characteristics  of  the  disease  and  the  pres- 
ent mode  of  therapy. 

Etiology 

The  causes  of  the  disease  are  poorly  un- 
derstood. It  appears  to  be  drug-induced, 
and  has  been  desci'ibed  only  during  general 
anesthesia.  Although  the  highest  inci- 
dence has  been  with  halothane,  the  most 
commonly  used  inhalation  agent,  it  has  oc- 
curred with  most  of  the  general  anesthetic 
agents,  (e.g.,  methoxyflurane,  diethyl  ether, 
ethyl  chloride,  trichlorethylene,  cyclopro- 
pane, and  ethylene). 2 It  is  greatly  enhanced 
by  depolarizing  muscle  relaxants  such  as  suc- 
cinylcholine.  Obvious  causes  of  hyper- 
thermia such  as  infections,  pyrogens,  dehy- 
dration, thyrotoxicosis,  pheochromocytoma, 
and  lesions  of  the  central  nervous  system 
have  usually  been  eliminated  in  these  pa- 
tients. No  etiologic  mechanism  has  been 
delineated  at  autopsy.^  However,  clinical 
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and  experimental  data  relevant  to  the  mech- 
anism of  thermogenesis  suggests  an  inherited 
error  in  metabolism,  with  uncoupling  of  oxi- 
dative phosphorylation  being  a primary 
event.®  The  major  organ  involved  appears 
to  be  skeletal  muscle.  It  is  not  known  if 
sudden  death  from  other  drugs  which  un- 
couple oxidative  phosphorylation  is  a related 
disease. 

Malignant  hyperpyrexia  is  thought  to  be 
a familial  disease  in  which  at  least  50  per- 
cent of  the  reported  cases  appear  to  be  in- 
herited as  an  autosomal  dominant.  There 
is  a slight  preponderance  for  males  (55  per- 
cent), but  it  is  not  sex-linked.^  It  is  pri- 
marily a disease  of  young,  healthy  indi- 
viduals undergoing  elective  operations.  The 
mean  age  is  approximately  22  years  with 
a range  of  3 to  68  years.  Many  of  these  pa- 
tients have  had  previous  operations  with 
general  anesthesia  without  complications. 
Although  most  types  of  operation  have  been 
involved,  approximately  40  percent  have 
been  associated  with  the  musculoskeletal 
system.  The  highest  incidence  is  seen  with 
orthopedic  procedures  followed  by  surgery 
of  the  eye.  In  many  cases,  a subclinical  myo- 
pathy has  been  associated  with  occurrence 
of  MH.  A high  resting  creatine  phospho- 
kinase  (CPK>  100  lU)  in  an  otherwise 
healthy  individual  is  justification  for  extra 
care  in  monitoring  the  anesthetic.  An  es- 
timate of  incidence  would  be  approximately 
1 in  20,000  patients.^ 

Pathology 

The  events  which  trigger  this  syndrome 
are  not  known.  However,  the  mechanism  of 
thermogenesis  is  related  to  an  uncoupling 
of  oxidative  phosphorylation.^  As  a result, 


434 


Nebraska  M.  J. 


subcellular  mitochondria  lose  control  of 
metabolism.  Hence,  energy  which  normally 
would  be  captured  and  conserved  in  the  high 
energy  phosphate  bonds  of  adenosine  tri- 
phosphate (ATP)  is  now  dissipated  as  heat 
and  manifests  itself  clinically  as  a rising 
temperature.  There  is  an  associated  meta- 
bolic acidosis  which  progressively  becomes 
more  severe.  These  cellular  changes  are  ac- 
companied by  a loss  of  potassium,  leading  to 
a severe  hyiDerkalemia.  Muscle  breakdown 
is  accompanied  by  myoglobinemia  and  in- 
creased serum  muscle  enzymes,  particularly 
CPK.  Coagulation  processes  are  also  af- 
fected. Initially,  there  is  a hypercoagulation 
condition  followed  by  disseminated  intra- 
vascular coagulation  defect  (DIG).  Gross 
and  microscopic  pathological  changes  are 
non-specific  tissue  swelling. 

Clinical  Picture 

The  first  signs  of  this  syndrome  are  an 
increase  in  heart  rate  and  an  increase  in 
blood  pressure.  There  may  also  be  cardiac 
dysrhythmias.  Patients  breathing  spon- 
taneously develop  tachypnea  and  hypeiiDnea. 
These  signs  could  be  interpreted  by  the 
anesthetist  as  evidence  of  response  to  sur- 
gical stimuli.  This  interpretation  has  led 
some  to  attempt  to  control  these  signs  by 
deepening  anesthesia,  making  the  condition 
worse.  In  approximately  67  percent  of  the 
cases,  there  is  an  increase  in  muscle  tone  or 
rigidity.  This  may  be  in  response  to  the 
anesthetics,  the  muscle  relaxants,  or  both. 
At  approximately  this  time,  there  occurs  an 
increase  in  temperature.  The  skin  usually 
feels  warm  and  dry  and  may  be  flushed. 
As  the  syndrome  progresses,  most  of  these 
signs  become  more  pronounced.  These  events 
are  accompanied  by  an  increased  use  of 
soda  lime  in  the  anesthetic  system,  in- 
creased radiation  of  body  heat,  diaphoresis, 
and  dark  blood  in  the  operative  field  despite 
ventilation  with  a high  inspired  concentra- 
tion of  oxygen.  Hypoxia,  acidosis,  hyper- 
kalemia, dehydration,  hypovolemia,  hyper- 
coagulability, and  hypotension  contribute  to 
the  70  percent  mortality  rate.’^ 

If  the  patient  survives  the  initial  hyper- 
pyrexic  episode,  additional  problems  may 
occur  during  the  next  24  to  72  hours.  Con- 
sumption of  clotting  factors  during  hyper- 


coagulation phase  leads  to  DIG  defect  and 
a tendency  to  bleed.  This  may  occur  im- 
mediately or  may  not  become  obvious  for 
12  to  24  hours.  Serum  potassium  may  fall 
below  1 meq  per  liter.  Also,  there  may  be 
other  electrolyte  abnormalities,  such  as 
hypocalcemia  and  hyponatremia.  Myo- 
globinuria is  recognized  by  a “port  wine” 
color  of  the  urine.  Generalized  edema  of 
the  entire  body  and  hypovolemia  result  from 
a loss  of  intravascular  fluid  and  protein. 
This  is  reflected  by  a rising  hematocrit.  The 
hypovolemia  and  myoglobinuria  result  in 
renal  failure  and  shutdown  with  a variety 
of  cast  formation.  Many  patients  remain 
unconscious  during  this  entire  period. 

Treatment 

Survival  is  dependent  upon  recognition  of 
the  problem  and  immediate  and  vigorous 
therapy.  Delay  should  be  avoided  whenever 
possible.  Therapy  consists  of  the  follow- 
ing: 

1.  Immediate  discontinuance  of  anes- 
thesia and  muscle  relaxants.  Evidence 
in  humans  and  confirmed  in  our  swine 
suggests  that  continuation  of  anes- 
thesia increases  mortality. 

2.  Complete  surgery  without  delay.  This 
becomes  necessary  because  of  discon- 
tinuance of  anesthesia.  If  local  infil- 
tration is  contemplated  to  complete 
operation,  procaine  is  preferable.  Be- 
cause Lidocaine  has  been  incriminated 
as  a potentiating  drug,  it  is  a poor 
choice,  but  is  preferable  to  general 
anesthesia. 

3.  Commence  hyperventilation  to  facili- 
tate removal  of  inhalation  anesthetics, 
carbon  dioxide  and  heat.  A non- 
i-ebreathing  system  is  preferred  to  ac- 
complish this  end.  However,  a high 
gas  flow  to  a circle  rebreathing  sys- 
tem could  be  adequate,  especially  if 
the  release  pop-off  valve  is  on  the 
Y - piece  connecting  the  breathing 
hoses  to  the  patient  or  on  the  ex- 
piratory side  of  the  system. 

4.  Continue  to  measure  body  tempera- 
ture. Tympanic  and  esophageal  tem- 
peratures are  more  accurate  than  rec- 
tal temperature,  but  all  are  acceptable. 


December,  1973 


435 


5.  Begin  active  cooling  by  intravenous 
administration  of  refrigerated  saline 
(Ringer’s  lactate  is  preferred),  cover- 
ing the  patient  with  ice,  removing 
surgical  drapes,  gastric  lavage  and/or 
enema  with  iced  saline  or  any  other 
form  of  readily  available  cooling.  If 
the  temperature  continues  to  rise,  the 
patient  should  be  immersed  in  a cold 
bath, 

6.  Treat  the  metabolic  acidosis  with 
sodium  bicarbonate.  The  amount  de- 
pends upon  the  severity  of  the  prob- 
lem. If  the  patient’s  condition  war- 
rants, it  is  best  to  obtain  blood  de- 
terminations of  pH  first,  but  the  pa- 
tient may  need  as  much  as  2 meq/kg 
body  weight  immediately. 

7.  Correct  fluid  and  electrolyte  imbal- 
ances. Overwhelming  shifts  in  fluid 
and  electrolytes  may  occur  necessitat- 
ing careful  monitoring.  It  is  wise 
to  insert  a central  venous  pressure 
monitor.  A balanced  salt  solution  is 
preferred,  but  fluid  therapy  depends 
upon  electrolyte  abnormalities  and 
must  be  monitored  by  serum  electro- 
lyte determinations.  Large  amounts 
of  nonelectrolyte  solution  should  be 
avoided,  because  they  can  aggravate 
already  existing  electrolyte  problems. 

8.  Continually  monitor  the  electrocardio- 
gram. Cardiac  irregularities  are  com- 
mon, including  ventricular  tachycardia 
and  fibrillation.  Usually,  correction 
of  acidosis  and  hyperkalemia  controls 
these  arrhythmias.  There  is  debate 
about  the  detrimental  effect  of  lido- 
caine  in  this  disease,  but  it  may  be 
necessary  for  control  of  ventricular 
tachycardia.  If  ventricular  fibrilla- 
tion occurs,  attempts  at  cardiac  re- 
suscitation are  necessary. 

9.  Commence  monitoring  urine  output. 
Insertion  of  a catheter  is  necessary. 
Renal  output  must  be  maintained  to 
prevent  tubular  necrosis  secondary  to 
excretion  of  myoglobin.  This  is  also 
a monitor  of  adequacy  of  hydration 
and  useful  as  an  indicator  of  impend- 
ing circulatory  shock. 


It  is  of  great  importance  to  note  that 
currently,  there  is  no  conclusive  evidence 
that  there  is  any  drug  which  will  abate  the 
thermogenesis  or  improve  the  probability  of 
survival  from  this  syndrome.  Since  aspirin 
is  an  antipyretic  agent,  and  chloi-promazine 
has  been  used  in  the  “lytic  cocktail,”  both 
of  these  drugs  have  been  suggested,  and  util- 
ized, to  treat  this  syndrome.  The  results 
have  not  been  favorable.  In  fact,  both  as- 
pirin® and  chlorpromazine®  are  uncouplers  of 
oxidative  phosphorylation.  Since  the  un- 
coupling phenomenon  is  a primary  event  in 
the  thermogenesis,  both  of  these  drugs 
should  be  avoided.  In  addition,  all  other  sali- 
cylates and  phenothiazines  should  be  avoid- 
ed. Propylene  glycol,  the  vehicle  for  many 
paren_^rar~HnigsrTe^gT^njecfab^ pentobar- 
bital  (Nembutal®),  secobarbital  (Seco- 
nal®), diazepam  (Valium®)],  is  likewise  an 
uncoupler  and  should  be  avoided.'^ 

In  regard  to  treating  the  skeletal  muscle 
hypertonus  aspect  of  this  disease,  large  doses 
of  procaine  and  procaine  amide  (Pronestyl®) 
have  been  suggested.  The  therapeutic  value 
of  these  drugs  has  not  been  definitely  estab- 
lished. However,  until  further  evidence  is 
available,  a trial  with  these  drugs  should  be 
considered.  If  used,  they  must  be  admin- 
istered carefully  but  to  the  limit  of  toxicity 
before  discontinuance.  Cardiovascular  sup- 
port may  be  necessary  during  their  infusion. 

For  sedation  and  depression  of  shivering 
during  cooling,  we  prefer  the  butyrophenones 
droperidol  (Inapsine®)  or  haloperiodol  (Hal- 
dol®) because  neither  of  these  drugs  un- 
couples oxidative  phosphorylation.  Another 
useful  drug  is  pentobarbital,  U.S.P.  (not 
injectable  Nembutal®).  These  three  drugs 
are  administered  intravenously  using  the 
smallest  amount  which  will  accomplish  the 
desired  effect. 

Once  the  immediate  complications  of  malig- 
nant hyperthermia  are  over,  the  patient  en- 
ters the  second  phase  of  the  disease.  The  dis- 
ease may  continue  for  several  hours,  neces- 
sitating continued  cooling.  Thereafter,  the 
following  steps  should  be  taken: 

1.  Transfer  the  patient  to  an  intensive 
care  unit  or  keep  him  in  the  recovery 
room  for  constant  care. 
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2.  Maintain  cooling.  Do  not  allow  the 
temperature  above  37°C  (98°F)  for 
first  24  hours. 

3.  Monitor  arterial  blood  gases  to  evalu- 
ate the  course  of  therapy.  Central 
venous  gases  may  give  as  much  or 
more  information  about  the  course  of 
the  disease  than  arterial  gases,  for 
hyperventilation  which  produces  a 
respiratory  alkalosis  may  give  a false 
sense  of  security. 

4.  Begin  coagulation  studies.  DIC  is  a 
common  complication  and  must  be 
treated  when  it  occurs.  Hepariniza- 
tion of  the  patient  gives  the  best 
chance  of  control  and  should  be  tried 
first.  If  this  fails,  epsilon  amino  ca- 
proic  acid  should  be  used,  although  its 
therapeutic  benefit  has  not  been  es- 
tablished. 

5.  Continue  hydration.  The  patient  may 
require  salt  solutions,  albumin,  or 
whole  blood  to  maintain  an  adequate 
blood  volume.  Edema  is  an  end  prod- 
uct of  this  disease  and  is  usually  not 
due  to  heart  failure.  Careful  monitor- 
ing of  vital  signs  and  CVP  will  aid  in 
determining  if  heart  failure  is  pres- 
ent. 

6.  Maintain  urine  flow.  Renal  shutdown 
is  a complication  of  this  disease. 

7.  Do  not  allow  the  development  of  hy- 
poxia. On  the  other  hand,  there  is 
evidence  that  too  much  oxygen  may 
enhance  the  disease  and  thus  be  detri- 
mental. There  is  probably  no  advant- 
age in  maintaining  an  arterial  PO2 
in  excess  of  150  Torr  (mm  Hg.). 
However,  if  one  is  in  doubt,  hyper- 
oxia  is  preferable  to  hypoxia. 

Summary 

In  modern  operating  rooms  where  tempera- 
tures and  humidity  are  controlled,  hypother- 


mia usually  occurs  during  general  anesthesia 
(with  certain  recognized  exceptions  — septi- 
cemia, dehydration,  thyrotoxicosis,  pheochro- 
mocytoma,  lesions  of  the  central  nervous  sys- 
tem, etc.).  Hence,  any  unexpected  rise  in  body 
temperature  during  operation  should  be  con- 
sidered to  be  potentially  dangerous.  Since  a 
rise  in  body  temperature  during  the  malig- 
nant hyperpyrexic  syndrome  is  usually  a 
late  sign,  successful  management  depends 
upon  early  recognition  and  immediate  ther- 
apy before  the  rise  in  body  temperature  is 
well  established.  Early  signs  include  a 
tachycardia,  an  increase  in  blood  pressure, 
cardiac  arrhythmias,  hyperventilation,  and 
an  inappropriate  increase  in  muscle  tone 
and/or  rigidity.  An  index  of  suspicion  is 
sufficient  reason  to  discontinue  anesthesia, 
especially  for  elective  surgery.  Late  diag- 
nosis and  delayed  and/or  inadequate  ther- 
apy are  important  factors  contributing  to 
the  high  mortality  of  patients  with  this  syn- 
drome. 
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The  Pattern  of  Psychiatric  Referrals 
In  a Teaching  Hospital 


Introduction 

SINCE  the  early  fifties,  the  role 
of  the  psychiatric  consultant 
has  been  receiving  increasing 
attention.!-®  Over  this  period,  not  only 
have  the  psychiatrists  as  consultants  been 
in  operation  of  school  programs,  case  work 
agencies,  and  in  other  community  settings, 
but  also  in  the  general  hospital  setting. 
There  have  been  a number  of  reports  of  psy- 
chiatric referrals  in  the  general  hospital. !-!! 

This  paper  presents  a review  of  psychi- 
atric consultation  requests  received  by  the 
Department  of  Liaison  Psychiatry,  Nebraska 
Psychiatric  Institute  from  a general  teach- 
ing hospital  — University  of  Nebraska  Medi- 
cal Center  (UNMC)  over  a period  of  36 
months.  The  patients  were  referred  by 
physicians  and  surgeons,  and  all  referrals 
were  seen  by  the  resident  on  service,  under 
supervision  of  the  Chief  of  the  Liaison  Sei*v- 
ice.  The  psychiatric  resident  is  on  Liaison 
Service  for  a period  of  three  months,  this 
occurring  during  the  latter  part  of  his  sec- 
ond year  of  training  or  the  third  year.  Dur- 
ing this  time,  he  sees  most  of  the  referrals 
and  has  direct  contact  with  the  house  of- 
ficers making  the  referrals.  This  physician- 
physician  contact  is  paramount  for  good 
patient  care,  and  is  also  an  excellent  learn- 
ing experience  for  the  residents. 

In  addition  to  writing  a consultation  re- 
port, the  resident  makes  every  effort  to 
personally  contact  the  referring  physician 
to  discuss  the  case.  This  personal  contact 
is  more  likely  to  be  helpful  to  the  patient 
as  well  as  the  attending  physician. 

Findings 

(a)  General 

1,039  patients  (Table  1)  were  re- 
ferred for  psychiatric  opinion,  being 
4.04  percent  of  all  cases  admitted  to 
the  University  Hospital  over  that  pe- 
riod. These  referrals  were  adults,  the 
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pediatric  referrals  being  seen  by  the 
child  psychiatrist  at  the  Institute. 

(h)  Sources  of  Referrals 
The  referrals  were  distributed  as  fol- 
lowing; Internists  referring  52  percent 
of  the  cases,  gynecologists  31  percent, 
neurologists  (including  neurosurgeons) 
14  percent,  and  3 percent  being  referred 
by  other  services  (general  surgeons, 
dermatologists,  ophthalmologists,  ortho- 
pedists). 

(c)  Reasons  for  Referrals 
A variety  of  reasons  were  attributed 
for  the  consultation  requests  which  were 
usually  initiated  by  the  consultants  in  the 
specialty  in  a majority  of  cases.  Diag- 
nostic problems  and  requests  for  sub- 
sequent treatment  accounted  for  62 
percent  of  the  referrals.  Ward  man- 
agement problems  involving  the  nurs- 
ing personnel  and  ward  staff  were  in 
12  percent  of  patient  referrals  and  se- 
vere social  problems  (environmental, 
alcohol,  and  drug  abuse)  made  up  15 
percent.  Patients  already  under  psy- 
ciatric  treatment  at  time  of  admission 

Table  1 

REFERRALS  FROM  UNIVERSITY  HOSPITAL 


University  of  Percentage 

Nebraslta  Referrals  of 

Year  Medical  Center  Total  Admissions 

1970  247  3.79% 

1971  335  3.89% 

1972  457  4.66% 

Total  1,039  4.04% 
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(usually  outpatients  but  a few  involv- 
ing transfers  from  inpatient  stay  due 
to  medical  or  surgical  complications) 
accounted  for  ten  percent  of  the  re- 
ferrals. 

(d)  Psychiatric  Diagnosis 

Details  of  the  diagnoses  are  recorded 
in  Table  2.  Depression  was  the  most 
common  diagnosis.  There  were  two 
suicidal  attempts  recorded  during  this 
period  — one  involved  a case  of  wrist 
slashing  while  on  the  ward,  the  other 
a jump  from  the  seventh  floor  of  the 
hospital  — both  of  them  nonfatal. 

(e)  Psychiatric  Advice 

Despite  the  uniqueness  of  the  consul- 
tation, psychiatric  follow-up  treatment 
recommendation  subsequent  upon  dis- 
charge from  the  hospital  was  made  in 
72  percent  of  the  referrals.  Of  these 
31  percent  sought  therapy  at  their  local 
mental  health  clinics  and  the  psychi- 
atry department  of  the  hospital  and  12 
percent  at  the  outstate  regional  centers 
and  mental  health  clinics.  Over  half 
(57  percent)  of  all  consults  had  no  psy- 
chiatric follow-up  — that  is,  it  was  felt 
to  be  not  needed  or,  if  needed,  the  pa- 
tient did  not  follow  recommendation. 

Discussion 

A majority  of  the  patients  seen  in  con- 
sultation came  from  rural  areas  outstate, 
being  referred  to  the  Medical  Center  for 
necessary  diagnostic  and  therapeutic  meas- 
ures not  available  regionally.  When  follow- 
up for  psychiatric  treatment  was  considered 
to  be  an  important  part  of  the  overall  treat- 
ment, an  outstate  mental  health  center  or 
satellite  clinic  was  recommended.  It  was  ob- 
seiwed  that  if  referral  to  one  of  these  re- 


Table  2 


Diagnosis 

Depression  

Psychosis — ■ 

organic  

psychogenic  

Psychophysiologic  disorder 

Personality  disox-der  

Neurosis  

Situational  I’eaction 


Percentage 

Distribution 

52 

2 

3 

13 

11 

6 

13 


sources  was  made  to  the  patients,  it  was 
unlikely  they  would  heed  the  follow-up  ad- 
vice. However,  were  the  psychiatrist  to 
contact  the  facility  by  telephone  and  set  up 
the  first  appointment  for  the  patient,  they 
were  likely  to  keep  this  appointment  and 
subsequent  ones  if  indicated.  This  has  now 
become  a regular  policy  with  the  Liaison 
Service  for  such  consults. 

The  same  was  also  true  for  patients  from 
local  areas  in  that  followup  was  more  likely 
to  be  accomplished  if  appointments  were 
made  directly  to  an  outpatient  facility  by 
the  psychiatrist.  In  general,  patients  do 
not  like  to  make  their  own  appointments  to 
psychiatric  facilities  but  will  respond  if  the 
consultant  makes  the  extra  effort  to  ar- 
range appointments  personally. 

In  addition  to  providing  an  initial  psy- 
chiatric evaluation  of  hospitalized  patients, 
the  consulting  psychiatrist  is  actively  in- 
volved wherever  indicated  in  the  subsequent 
follow-up,  such  as  short  term  intensive  psy- 
chotherapy, pharmacotherapy,  family  ther- 
apy, and  close  rapport  with  the  medical  staff 
while  the  patient  is  still  hospitalized.  He 
is  also  frequently  called  upon  to  see  out- 
patients in  ambulatory  clinics.  Many  of 
those  referrals  are  on  psychotropic  medica- 
tion, which  poses  a medical  problem  for  the 
internist.  This  is  best  seen  in  the  cardio- 
vascular and  pulmonary  illnesses  where  side 
effects  of  the  phenothiazines  and  antide- 
pressants (atropine-like  side  effects)  may 
affect  the  cardiac  and  respiratory  function 
or  induce  changes  in  the  blood  pressure. 
Some  of  the  consultations  may  be  on  an 
informal  basis  in  that  the  psychiatrist  was 
consulted  about  a particular  condition  of 
the  patient  and  his  therapeutic  regime. 

In  the  emergency  room,  the  psychiatrist 
is  consulted  over  a large  percentage  of  drug 
overdose  ingestion,  either  accidental  or  sui- 
cidal, the  usual  drugs  being  illicit  drugs,  psy- 
chedelic drugs  or  narcotics.  Sleeping  medi- 
cation overdosage  both  prescribed  and  those 
available  over  the  counter,  are  also  com- 
monly seen,  however  these  are  in  combina- 
tion with  other  drugs.  Along  with  the  acute 
medical  management,  the  psychiatric  con- 
sultant is  called  upon  to  evaluate  the  patient 
and  help  determine  the  factors  which  led  to 
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the  overdosage.  The  consultant,  in  relevant 
cases  after  the  medical  emergency  is  over,  is 
involved  in  helping  the  patient’s  aftercare 
and  ability  to  cope  and  adjust  better  with 
their  personal  and  social  problems. 

Tied  in  with  the  consultation  and  follow- 
up care  is  the  teaching  role  in  his  capacity 
as  a consultant.'*’  ^ The  teaching  is  aimed 
at  helping  the  attending  physician  under- 
stand the  emotional  factors  and  thereby 
treat  the  patient  better.  Those  affected  in- 
clude the  house  officers,  medical  students, 
nursing  and  other  ward  staff  and  the  hos- 
pital personnel  involved  in  patient  care, 
such  as  dietician,  social  worker,  recreational 
therapist.  Since  a large  percentage  of  psy- 
chiatric problems  can  be  managed  by  non- 
psychiatrist, it  is  felt  that  teaching  is  a 
very  important  function  of  the  Liaison 
Service. 

Direct  contact  with  the  referring  physi- 
cian is  of  far  more  importance  than  a writ- 
ten consultation  which  may  not  have  the 
same  bearing  as  a verbal  discussion.®-® 
These  discussions  are  more  meaningful  and 
provide  an  excellent  opportunity  for  estab- 
lishing a closer  rapport  and  better  under- 
standing of  the  physician’s  problem.  This, 
besides  creating  an  atmosphere  of  teaching 
and  learning,  also  helps  to  provide  for  an 
optimum  treatment  care  for  the  patient. 

To  help  establish  the  close  rapport,  the 
consultant  psychiatrist  is  present  at  the 
daily  case  conference  of  the  medicine  depart- 
ment, during  which  hour  the  overall  treat- 
ment regime  of  the  newly  admitted  patients 
and  the  follow-up  treatment  of  the  dis- 
charged patient  is  discussed  and  evaluated. 
Another  mode  of  involvement  was  the  case 
presentation  and  grand  rounds  where  the 
psychiatrist  participated  in  relevant  discus- 
sions. 

A study  of  the  referrals  has  shown  an  in- 
creasing number  of  referrals  and  this  figure 
(Table  1)  is  consistent  with  the  increas- 
ing knowledge  of  psychiatric  illness  by  the 
physicians.  The  diagnosis  most  prevalent 
was  depression  which  was  followed  by  psy- 
chophysiologic  disorder  and  situational  re- 


action. This  pattern  is  consistent  with  re- 
ports published  elsewhere  in  literature.*2-i5 

Summary 

A three  year  study  of  psychiatric  refer- 
rals to  the  Department  of  Liaison  Psychi- 
atry from  the  University  of  Nebraska  Medi- 
cal Center  was  studied.  The  annual  average 
was  4.04  percent  of  total  cases  admitted 
who  were  referred  for  psychiatric  consul- 
tation — the  commonest  diagnosis  being 
depression.  Besides  the  role  of  a consult- 
ant, the  Liaison  Service  also  was  involved 
in  teaching  and  insuring  follow-up  care  for 
the  patient. 
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Neurologic  Worm  Diseases 


PART  II 

Schistosomiasis  (Bilharziasis)  is  a com- 
mon disease  of  almost  epidemic  proportions 
in  many  parts  of  the  world.  Geographical  or- 
igin is  as  follows: 

S.  japonicuni:  Japan,  China,  Taiwan, 
Mekong  Valley  of  S.E.  Asia,  Philippine 
Islands,  Thailand,  Celebes. 

S.  niansoni:  Nile  Delta  (Egypt),  Af- 
rica between  20°  north  and  20°  south  of 
equator,  Madagascar,  Caribbean  (West 
Indies)  Islands  (including  Puerto  Rico), 
N.E.  Brazil,  Venezuela,  Surinam,  Do- 
minican Republic,  Near  East  countries. 

S.  Haematobium:  Throughout  Africa, 
Madagascar,  Mauritius,  Reunion,  Cyprus, 
Near  East  countries.  South  Portugal. 

Exposure  to  natural,  fresh  (contaminated) 
waters,  as  in  wading,  bathing  or  wash- 
ing, is  necessary  for  percutaneous  innocula- 
tion  with  larvae  which  originate  with  human 
fecal  or  urinary  contamination  of  fresh 
water  with  ova.  The  larvae  disseminate 
widely  in  the  systemic  circulation,  settling 
in  portal  and  mesenteric  venous  systems  (S. 
haematobium  chiefly  in  pelvic,  hemorrhoidal 
and  vesical  venous  systems). 

General  clinical  features  consist  of  acute 
or  subacute  phases  of  pulmonary  hepatic  and 
abdominal  symptoms,  diarrhea,  and  urti- 
caria. Subsequently,  there  appear  chronic 
cirrhosis,  enterocolitis,  cystitis,  and  spleno- 
megaly. 

Less  than  5 percent  of  patients  develop 
neurologic  sjunptoms,  several  months  to  10 
years  after  exposure.  Cerebral  spread  ap- 
pears more  frequent  with  S.  japonicum, 
spinal  cord  lesions  more  frequent  with  the 
other  two.  Acute  encephalitic  or  encephalo- 
myelitic  reaction  develops  in  early  phases. 
Subsequently,  there  occur  chronic  cerebral 
granulomas,  usually  with  clinical  features  of 
a mass  lesion.  Spinal  cord  involvement  is 
granulomatous,  intramedullary,  in  nerve 
roots  or  cauda  equina,  often  with  a clinical 
picture  of  mass  lesion  or  chronic  myelitis. 
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Biopsy  is  an  important  diagnostic  tool, 
revealing  ova  in  mucosa  of  colon,  rectum  or 
bladder,  and  in  the  liver.  Stool  or  urine 
disclose  ova,  especially  if  concentration  tech- 
nique is  used.  Immunobiologic  tests  on  blood 
or  spinal  fluid  are  significant.  Eosinophilia 
in  blood  is  noted  in  45  percent  of  patients; 
in  cerebrospinal  fluid,  in  10  to  30  percent  of 
patients.  Elevated  sedimentation  rate  and 
serum  gamma  globulin  are  not  uncommon. 

Chemotherapy  depends  much  on  antimony 
compounds.  Surgery  is  employed  occasion- 
ally where  mechanical  removal  of  granuloma 
is  desirable. 

Paragonimiasis  appears  espescially  in  Ja- 
pan, Korea,  Taiwan,  and  China.  Larvae 
reach  man  from  infected,  edible  crayfish  or 
crabs,  insufficiently  cooked,  or  by  larval 
contamination  of  fingers,  utensils,  other 
foods  or  water  in  preparation  of  this  raw 
meat.  Larvae  penetrate  upper  intestinal 
wall,  migrate  interstitially  into  abdominal 
cavity,  thence  through  diaphragm  into  lungs. 
Larvae  or  mature  worms  may  travel  exten- 
sively, and  in  2 to  25  percent  of  patients 
they  enter  the  brain  and  deposit  ova.  A 
small  number  of  patients  develop  spinal  epi- 
dural lesions.  Worms  and  ova  produce  gran- 
ulomas, cysts,  and  chronic  abscesses  at  these 
sites.  Cortex  and  subcortex  are  involved 
especially  in  lower  occipital,  temporal,  and 
parietal  lobes. 

The  classical  clinical  picture  presents 
chronic  pulmonary  disease  (cough,  hemop- 
tysis, chest  pain),  followed  in  weeks  or 
months  by  meningitic  or  encephalitic  syn- 
drome and  later,  intracranial  mass  lesion 
features.  Convulsions  and  hemianopsia  are 
common.  If  the  patient  survives,  the  worm 
dies  after  two  years  in  brain  and  chronic 
residuals  remain. 

Other  clues  include  skull  x-rays  which  dis- 
close calcification  in  at  least  50  percent  of 
patients.  Ova  may  be  found  in  sputum. 
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in  bronchial  or  pleural  aspirates,  or  in  stools. 
Eosinophilia  is  present  in  over  25  percent 
of  patients.  Elevated  sedimentation  rate 
and  serum  gamma  globulin  are  often  noted. 
Skin  tests  and  complement  fixation  test  are 
useful  in  diagnosis.  Spinal  fluid  reveals 
positive  complement  fixation  test  and  eosino- 
philia in  some  patients. 

Specific  treatment  for  neurologic  lesions 
is  not  known.  Corticosteroids  reduce  in- 
flammation and  edema.  Neurosurgery  may 
remove  certain  granulomatous  masses.  Bi- 
thianol  chemotherapy  appears  effective  for 
pulmonary  lesions. 

Angiostrongylus  cantonensis  produces  the 
classical  “eosinophilic  meningitis.”  This 
disease  is  present  in  a broad  area  of  the  sub- 
tropics from  Madagascar  to  Tahiti  and 
Okinawa  to  Queensland,  Australia.  Most 
medical  reports  have  appeared  from  Tahiti, 
Thailand,  and  Hawaii. 

A.  cantonensis  is  lung  worm  of  rats,  whose 
larvae  are  transported  directly  or  indirectly 
to  man  on  snails,  slugs,  prawns,  crabs,  and 
frogs.  These  larvae  migrate  rapidly  by 
vascular  channels  to  brain  and  meninges, 
where  they  mature.  There  is  a high  incidence 
of  infected  rats  in  endemic  areas. 

The  clinical  picture  is  essentially  neuro- 
logic, with  acute  or  subacute  meningitis 
common,  often  with  distressing  paresthesias. 
A small  incidence  of  facial  paralysis  oc- 
curs. The  course  is  usually  benign,  and  re- 
covery takes  place  in  two  weeks.  Rare  deaths 
are  reported,  with  worms  recovered  in  brain. 
Blood  and  spinal  fluid  eosinophilia  are  prom- 
inent features. 

Treatment  includes  thiobendazole,  diethyl- 
carbamazine,  or  chloroquine.  Intramuscular 
sulfafurazole,  corticosteroids,  and  cerebro- 
spinal fluid  drainage  are  suggested  in  more 
critical  situations. 

Multiceps  mtilticeps  (dog  tapeworm,  co- 
enurus)  presents  the  following  clinical  fea- 
tures. Most  human  involvement  is  reported 
in  tropical  or  South  Africa,  less  frequently 
in  France,  and  noteworthy  sporadic  cases 
(indigenous)  are  documented  in  U.S.,  Eng- 
land, and  Brazil.  Reminiscent  of  echino- 
coccosis, M.  multiceps  infection  arises  in  a 


setting  of  sheep,  goats,  cattle  or  horses  (or 
wild  herbivorous  mammals),  with  dogs  (also 
fox  or  wolf)  as  definitive  hosts  whose  feces 
carry  ova  to  man.  In  humans  and  herbi- 
vores, ova  hatch  in  intestine  and  larvae  pene- 
trate intestinal  wall  and  disperse  to  lodge 
in  various  tissues  (as  subcutaneous,  muscles, 
pleura,  pericardium,  orbit,  intraocular),  in- 
cluding the  central  nervous  system.  Here 
the  larvae  encyst  and  are  called  coenuri. 

Coenurosis  is  not  a common  disease.  How- 
ever, neural  involvement  appears  more  fre- 
quent in  temperate  regions  than  in  tropics 
or  subtropics,  occurring  in  30  to  35  percent 
of  patients  affected  (ocular  involvement  de- 
velops in  approximately  six  percent).  In  one 
group  of  surgical  or  postmortem  cases  of 
tapeworm  cyst  of  C.N.S.  reported  from  South 
Africa,  where  worms  could  be  identified, 
4 of  30  patients  revealed  coenurus  (Proctor, 
M.  B.,  1964). 

Lesions  are  located  commonly  in  the  fourth 
ventricle  and  basilar  cisterns  of  the  pos- 
terior fossa,  where  they  may  encircle  the 
brainstem,  enmesh  cranial  nerves,  and  spread 
forward  to  the  optic  chiasm.  These  are  often 
racemose  microcysts.  Where  there  is  more 
room  for  growth,  one  or  more  unilocular 
cysts,  a few  mm  to  3 or  4 mm,  appear.  These 
may  develop  also  in  intracerebral  or  intra- 
cerebellar  locations  or  in  third  or  lateral 
ventricles. 

Clinical  presentation  is  commonly  that  of 
an  intracranial  mass  in  posterior  fossa.  Oc- 
casionally an  intracerebral,  intraventricular, 
or  intracerebellar  cyst  develops  to  golf  ball 
size,  with  more  focal  features.  Cranial  nerves 
and  pituitary  - hypothalamic  disturbances 
may  occur.  Spinal  cord  involvement  is  rare, 
with  intramedullary  or  extramedullary  cystic 
lesions. 

Specific  laboratory  data  from  the  patient 
are  restricted  to  immunologic  tests,  al- 
though complement  fixation  reactions  with 
echinococcus  antigen  are  often  positive.  Lo- 
cal animals  could  be  examined  for  clues. 

The  disease  is  sufficiently  uncommon  and 
clues  so  sparse  that  often  only  an  experi- 
enced parasitologist  examining  the  biopsy 
or  postmortem  specimen  discerns  the  specific 
coenurus.  Confusion  with  cysticercosis  or 
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echinococcus  is  possible.  Treatment  is  pri- 
marily neurosurgical. 

Diphyllobothrium  latum  (fish  tapewoian) 
is  a tapeworm  found  in  many  parts  of  the 
world.  Its  highest  incidence  of  human  infec- 
tion occurs  in  Finland,  Sweden  and  Lithu- 
ania, next  in  northern  USSR,  central  Siberia, 
lower  Volga  regions,  and  northern  North 
America.  Remarkably,  the  consequences  of 
neurologic  nature  appear  restricted  to  hu- 
mans in  Baltic  areas,  and  outstandingly  in 
Finland. 

Freshwater  fish  or  roe,  insufficiently 
cooked  or  raw,  infected  with  larvae  enter 
man’s  intestine,  and  in  five  to  six  weeks 
the  worm  is  shedding  ova.  The  ileum  is 
the  most  frequent  site  of  worm  attachment. 

Only  an  uncommonly  massive  number  of 
worms  in  the  intestinal  tract  will  produce 
abdominal  and  “toxic”  symptoms.  Most  per- 
sons carry  worms  without  distress  or  dis- 
ability. 

The  neurologic  involvement  concerns  vita- 
min B-12  deficiency,  which  occurs  in  a small 
number  of  patients  sufficiently  to  produce 
subacute  combined  degeneration  of  the  spinal 
cord.  D.  latum  absorbs  vitamin  B-12  re- 
markably. If  the  worm  is  attached  at  high- 
er levels  in  the  intestinal  tract,  in  addition 
it  impairs  interaction  of  Castle’s  extrinsic 
and  intrinsic  factors  to  increase  the  vitamin 
B-12  deficiency. 

Over  70  percent  of  patients  with  tape- 
woiTn  pernicious  anemia  are  reported  from 
Finland.  Among  the  20  percent  of  humans 
living  with  D.  latum  in  Finland,  the  inci- 
dence of  pernicious  anemia  is  only  one  in 
10,000  to  one  in  50.  The  actual  incidence 
of  neurologic  involvement  in  this  group  is 
uncertain,  although  one  study  disclosed  that 
75  percent  of  patients  with  tapeworm  per- 
nicious anemia  had  neurologic  signs  or 
symptoms,  one  third  had  some  degree  of 
neurologic  disability,  and  two  percent  had 
developed  severe  neurologic  disability.  Optic 
neuritis  due  to  this  vitamin  B-12  deficiency 
has  been  recorded,  also. 

Patients  with  tapeworm  pernicious  anemia 
are  often  in  the  third  or  fourth  decade  of 
life,  and  free  hydrochloric  acid  is  com- 


monly present  on  gastric  analysis.  Removal 
of  D.  latum  produces  a “cure,”  although  in- 
tramuscular vitamin  B-12  may  have  to  be 
supplied  for  months  to  a year  thereafter. 

Diagnosis  is  made  on  the  basis  of  geogra- 
phy, ingestion  of  raw  or  insufficiently  cooked 
freshwater  fish  or  roe,  presence  of  a mild 
degree  of  eosinophilia  in  30  to  40  percent 
of  patients,  the  laboratory  features  of  per- 
nicious anemia,  presence  of  ova  in  stools, 
worm  evacuation,  and  subsequent  response 
to  therapy. 

Quinacrine  hydrochloride  (Atabrine)  or 
niclosamide  provide  effective  chemotherapy 
resulting  in  evacuation  of  the  worm. 

Dracunculosis  is  found  in  fresh  waters  of 
the  Nile  Valley,  central  equatorial  Africa 
(from  Lake  Chad  into  Sudan  and  Uganda), 
northwest  and  west  coast  of  Africa,  India, 
Arabia,  the  Near  East,  southeastern  USSR, 
and  Indonesia. 

Larvae  are  ingested  by  a minute  crusta- 
cean, Cyclops,  which,  in  turn,  contaminates 
drinking  water.  Once  in  man’s  duodenum, 
Cyclops  releases  dracunculus  larvae,  which 
penetrate  the  intestinal  wall,  spread  to  loose 
connective  tissue,  and  mature  to  adult 
worms  in  eight  to  twelve  months.  These 
worms  migrate  mostly  to  skin,  to  deposit 
larvae  on  the  surface,  which  they  accom- 
plish by  a papule,  then  a blister  accompa- 
nied by  acute  local  or  generalized  toxic-al- 
lergic' phenomena.  Secondary  infection  of 
skin  lesions  may  follow.  On  occasion,  woiTns 
may  migrate  to  other  sites.  Nonemergent 
worms  die,  forming  chronic  abscesses.  These 
ultimately  calcify  and  present  coiled,  thread- 
like calcification  on  x-ray. 

A small  number  of  patients  have  been  re- 
ported with  spinal  epidural  abscess  or  mono- 
neuropathy due  to  contiguous  dracunculus. 

Eosinophilia  is  not  a prominent  or  de- 
pendable feature.  Intradermal  test  is  avail- 
able. On  extrusion  in  acute  skin  lesion,  the 
worm  may  be  removed  for  identification. 

Treatment  consists  of  effective  chemo- 
therapy (diaethylcarbamazine,  thiabendazole 
or  niridazol)  and  surgical  removal,  where 
necessary. 
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Gnathostomiasis  appears  especially  in 
Thailand,  also  in  Indonesia,  Malaysia,  China, 
Japan,  India,  Southeast  Asia,  the  Philip- 
pine Islands,  and  Israel.  It  has  been  report- 
ed in  Mexico.  Exposure  occurs  by  means  of 
insufficiently  cooked  flesh  of  fish,  frogs, 
snakes,  crayfish,  crabs,  ducks,  or  chickens  in- 
fected with  larvae.  Larvae  mature  in  sub- 
cutaneous tissues  of  man  to  produce  station- 
ary and  migratory  swellings,  nodules  and 
chronic  abscesses.  The  worm  wanders  er- 
ratically to  eye,  muscle,  lung,  viscera  or 
C.N.S.  Migrations  may  continue  for  many 
years. 

This  worm  has  great  powers  of  rapid  tis- 
sue penetration,  and  may  burrow  consider- 
ably and  at  length  in  brain  and  spinal  cord, 
with  acute  clinical  consequences,  including 
hemorrhages.  Painful  radiculitis,  menin- 
gitis, myelitis,  and  cerebral  involvement  ap- 
pear. Symptoms  may  be  brief  and  fleet- 
ing, new  sites  may  be  invaded,  or  critical 
areas  may  be  mortally  penetrated. 

Eosinophilia  and  cerebrospinal  fluid  bleed- 


ing, pleocytosis  and  eosinophilia  are  common 
findings.  Skin  tests  are  often  valuable. 

There  is  no  useful  chemotherapy  known 
today.  Surgical  removal  of  the  elusive  worm 
is  often  impractical  from  a neurosurgical 
standpoint. 

Heterophyiasis  (due  to  Heterophyes  heter- 
ophyes)  is  most  common  in  the  Nile  delta.  It 
occurs  also  in  the  Orient,  Turkey,  and  the 
Philippine  Islands.  Man  is  involved  by  eat- 
ing raw  or  inadequately  processed  fish. 
Worms  attach  to  the  intestinal  mucosa,  where 
they  produce  usually  mild  irritation,  colicky 
pains  and  mucous  diarrhea.  Ova  may  filter 
into  intestinal  wall  for  general  dissemination, 
settling  uncommonly  in  two  critical  sites, 
myocardium  or  C.N.S.  Cardiac  failure  may 
result.  Rare  reports  of  cerebral  or  spinal 
cord  hemorrhage,  granuloma  or  cyst  are 
well  documented. 

Clinical  diagnosis  depends  on  identifica- 
tion of  ova  in  stools  or  a detached  worm. 
Tetrachlorethylene  is  the  chemotherapy  of 
choice. 
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Clinical  Isolation  of  Streptococcus  pyogenes 
Seasonal  Prevalence  in  Nebraska 


Rheumatic  fever  is  considered 
perhaps  the  most  serious  secpiel 
of  group  A streptococcal  infec- 
tions. It  has  been  well  established  that 
rheumatic  fever  episodes  are  preceded  by 
a streptococcal  infection,  such  as  a “strep 
throat. ”1-  2 Recurrent  rheumatic  fever  epi- 
sodes may  be  induced  by  subsequent  beta- 
hemolytic  streptococcus  infections,  a fea- 
ture not  described  for  acute  glomerulo- 
nephritis. 

The  following  information  is  intended  to 
inform  the  physicians  of  Nebi'aska,  and 
particularly  Douglas  County,  of  the  preva- 
lence of  beta-streptococcal  infection  in  their 
area.  It  is  also  noted  that  the  beginnings 
of  a rheumatic  fever  incidence  record  has 
been  made. 

Examination  of  rheumatic  fever  associat- 
ed deaths  in  Nebraska  and  particularly, 
Douglas  County,  prompted  the  Omaha- 
Douglas  County  Health  Department 
(ODCHD)  in  conjunction  with  the  Nebraska 
Heart  Association  to  initiate  a rheumatic 
fever  prevention  program.  This  program 
was  begun  in  1964  and  was  founded  on  the 
premises  that  rheumatic  fever  incidence 
could  be  recognized  in  the  State  of  Nebras- 
ka, even  though  streptococcal  disease  is  not 
reportable.  We  felt  that  if  an  efficient 
means  of  detecting  the  predisposing  beta- 
hemolytic  streptococcus  infection  was  avail- 
ble  to  the  physician,  the  incidence  of  disease 
could  be  reduced. 

To  this  end,  a throat  culturing  service  was 
established  and  offered  to  physicians  served 
by  the  ODCHD  at  no  cost.  At  the  physi- 
cian’s request,  he  receives  a supply  of  da- 
cron swabs,  requisition  forms,  and  postage 
paid  envelopes.  When  the  physician  sus- 
pects streptococcal  infection,  the  suspect 
area  is  swabbed  with  the  dry  dacron  swab.® 
The  swab  is  returned  to  its  container,  placed 
in  the  envelope  with  the  completed  requisi- 
tion form,  and  mailed  to  the  ODCHD  where 
the  identifications  were  made  and  reported. 


JOHN  WILEY,  M.S. 

Chief  of  Laboratories 

Omaha-Douglas  County  Health  Department 
and 

M.  J.  SEVERIN,  Ph.D. 

Department  of  Medical  Microbiology 
Creighton  University  School  of  Medicine 

usually  within  24  hours  of  receipt.  These 
procedures  remain  in  effect  at  this  writing. 

Evaluation  of  the  detection  portion  of  the 
program  was  to  be  made  on  the  following 
points : 

1.  number  of  physicians  participating 

2.  number  of  specimens  received 

3.  number  of  specimens  positive  for 
group  A streptococcus 

4.  incidence  of  rheumatic  fever  in  area 
served 

The  number  of  physicians  now  utilizing 
the  program  averages  56  to  60  per  month. 
The  physicians  comprising  these  numbers 
are  in  private  practice,  in  hospitals,  and  in 
5 major  clinics. 

The  number  of  cultures  received  in  this 
laboratory  has  steadily  increased  in  the  pro- 
gram as  seen  in  Table  1.  The  cultures  have 

Table  1 

CULTURES  RECEIVED  FOR 
BETA-HEMOLYTIC  STREPTOCOCCI 


1968  - 1972 

Month  1968  1969  1970  1971  1972 

January  450  482  860  858  1,950 

Februaiy  411  791  1,234  1,212  1,591 

March  435  659  1,101  1,738  1,699 

April  327  475  1,057  1,810  1,486 

May  260  354  768  863  1,744 

June  246  398  724  901  1,390 

July  345  449  621  968  1,075 

August  236  486  591  1,001  1,382 

September 312  565  676  938  1,411 

October  392  823  840  1,147  1,700 

November  485  897  1,064  1,693  1,906 

December  560  1,599  1,111  1,822  2,250 

Total  4,459  7,978  10,647  14,951  19,584 
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also  indicated  a definite  seasonal  incidence 
of  sore  throats  as  evidenced  by  the  num- 
bers of  cultures  received  in  the  period  Octo- 
ber through  March.  December  has  been  the 
most  productive  month  in  numbers  of  cul- 
tures received  and  in  the  number  of  group  A 
streptococci  isolated  (Table  2).  The  num- 
ber of  group  A streptococci  isolated  is  not 
dependent  directly  upon  the  number  of  cul- 
tures received.  For  example,  November 
ranks  second  in  the  number  of  cultures 
received,  but  ranks  fourth  in  the  num- 
ber of  A groups  isolated.  The  converse  is 
true  of  February. 

This  laboratory  now  has  a five  year  aver- 
age of  17%  group  A streptococci  isolated 
from  the  mailed-in  specimens.  This  figure 
may  be  somewhat  misleading  because  it  in- 
cludes cultures  taken  in  low  incidence 
months,  follow-up  cultures,  and  patient  con- 
tacts. The  high  incidence  months  of  Octo- 
ber through  March  yield  a 19%  group  A 
recovery  rate.  The  laboratory  confinna- 
tion  of  beta-hemolytic  streptococci.  Group 
A,  takes  on  added  significance  when  it  is 
observed  that  the  high  incidence  months  for 
beta  streptococci  coincides  with  the  months 
when  viral  respiratory  infections  are  preva- 
lent. The  problem  of  whether  or  not  to  treat 
with  antibiotics  can  be  resolved  by  means 
of  the  laboratory  results. 

Tlie  registry  portion  of  the  rheumatic  fe- 
ver prevention  program  is  the  department’s 
means  of  helping  those  individuals  diagnosed 
by  their  physician  as  having  the  symptoms 
of  rheumatic  fever.  It  has  been  established 
that  a streptococcal  infection  can  precipi- 
tate a reoccurrence  of  rheumatic  fever.^ 
Therefore,  prophylactic  medication  is  often 
prescribed  to  prevent  this  initiating  infec- 

Table  2 

CULTURES  RECEIVED  FOR 

STREPTOCOCCAL  ISOLATION  DURING  THE 


HIGH  INCIDENCE  MONTHS 
1968  - 1972 

No.  No.  Percent 

Month  Cultures  Rank  Group  A Rank  A Rank 

Oct.  4,902  5 824  6 16.7  6 

Nov.  6,054  2 1,044  4 17.2  5 

Dec.  7,351  1 1,273  1 17.3  4 

Jan.  4,600  6 899  5 19.9  3 

Feb.  5,239  4 1,181  2 22.5  1 

Mar.  5,632  3 1,141  3 20.2  2 


tion.  The  cost  of  the  medication  becomes 
very  high  when  it  is  required  over  a period 
of  years.  In  an  attempt  to  assist  these 
rheumatic  fever  patients,  the  Nebraska 
Heart  Association,  the  Douglas  County  Med- 
ical Society,  the  Omaha  Pharmaceutical 
Association,  and  the  Omaha-Douglas  Coun- 
ty Health  Department  established  the  regis- 
try. Individuals  are  entered  on  the  register 
who  meet  the  Jones  Criteria  (Revised)^  or 
who  have  definite  or  suspected  rheumatic 
fever  heart  disease.  Once  entered  on  the 
register,  the  individual  is  eligible  to  receive 
low-cost  prophylactic  penicillin  medication. 

Sixty-one  physicians  are  now  utilizing  the 
registry.  These  physicians  have  entered 
160  patients  since  its  inauguration.  Of 
these  160  patients,  132  are  considered  active. 
An  active  patient  is  one  who  is  undergoing 
prophylactic  penicillin  therapy. 

As  can  be  seen  from  Table  3,  the  age 
group  most  often  cited  is  the  11-15  year 
old  group.  The  distribution  of  males  to 
females  is  equal  in  this  group,  but  this  does 
not  hold  true  for  the  combined  age  groups. 
An  examination  of  the  total  registry  indi- 
cates that  females  are  more  numerous  than 
males. 

Most  of  the  register  patients  are  clustered 
between  the  ages  of  6 and  25  years.  This 
grouping  accounts  for  approximately  68% 
of  the  total  patient  count. 

December  of  1972  was  selected  to  deter- 
mine the  ages  of  the  individuals  having  a 
throat  culture  performed.  This  month  was 
chosen  because  it  has  been  shown  to  be  the 
most  productive  month  in  cultures  received 

Table  3 

ACTIVE  CASES  OF  DISEASE  BY  AGE  AND 
SEX  LISTED  ON  THE  RHEUMATIC 
FEVER  REGISTER 


Age 

Males 

% 

Females 

% 

Total 

0-  5 

1 

1.9 

1 

1.2 

2 

6-10 

6 

11.5 

8 

10.0 

14 

11-15 

- 19 

36.5 

19 

23.7 

38 

16-20  _ . 

4 

7.7 

15 

18.7 

19 

21-25  _ . 

8 

15.4 

12 

15.0 

20 

26-30 

1 

1.9 

3 

3.7 

4 

31-39  _ - 

5 

9.6 

10 

12.5 

15 

40-49 

6 

11.5 

10 

12.5 

16 

50  over  _ . 

2 

3.8 

2 

2.5 

4 

Total 

52 

80 

132 
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and  group  A streptococci  isolated.  The  age 
distribution  can  be  seen  in  Table  4.  The 
children  comprising  the  age  group  1-5 
years  were  cultured  more  frequently  than 
any  other  age  group.  However,  the  6-10 
year  age  group  yielded  the  most  hemolytic 
streptococci  Group  A and  at  a higher  per- 
centage. 

It  is  interesting  to  contrast  these  figures 
with  the  age  distribution  of  the  rheumatic 
fever  registry  (Table  5).  The  age  group 
1-5  years  was  the  most  frequently  cultured, 
6-10  years  yielded  the  most  group  A strep- 
tococci, and  the  11-15  year  group  placed  the 
greatest  number  of  individuals  on  the 
registry. 

An  examination  of  records  for  deaths 
related  to  chronic  heart  disease  in  Douglas 
County  for  the  last  five  years  indicates  a 
slight  decrease.  From  1968  to  1971,  the 
deaths  related  to  chronic  heart  disease  were 
25,  29,  27,  and  20  respectively.®  In  this  five 

Table  4 

AGE  DISTRIBUTION  OF  CULTURES  RECEIVED 
AND  STREPTOCOCCI  ISOLATED 
DECEMBER  2,  1972 


Age 

No. 

Cultures 

Received 

No.  of 
Group  A 
Streptococci 
Isolated 

Percent 

1-5 

454 

84 

18.5 

6-10  __ 

__  374 

112 

29.9 

11-15 

277 

50 

18.0 

16-20 

180 

16 

8.8 

21-25 

_ 119 

7 

5.8 

26-30 

69 

7 

10.1 

31+  

190 

22 

11.5 

Table  5 

COMPARISON  OF  THE  AGE  DISTRIBUTION 
OF  CULTURES  RECEIVED,  STREPTOCOCCI 
ISOLATED,  AND  ENTRY  ON 
THE  REGISTRY 


No.  of 

No.  of 

No. 

Group  A 

Individuals 

Cultures 

Streptococci 

on 

Age 

Received 

Isolated 

Registry 

1-  5 

. _ 454 

84 

2 

6-10  _ . 

__  374 

112 

14 

11-15 

_ 277 

50 

38 

year  period,  only  one  death  was  reported 
specifically  as  rheumatic  disease,  rheumatic 
pericarditis.  As  previously  reported,"^  710 
deaths  were  attributed  to  rheumatic  fever 
in  Nebraska  between  1959  and  1963.  This 
total  indicated  an  incidence  of  one  per  10,- 
000  population.  The  period  covered  by  this 
rheumatic  fever  prevention  program  would 
place  the  incidence  for  the  population  of 
Douglas  County  well  below  those  previously 
reported  levels. 

In  summary,  we  have  presented  figures 
which  indicate  that  a minimum  of  17%  of 
all  “sore  throats”  presenting  themselves  to 
a physician  can  be  expected  to  be  harbor- 
ing beta-hemolytic  streptococci.  Group  A. 
An  even  higher  level  can  be  expected  in  the 
months  October  through  March.  We  have 
also  shown  that  a minimum  of  160  diagnosed 
cases  of  rheumatic  fever  were  present  in 
Douglas  County  during  this  survey  period. 

It  would  appear  from  these  five  year 
statistics  that  the  age  group  6 to  15  years 
are  at  high  risk  for  streptococcal  infections 
and  subsequent  rheumatic  heaid  disease. 
Therefore,  emphasis  placed  on  diagnosis  and 
treatment  of  this  group  should  yield  a sig- 
nificant decrease  in  the  prevalence  of  rheu- 
matic fever  in  Douglas  County. 
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Fifty  Years  in  Medicine 


For  one  born  in  a log  house  to 
pioneers  of  Western  Nebraska 
Fifty  Years  in  Medicine  have 
been  challenging  and  exciting.  A word 
picture  showing  in  one  grand  panorama  the 
experiences  a n d changes  during  those 
years  would  be  very  interesting.  Use  of 
parenteral  vitamins  in  pernicious  anemia 
and  pellagra  and  of  insulin  in  diabetes 
were  epoch  making.  Development  of  sul- 
fonamides and  penicillin  became  revolution- 
ary. Can  one  imagine  not  using  antibiotics 
and  chemotherapy?  The  introduction  of 
polio  vaccine  and  almost  complete  eradica- 
tion of  polio  was  an  outstanding  contribu- 
tion to  society.  Consider  the  increasing  im- 
portance of  blood  chemistry  in  diagnosis 
and  treatment.  How  great  have  been  the 
changes  in  surgery!  Development  of  new 
anesthetic  agents  and  new  techniques  in 
their  administration  have  made  new  proce- 
dures possible  in  surgery.  Introduction  of 
corticosteroids,  development  of  devices  for 
extracorporeal  circulation  and  other  tech- 
niques have  made  heai-t  surgery  and  organ 
transplants  possible.  Dialysis  for  kidney 
failure  has  saved  and  prolonged  many  lives. 
Development  of  new  drugs  and  new  concepts 
have  really  transformed  the  treatment  of 
mental  illnesses.  In  fact  the  innovations 
which  are  taking  place  in  the  prevention  as 
well  as  in  the  diagnosis  and  treatment  of 
human  illnesses  promise  even  greater 
changes  in  the  future. 

My  own  experiences  are  the  result  of  two 
careers,  the  first  over  a period  of  nearly 


W.  MAX  GENTRY,  M.D. 


twenty  years  in  China,  as  a medical  mission- 
ary and  later  with  the  Army  in  the  Chinese 
Training  and  Combat  Command  under  Stil- 
well  and  Wedemeyer.  Modern  educational 
methods  introduced  by  the  Missionary  En- 
terprise around  the  turn  of  the  century 
made  it  possible  to  establish  medical  schools 
where  Chinese  might  study  medicine  in  their 
own  country.  My  years  in  Chungking,  the 
wartime  capital,  with  my  family  were  won- 
derful, challenging,  and  rewarding.  To  have 
had  a small  part  in  the  introduction  of  west- 
ern medicine  into  China  was  both  interest- 
ing and  exciting. 

Thirty  years  spent  in  western  Nebraska 
in  the  general  practice  of  medicine  and  sur- 
gery have  been  equally  challenging  and  re-, 
warding.  Many  and  stimulating  have  been 
the  opportunities  for  continuing  education 
while  at  the  same  time  seiwing  the  commun- 
ity in  a scientific  as  well  as  practical  way. 
In  one’s  contact  with  people  there  has  been 
ample  opportunity  to  practice  the  art  as 
well  as  the  science  of  medicine.  Although 
one  falls  far  short  of  realizing  one’s  desires, 
to  have  had  a part  in  the  development  of  the 
community  has  been  both  interesting  and 
rewarding.  However,  with  all  the  advances 
the  survival  rate  of  carcinoma  of  the  breast 
is  not  much,  if  any,  better  today  than  it  was 
fifty  years  ago.  Much  still  remains  to  be 
done  as  Time  Marches  On! 
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The  New  Supplemental 
Security  Income  Program 


ON  January  1,  1974,  a nation- 
wide program  of  direct  Federal 
payments  to  aged,  blind,  or  dis- 
abled persons  with  limited  income  and  re- 
sources goes  into  effect.  It  will  be  known 
as  “Supplemental  Security  Income”  (SSI). 
This  program  will  be  wholly  financed  from 
Federal  general  tax  revenues.  Responsi- 
bility for  administering  the  program  has 
been  given  to  the  Social  Security  Administra- 
tion (SSA). 

According  to  preliminary  data,  it  is  esti- 
mated that  about  12,000  blind  and  disabled 
people  will  be  eligible  in  January  1974.  The 
SSI  program  will  generally  use  the  same 
definitions  of  disability  and  blindness  used 
in  the  social  security  disability  insurance 
program  for  determining  eligibility  in  new 
claims.  Evaluation  criteria  described  in 
terms  of  symptoms,  signs,  and  laboratory 
findings,  should  reflect  the  level  of  severity 
that  would  prevent  most  people  from  work- 
ing for  a year  or  longer.  These  criteria  are 
constantly  being  refined  to  reflect  advances 
in  medicine  and  to  take  into  account  dis- 
ability program  experience. 


C.  V.  JONES* 


Most  allowances  are  based  on  medical 
consideration  alone  — that  is,  the  claim- 
ant’s impainnent  meets  or  equals  the  level 
of  medical  severity  in  the  criteria.  How- 
ever, for  workers  who  have  impairments 
which  prevent  them  from  doing  their  previ- 
ous or  customary  work,  consideration  is  giv- 
en to  their  ability  to  do  any  other  work  in 
light  of  their  remaining  capacity,  and  of 
their  age,  education,  training,  and  work 
experience. 

The  State  Disability  Determinations  Sec- 
tion of  Vocational  Rehabilitation  will  ad- 
judicate all  claims.  Questions  regarding  this 
new  program  may  be  directed  to  this  agency 
at  233  South  10th  Street,  Lincoln,  NE  68508; 
Telephone  (402)  471-2461. 

^Medical  Relations  Consultant,  Division  of  Rehabilitation 
Services, 
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THE  HOUSE  OFFICER  AND 
MEDICAL  STUDENT 

The  role  of  the  House  Officer  and  Medical 
Student  in  organized  medicine  is  hard  to 
define.  Until  the  present  time,  there  has 
only  been  casual  concern  by  the  Medical 
Association  as  to  the  participation  of  the 
young  physician.  However,  in  the  present 
day  with  its  accent  on  youth  • — - and  youth’s 
insistence  on  accountability,  we  have 
changed  our  thinking. 

An  organization  can  survive  only  if  it 
provides  for  a continuous  influx  of  young 
members.  We  must,  in  some  manner,  con- 
vince the  younger  physician  that  our  inter- 
ests are  scientific  and  educational  in  addi- 
tion to  socio-economic.  Unfortunately,  our 
image  frequently  becomes  that  of  an  older 
physician  legislating  to  protect  his  personal 
power  or  financial  self-interest. 

Occasionally,  a younger  physician  says, 
“He  doesn’t  believe  in  the  AMA.”  This,  of 
course,  indicates  he  hasn’t  thought  through 
his  statement  because  if  he  believes  in  him- 
self as  a physician  then  he  has  to  believe 
in  the  AMA.  The  AMA  has  the  122  year 
record  of  being  a leader  in  research,  edu- 
cation, public  health,  medical  publications 
and  many  other  facets  of  medical  science. 
It  has  sponsored  almost  all  the  reforms  over 
the  past  100  years  for  the  benefit  of  the 
physician  and  his  ability  to  protect  the 
health  of  the  Nation. 

The  Medical  Association  and  the  young 
physicians  have  the  same  goal.  Each  wants 
the  young  physician  to  become  active  and 
participate  in  organized  medicine.  We  recog- 
nize that  the  Medical  Association  may  have 
to  provide  some  degree  of  financial  subsidy 
in  the  first  years  of  their  membership.  We 
realize  too,  that  they  as  young  physicians  in 


training  programs,  will  have  to  make  an 
extra  effort  on  their  part  to  spend  the  time 
to  become  responsible  members  of  organized 
medicine. 

We  also  feel  that  it  is  important  that  these 
young  physicians  blend  themselves  in  with 
the  established  component  societies.  For 
them  to  set  themselves  aside  as  a House  Of- 
ficer or  Medical  Student  Society  would  only 
further  widen  the  already  worrisome  separa- 
tion between  the  young  and  the  old. 

So,  by  working  together,  the  young  physi- 
cian providing  the  innovative  ideas,  and  the 
older  physician  providing  the  experience  and 
a little  financial  assistance,  I am  sure  a solu- 
tion can  be  worked  out.  Surely,  such  a solu- 
tion must  be  reached  if  we  are  to  exercise 
our  stewardship  and  to  provide  for  the  con- 
tinuation and  success  of  organized  medicine. 

JOHN  D.  COE,  M.D. 

President 

Nebraska  Medical  Association 
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The  Specialist 


THE  EMERGENCY  ROOM 
PHYSICIAN 

Everything  this  doctor  does  is  different 
from  what  everybody  else  does.  What  is  an 
emergency  for  the  rest  of  us  is  routine  for 
him ; everything  he  sees  is  an  emergency. 
This  was  thrust  on  him  and  on  hospitals 
generally,  since  people  have  been  going  to 
the  E.R.  for  about  a dozen  years  when  they 
simply  wanted  a doctor.  They  originally 
went  there  because  they  were  poor  or  when 
they  were  acutely  ill  or  had  been  injured. 

After  a while,  patients  came  to  the  E.R. 
because  it  was  always  open,  and  you 
were  automatically  in  a hospital,  which  was 
a kind  of  magic;  and  nobody  was  making 
house  calls.  And  I have  seen  the  emergency 
room  change  from  a small  nondescript  alcove 
to  a slightly  larger  closet,  then  to  a big  well 
equipped  room,  and  finally  to  a suite  of  ex- 
amining chambers. 

There  is  a full-time  doctor  there  now,  and 
nurses  and  aides  and  all  kinds  of  equipment, 
and  as  fast  as  they  build  this  part  of  the 
hospital,  it  becomes  small  and  obsolete. 
Some  day  it  will  take  over,  and  the  rest  of 
the  hospital  will  be  what  the  emergency 
room  was  once,  a sort  of  side  effect. 


The  E.R.  physician  is  different  when  it 
comes  to  making  house  calls,  too.  He  makes 
house  calls  in  every  case,  the  patients  just 
come  to  his  house.  He  may  have  done 
something  to  the  patient-doctor  relationship 
and  fee  for  service  we  always  talk  about. 
His  field  is  general  practice,  I suppose.  I 
don’t  think  I would  call  it  family  practice, 
because,  while  he  will  treat  everybody  in  the 
family,  he  does  not  know  families  as  the 
kindly  old-time  GP  did.  Still,  there  is  no 
denying  his  presence  or  his  need.  He  is  the 
outcome  of  our  not  wanting  nuisance  calls 
and  our  saying  that  the  hospital  was  the 
place  to  examine  and  treat,  not  the  pa- 
tient’s home;  and  of  patients  who  insisted 
on  going  to  the  hospital  when  they  wanted 
a doctor. 

There  is  no  denying  his  skill,  either;  he 
must  practice  modern  medicine  in  every 
department,  but  he  has  a specialist  in  every 
field  to  lean  on,  a sort  of  group  practice.  He 
has  it  easy  in  staying  in  one  place  and 
having  patients  come  to  him.  But  he  has 
changed  the  face  of  medical  practice  and  I 
must  point  out  that  family  practitioners  are 
leaving  small  towns  so  that  every  hospital 
can  have  three  emergency  room  doctors. 

F.C. 
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Back  row  (left  to  right)  — Hiram  R.  Walker,  Robert  D.  Sparks,  Charles  F.  Ashby,  Lyle  H.  Nelson,  Dwight  W.  Burney,  Jr.,  W. 

Wright,  Dan  A.  Nye,  Carlyle  F.  Wilson,  Jr.,  Arnold  W.  Lempka,  Russell  L.  Gorthey,  Charles  W.  Landgraf,  Jr.,  Robert  M.  Sorensen,  Heniy 

Smith, 'l.  Dwight  Cherry,  Kenneth  E.  Neff,  William  L.  Schellpeper,  Joseph  M.  Holthaus. 

Front  row  (left  to  right)  — Fred  J.  Rutt,  Frank  Cole,  Frank  P.  Stone,  Earl  F.  Leininger,  John  R.  Schenken,  John  D.  Coe,  James 

Dunlap,  George  B.  Salter,  J.  Whitney  Kelley,  Roger  D.  Mason,  R.  F.  Sievers. 
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Taken  at  the  1973  Convention  in  New  York  City  of  the  Award  of  Merit  presented  to 
Nebraska  for  their  $12.41  per  capita  contribution  to  AMA-ERP  last  year.  Left  to  right  are 
Mrs.  J.  Whitney  Kelley,  Nebraska  AMA-ERF  Chairman;  Mrs.  Ben  Johnson,  AMA-ERF  Chair- 
man, Woman’s  Auxiliary  to  AMA;  Mrs.  Warren  Bosley,  President,  Woman’s  Auxiliary  to  Ne- 
braska Medical  Association. 
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Down  Memory  Lane 


1.  The  use  of  insulin  in  connection  with 
diet  is  established  as  the  rational  therapeutic 
measure  in  diabetes. 

2.  We  often  hear  the  statement  made 
that  the  family  physician  is  entitled  to  as 
much  for  his  diagnosis  as  the  surgeon  for 
the  operation  which  relieves  or  cures  the  pa- 
tient. If  the  surgeon  is  to  be  considered 
merely  as  an  operator  this  aforesaid  claim 
is  absolutely  true.  However,  the  modern 
surgeon  of  today  has  three  distinct  charac- 
teristics, namely:  diagnostic  ability,  oper- 
ative technique,  and  surgical  judgment. 

3.  Outside  of  incising  or  extirpating  the 
gall-bladder  the  surgeon  does  no  more  than 
drain  the  biliary  system. 

4.  Let  us  repeat  that  the  prognosis  of 
Caesarean  operation  grows  less  favorable 
the  longer  the  number  of  hours  of  active 
labor  — the  exhausted  patient  being  a poor 
surgical  risk. 

5.  Although  one  of  the  oldest  diagnostic- 
able  diseases  and  recognized  by  Hippocrates, 
thoracic  empyema  is  still  a problem  in  treat- 
ment and  many  different  views  are  ex- 
pressed. 

6.  Quite  a number  of  small  hospitals 
throughout  the  state  are  doing  excellent 
work  but  little  is  heard  about  it. 

7.  Completion  of  the  Carothers  hospital, 
a 54-room,  4-story  building  at  Broken  Bow, 
is  announced. 

8.  The  sessions  began  at  seven  o’clock 
in  the  morning  and  as  a rule  lasted  through 
to  ten  o’clock  at  night  with  very  short 
intervals  for  meals. 

9.  At  no  time  has  the  medical  profession 
had  to  defend  itself  against  attacks  from 
almost  innumerable  angles  as  at  the  pres- 
ent. 

10.  The  United  States  army  has  sent 
3,300  tons  of  medical  supplies,  5,000  tents 
and  cots,  255,000  pieces  of  underwear,  600 
tons  of  rice  and  100,000  blankets  to  the  thou- 


sands of  sufferers  from  the  earthquake  in 
Japan. 

Nebraska  State  Medical  Journal 
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Address  by  Mrs.  J.  Whitney  Kelley  at  the 
October,  1973  Session  of  the  Nebraska 
State  Medical  Association,  Kearney 

Mr.  Speaker,  Mr.  President,  Student  Dele- 
gates, Members  of  the  House  of  Delegates, 
Ladies  and  Gentlemen: 

Thank  you  for  giving  me  the  opportunity 
once  again  to  come  before  you  to  plead  the 
case  for  AMA-ERF.  ERF  is  the  Education 
Research  Foundation  whose  funds  are  used 
for  the  guarantee  of  loans  for  medical  school 
students,  interns,  and  residents,  for  import- 
ant research  projects,  and  are  used  as  “an 
ace  in  the  hole”  for  deans  of  medical  schools 
to  fund  important  projects  in  the  schools 
for  which  funds  would  not  be  available. 


our  national  slogan  is:  “A  Million  for  Mil- 
lions.” 

Every  penny  of  your  contribution  goes 
directly  to  work  in  the  Foundation.  The 
A.M.A.  pays  all  of  the  overhead  expenses 
in  contrast  to  the  United  Fund  which  I’e- 
quires  6-8%  for  overhead  expenses. 

There  are  several  questions  which  have 
been  asked  that  I would  like  to  try  to  answer 
for  you. 

1.  Are  contributions  to  AMA-ERF  tax 
deductible? 

Answer  — Yes,  AMA-ERF  is  considered 
an  educational,  scientific  organization,  or- 
ganized not  for  profit.  All  contributions  are 
tax  deductible  under  Section  501(c)  of  the 
U.S.  Internal  Revenue  Code. 

2.  How  do  AMA-ERF  funds  differ  from 
endowment  programs  and  government  funds 
that  medical  schools  have  at  their  access? 


This  Foundation  was  organized  by  the 
A.M.A.  in  1962  to  assist  the  deans  of  medical 
schools  and  to  aid  students  to  acquire  loans 
in  order  to  complete  their  medical  education. 


Answer  — Much  of  this  money  is  ear- 
marked for  special  projects,  while  ERF 
funds  are  not  restricted,  they  are  flexible, 
and  can  be  used  as  seen  fit  by  the  deans. 


As  you  all  know,  inflation  has  bogged 
down  many  persons  and  institutions,  and 
believe  me  medical  students  and  schools  are 
no  exception. 

For  the  students,  the  price  of  tuition  has 
gone  up  as  well  as  the  cost  of  living,  and 
as  I have  said  before  — without  the  Loan 
Guarantee  Foundation,  many  of  these  stu- 
dents would  be  forced  to  become  dropouts. 

Because  of  the  cutback  in  federal  funding 
the  funds  presented  to  our  two  deans  here 
in  Nebraska  come  as  a Godsend. 

In  the  past  years,  through  the  generosity 
of  you  gentlemen  and  the  hard  work  of 
your  wives,  Nebraska  has  contributed  more 
than  $36,000  to  AMA-ERF.  Of  that 
amount,  $450,000  has  been  guaranteed  for 
medical  student  loans,  because  for  every 
dollar  you  donate,  $12.50  is  activated  for 
loans. 

Nebraska’s  contributions  for  the  year 
1972-73  amounted  to  $12.71  per  capita  for 
the  Nebraska  Auxiliary.  Our  National  goal 
for  the  year  1973-74  is  a million  dollars,  and 


3.  Why  must  medical  students  apply  to 
deans  of  their  medical  schools  instead  of  di- 
rectly to  the  AMA-ERF  for  a guaranteed 
loan  ? 

Answer  — AMA-ERF  is  not  a bank  and 
does  not  have  the  capability  to  evaluate 
or  judge  whether  or  not  the  student  quali- 
fies' for  the  loan,  so  this  responsibility  is 
given  to  the  dean  who  must  approve  the  loan 
before  the  participating  bank  will  process 
the  loan. 

4.  Are  the  sons  and  daughters  of  physi- 
cians eligible  to  apply  for  an  AMA-ERF  loan  ? 

Answer  — Any  medical  student,  intern, 
or  resident  is  eligible  to  apply  for  a loan 
under  the  AMA-ERF  Loan  Guarantee  Fund 
Program.  The  children  of  physicians  are 
presently  receiving  many  loans  under  this 
program. 

5.  Why  do  medical  students,  interns,  and 
residents  have  to  pay  interest  on  the  money 
loaned  ? 

Answer  — AMA-ERF  does  not  loan  the 
money,  it  is  loaned  by  and  according  to  the 
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rules  of  the  participating  bank,  and  banks 
customarily  charge  interest  to  cover  the  op- 
erating costs. 

Again  I would  like  to  thank  you  for  per- 
mitting me  to  appear  before  this  august  body 
to  make  my  plea  for  AMA-ERF,  a very 


Wash  ingtoNotes 

PSRO  (1) 

The  debate  concerning  the  right  of  large 
states  to  establish  statewide  Professional 
Standards  Review  Organizations  (PSRO) 
has  apparently  come  to  an  abrupt  halt  with 
the  government  saying  “no”  in  a loud  and 
clear  voice. 

The  designated  PSRO  areas  will  include 
no  area  having  many  more  than  3,000  physi- 
cians within  it.  The  area  selections  will  be 
in  the  form  of  proposals  printed  in  the 
Federal  Register. 

PSRO  (2) 

Prior  to  the  HEW  decision  against  state- 
wide PSROs  in  large  states,  the  Senate  Fi- 
nance Committee  had  tentatively  approved 
a provision  that  would  ban  HEW  from  using 
a limitation  on  the  number  of  physicians  that 
may  belong  to  a PSRO. 

If  enacted,  the  provision  could  make  it 
easier  for  statewide  PSROs  to  win  HEW 
approval. 

At  present,  the  Department  is  employ- 
ing a general  top  limit  of  2,500  physicians 
per  review  organization,  a maximum  guide 
that  obviously  would  foreclose  larger  states 
from  having  a single  organization  to  review 
institutional  care  for  Medicare  and  Medi- 
caid patients. 

National  health  insurance 

The  present  Congress  won’t  act  on  a full- 
scale  national  health  insurance  program,  pre- 
dicts Sen.  Wallace  Bennett  (R.,  Utah). 


worthy  Foundation,  and  because  our  nation- 
al slogan  is  “A  Million  for  Millions,”  Thanks 
a million ! Thank  you,  gentlemen  very  much. 

MRS.  J.  WHITNEY  KELLEY, 

State  Chairman 

AMA-ERF 


Bennett,  top  Republican  on  the  Senate 
Finance  Committee  which  has  jurisdiction 
over  NHI,  said  such  a national  program 
would  require  new  taxes  to  finance  it. 

“I  don’t  believe  the  people  really  realize 
just  how  great  the  added  tax  burden  must 
be  to  provide  the  billions  needed  to  support 
some  of  the  large-scale  programs  which  have 
been  proposed,”  Bennett  said,  adding  that  a 
health  care  bill  sponsored  by  Sen.  Edward 
Kennedy  (D.,  Mass.),  would  cost  “an  esti- 
mated $70  billion.” 

Alcoholism 

A growing  public  and  professional  aware- 
ness of  the  perils  and  prevalence  of  alco- 
holism and  indications  that  society  finally  is 
gearing  to  grapple  with  the  problem  mean- 
ingfully were  reported  at  the  Conference  on 
Medical  Complications  of  Alcohol  Abuse  pre- 
sented by  the  AMA  in  Washington. 

Cautious  optimism  marked  the  attitudes 
and  statements  of  many  of  the  300  speakers 
and  participants  at  the  Conference  cospon- 
sored by  the  National  Council  on  Alcoholism 
and  the  National  Institute  on  Alcohol  Abuse 
and  Alcoholism  (NIAA). 

The  AMA  first  recognized  alcoholism  as 
an  illness  back  in  1956,  Morris  Chafetz,  M.D., 
Director  of  the  NIAA  said,  “yet  even  today 
more  than  half  of  our  nation’s  hospitals  will 
not  admit  patients  with  a primary  diagnosis 
of  alcoholism.” 

The  medical  profession  itself  loses  400 
physicians,  the  entire  enrollment  of  a med- 
ical school,  to  alcoholism  every  year,  the  psy- 
chiatrist said. 
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Harry  McKnight,  Jr.,  of  the  Veterans  Ad- 
ministration, said  the  VA  operates  the  na- 
tion’s largest  unified  system  of  alcoholism 
rehabilitation  with  61  special  units  that 
handled  131,000  alcohol  abusers  in  the 
fiscal  year  1973. 

Blood  donor  system 

The  AMA  has  proposed  a regional  center 
national  blood  program  to  resolve  the  dif- 
ferences among  major  blood-collecting  organ- 
izations and  meet  the  threat  of  a federally- 
mandated  program. 

A meeting  was  called  to  be  held  by  the 
AMA  in  Chicago  in  a further  attempt  to  re- 
spond to  the  directive  of  HEW  Secretary 
Caspar  Weinberger  that  a national  volun- 
tary blood  donor  system  be  set  up  by  exist- 
ing agencies  or  he  will  impose  a solution 
through  legislation  or  fiat. 

The  cost  of  education 

The  total  cost  of  educating  a medical  stu- 
dent in  1972  ranged  from  $16,000  to  $26,000 


a year  in  12  selected  medical  schools,  the 
Association  of  American  Medical  Colleges 
reported.  Direct  instructional  expenses  ac- 
counted for  about  40  percent  of  the  total 
educational  costs  for  an  undergraduate  medi- 
cal student.  Research,  clinical  activity,  and 
administrative  and  professional  activities 
accounted  for  the  rest. 


Medical  device  standards 

The  AMA  told  the  Congress  that  legisla- 
tion is  now  appropriate  to  assure  the  safety 
and  effectiveness  of  medical  devices. 

However,  William  R.  Barclay,  M.D.,  AMA 
Assistant  Executive  Vice  President,  told  the 
House  health  subcommittee  that  controls 
should  be  kept  to  a minimal  level  to  assure 
that  regulations  will  not  restrict  the  flow 
of  useful  devices  to  the  marketplace. 


Catastrophic  insurance 

The  HEW  Department  has  sent  the  White 
House  a proposed  national  health  insurance 


SCHEDULE  OF  UPCOMING 
NCME  PROGRAMS 

Here  are  the  playing  dates  and  up- 
coming programs  to  be  distributed  by 
the  Network  for  Continuing  Medical 
Education  (NCME) : 

December  3 - December  16 
CHILDHOOD  STRABISMUS;  AN 
APPROACH  FOR  NON-OPH- 
THALMOLOGISTS 

DRUG  INTERACTION:  “THE  CASE 
OF  THE  PUSHY  ANTIBIOTIC” 

EMERGENCY  CLOSED  TUBE 
THORACOSTOMY 

December  17  - December  30 
DIAGNOSTIC  THORACENTESIS 

LYMPHANGIOGRAPHY  IN  DIAG- 
NOSIS AND  THERAPY 

DIAGNOSING  COMMON  EYE 
INFLAMMATIONS 


December  31  - January  13 

HOW  TO  PRESCRIBE  EXERCISE 
FOR  YOUR  PATIENTS 

SKYLAB:  CLINIC  IN  ORBIT 

OFFICE  TESTS  TO  CONFIRM 

C.O.L.D. 

January  14  - January  27 
DRUG  SPOTLIGHT  PROGRAM: 
TREATING  PULMONARY 
EMBOLISM 

FAILURE  TO  THRIVE 

INFLAMMATORY  BOWEL  DISEASE : 
Dx 

January  28  - Februaiy  10 
THE  TINGLING  HAND 
PSRO 

INFECTIOUS  MONONUCLEOSIS : 

Dx  and  Rx 
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program  weighted  toward  catastrophic  cov- 
erage. 

The  old  mandated  employer  idea  is  re- 
tained in  the  new  plan.  Through  private 
health  insurance  companies,  companies  must 
offer  employees  minimum  benefit  insurance 
protection  and  pay  75  percent  of  the  pre- 
mium tax.  Enrollment  in  a Health  Mainten- 
ance Organization  (HMO)  must  be  allowed 
workers  as  an  option  if  available.  The  label 
given  this  plan  is  Standard  Employer  Plan 
(SEP). 

For  poor  people,  a Government  Assurance 
Program  (GAP)  would  replace  Medicaid. 
This  would  offer  sliding-scale  Federal  sub- 
sidization for  health  insurance  that  would 
have  the  same  minimum  benefits  as  the  SEP 
plan.  The  very  poor  would  pay  nothing  for 


the  premium ; those  earning  more  would 
pay  up  to  $300  a year. 

Higher  income  people  not  covered  by  SEP 
could  enroll  in  GAP. 

In  no  case,  under  the  HEW  draft,  would 
any  family  have  to  pay  out-of-pocket  more 
than  $1,600  a year  in  health  bills. 

The  proposal  would  provide  coverage  of 
hospitalization,  most  physicians’  services, 
some  mental  health  care,  limited  dental  care, 
and  out-patient  drugs  on  a deductible  basis. 
Estimated  total  costs  of  the  SEP  premium  is 
$600  annually. 

The  plan  calls  for  a medical  credit  card  for 
all  enrollees.  Insurors  would  pay  providers 
and  bill  patients  for  services  not  covered. 


Coming  Meetings 


CPJPPLED  CHILDREN’S  CLINICS— 
December  1 — Ainsworth,  Elm  Grade 
School 

December  8 — North  Platte,  Elks  Lodge 
January  12  — Norfolk,  Elks  Lodge 

NEBRASKA  OB-GYN  SOCIETY  MEETING 
— December  6-8,  1973,  Frontier  Hotel, 
Las  Vegas,  Nevada.  Write  to:  G.  W.  Orr, 
kl.D.,  42nd  and  Dewey,  Omaha,  Nebraska. 

SYMPOSIA  MEDICA  FOUNDATION  pre- 
sents an  International  Conference  on  Clin- 
ical Problems  in  Ophthalmology  and 
Otolaryngology  to  be  held  in  Jerusalem, 
February  14-24,  1974.  For  further  in- 
formation, contact:  Ms.  Cynthia  Soika, 

M.A.,  Projects  Director,  Symposia  Medica 
Foundation,  305  East  24th  Street,  New 
York,  N.Y.  10010. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  28 -May  1,  1974, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  22-27,  1974,  Chicago, 
Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  3-5,  1974. 


Sulfur  Oxides  and  Suspended  Particles  — 

B.  G.  Ferris,  Jr.,  et  al  (665  Huntington 
Ave,  Boston  02115).  Arch  Environ  Health 
27:179-182  (Sept)  1973. 

The  levels  of  air  pollution  for  sulfur  com- 
pounds and  particulates  decreased  somewhat 
between  two  sampling  periods  five  to  six 
years  apart  in  Berlin,  NH.  Population  sur- 
veys showed  that  there  was  a lower  preva- 
lence of  respiratory  symptoms  in  1967  as 
compared  with  1961.  These  differences  per- 
sisted after  age  standardization  and  when 
comparisons  were  made  within  a smoking 
category.  These  changes  may  be  related  to 
the  decrease  in  the  levels  of  air  pollution. 
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The  Letter  Box 


To  the  Editor: 

I am  writing  in  response  to  your  invi- 
tation to  express  my  observations  on  the 
Fall  Session  of  the  House  of  Delegates  from 
the  vantage  point  of  a Student  Delegate. 
My  observations  are  few,  but  their  impact 
is  definite. 

First,  when  I arrived  at  the  Fall  Session, 
I had  no  idea  of  what  was  happening  or 
what  I should  do,  which  was  a poor  course 
that  soon  became  clearer.  Second,  the 
warmth  and  helpfulness  of  the  regular  Dele- 
gates and  Mr.  Ken  Neff  was  appreciated  and 
remembered.  Third,  I was  impressed  with 
the  ability  that  I had  for  active  input  into 
the  discussions  of  the  Reference  Commit- 
tees. Fourth,  I left  the  Session  appreciative 
of  the  fact  that  I was  a student  member 
of  the  Nebraska  Medical  Association  and 
pledged  to  encourage  all  of  my  fellow  stu- 
dents to  become  members  so  they  can  be 
aware  of  the  necessary  functions  that  this 
organization  performs. 

I plan  to  make  a report  to  the  members 
of  my  class  and  to  the  members  of  the  fresh- 
man class  if  time  can  be  provided  to  pro- 
mote the  awareness  of  the  Nebraska  Medical 
Association  and  its  function  at  the  student 
level. 

I would  like  to  thank  all  those  involved 
for  the  opportunity  to  represent  the  Uni- 
versity of  Nebraska  Medical  Center  as  the 
Student  Delegate  to  the  Fall  Session. 

Sincerely, 

Fred  J.  Echternacht,  M2 
Student  Delegate 
Fall  Session,  1973 

To  the  Editor: 

I respectfully  submit  my  brief  response 
pertaining  to  the  issue  of  paternity  in  genetic 
studies. 

The  figures  above,  reported  from  an  edi- 


torial in  Lancet,  appear  to  be  based  upon  a 
single  observation  in  a specific  population  in 
England.  Thus,  any  response  to  these  sta- 
tistics must  be  evaluated  in  context  with 
their  source. 

When  compiling  a pedigree,  one  must  be 
sekptical  about  the  specific  disease  or  trait 
under  investigation,  and  a high  degree  of 
medical  documentation  must  constantly  be 
pursued.  Moreover,  one  has  to  be  careful 
about  ascertainment  of  putative  progeny  and 
other  representatives  in  the  pedigree.  Ideal- 
ly, blood  groupings  and  other  genetic  poly- 
morphisms (genetic  markers),  when  avail- 
able, can  assist  immeasurably  in  determina- 
tion of  accuracy  of  genealogic  relationships 
of  specific  individuals  ascertained  in  the 
pedigree.  While  we  have  greater  assurance 
of  maternity  we  must  always  be  particularly 
critical  in  evaluating  paternity. 

Some  non-medically  trained  writers  may 
take  for  granted  that  medical  history  is  ac- 
curate, and  with  their  limitation  of  medical 
knowledge  they  may  be  at  a disadvantage  in 
evaluating  pertinent  medical  history.  This 
issue  may  be  confounded  further  should 
there  be  errors  in  paternity  or  maternity. 
In  short,  a so-called  “genetic  study”  with 
two  strikes  against  it  would  be  disastrous. 
My'  response  must  therefore  take  into  con- 
sideration the  medical  issues  in  the  family 
since  it  would  seem  foolhardy  for  the  mathe- 
maticians to  dwell  solely  on  the  paternity 
issue  without  benefit  of  confidence  in  the 
reliability  and  validity  of  medical  evidence 
in  the  particular  family. 

Sincerely, 

Henry  T.  Lynch,  M.D. 

Professor  and  Chairman 

Department  of  Preventive 
Medicine  & Public  Health 

Creighton  University  School 
of  Medicine 
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Between  Cases 

The  Diagnosis. 

“Verruca  vulgaris  in  public  area.” 

On  Pneumatotherapy. 

“Those  funny  old  days,  when  men  went  for 
change  of  air  instead  of  changing  the  air 
in  their  rooms!” 

Forster 

Words  We  Can  Do  Without. 

Insightful,  charisma,  ploy,  boutique,  po- 
larization, oriented,  substantive,  probity, 
programmatic,  methadology,  critical. 

Cole’s  Ampersand  Disease. 

“This  battle  is  critical  and  possibly  de- 
cisive.” 

On  TV. 

Words  I Like. 

“For  in  his  recitation  ...  he  had  omitted 
nothing,  not  even  the  remarkable  five- 
hour  speech  on  the  medicinal  value  of 
silence.” 

Lafferty 

Is  Change  Progress? 

“Alteration  is  not  always  improvement,  as 
the  pigeon  said  when  it  got  out  of  the 
net  and  into  the  pie.” 

Spurgeon 

Chief  Complaint. 

“Bilateral  sterility.” 


Medicinews 

Teaching  physicians  under  medicare 

The  American  Medical  Association  filed 
comments  concerning  proposed  rules  for  the 
reimbursement  of  teaching  physicians  un- 
der Medicare.  These  rules  were  issued  pur- 
suant to  a provision  of  P.L.  92-603  which 
generally  requires  that  the  services  of 
teaching  physicians  in  teaching  hospitals 


Words  I Don’t  Understand. 

“Semi-boneless  ham.” 

At  the  grocery. 

The  Physical. 

“Patient  had  a negative  match  and  a 
negative  rale.” 

Acronyms,  Anyone? 

ESP  stands  for  Economic  Stabilization 
Program  now.  It  used  to  mean  extra- 
sensory perception;  maybe  it  still  does. 
It’s  end-systolic  pressure,  too.* 

*The  Doctor’s  Shorthand,  page  55. 

Quote  Unquote. 

“Boarded  the  train  there’s  no  getting  off.” 
Plath 

Disease  Of  The  Month. 

Morning  glory  syndrome. 

Heard  Again. 

“For  the  removal  of  his  abdomen.” 

On  TV. 

Department  Of  Counting. 

The  human  body  contains  50  trillion  cells. 

The  Chart. 

“Frequently,  recurrence  causes  rather  fa- 
tal outcome.” 

— F.C. 


will  be  made  on  a reasonable  cost  basis  un- 
der Part  A of  Medicare.  Certain  exceptions 
are  provided,  however,  when  the  patient  is 
deemed  to  be  a “private  patient.”  The  As- 
sociation observed  that  the  tenn  “private 
patient”  is  not  amplified  in  the  law  and,  ac- 
cordingly, should  be  defined  carefully  so  that 
quality  patient  care  will  be  maintained  for 


462 


Nebraska  M.  J. 


the  elderly.  AMA  stated  that  it  would 
“take  sharp  exception”  to  any  regulations 
which  would  conclusively  determine  an  in- 
dividual’s status  as  a “private  patient”  on 
the  basis  of  administrative  and  environ- 
mental factors  not  necessary  or  fundamental 
to,  or  representative  of,  his  basic  personal 
relationship  to  his  physician. 

Among  the  many  comments  was  the  ob- 
jection specifically  directed  to  presump- 
tion that  Medicaid  patients  are  “nonprivate” 
patients.  It  was  observed  that  the  Medicaid 
program  was  intended  to  provide  the  needy 
with  an  opportunity  to  obtain  mainstream 
medical  care,  that  is,  to  be  treated  as  pri- 
vate patients.  The  consequence  of  the  pro- 
posed rule  would  be  to  define  Medicaid  pa- 
tients as  “non-private”  solely  on  the  basis 
of  source  of  funds  and  this  detennination 
would  have  a substantial  effect  upon  the 
status  of  a physician’s  patients  as  qualifying 
as  “private  patients”  under  the  complicated 
presumptions  contained  in  the  regulations. 


Dr.  McLaughlin  president-elect  of  ACS 

Dr.  Charles  W.  McLaughlin,  Jr.,  of  Oma- 
ha, Nebraska,  was  chosen  president-elect  at 
the  recent  Clinical  Congress  of  the  Ameri- 
can College  of  Surgeons. 

Two  other  College  officers-elect  were  also 
named  at  the  Annual  Meeting  of  Fellows, 
October  18,  1973.  Dr.  Bentley  P.  Colcock, 
Boston,  was  voted  first  vice  president-elect, 
and  Dr.  John  C.  Gaisford,  Pittsburgh,  sec- 
ond vice  president-elect.  All  will  take  office 
at  the  1974  Clinical  Congress  of  the  Col- 
lege, to  be  held  in  Miami  Beach,  October  21- 
25,  1974. 

Dr.  McLaughlin  is  professor  of  surgery  at 
the  University  of  Nebraska  College  of  Medi- 
cine in  Omaha.  He  was  chairman  of  the 
ACS  Board  of  Governors  from  1967  to  1969, 
and  has  served  on  the  Board  of  Pv.egents,  the 
ACS  policy-making  body,  since  1969. 

A 1929  graduate  of  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  Dr.  Mc- 
Laughlin became  a Fellow  in  1937. 


In  addition  to  his  Fellowship  in  the  Amer- 
ican College  of  Surgeons,  Dr.  McLaughlin 
holds  membership  in  numerous  medical  and 
surgical  organizations,  including  the  Pan- 
Pacific  Surgical  Association,  the  Southern 
Surgical  Association,  Central  Surgical  Asso- 
ciation and  Western  Surgical  Association, 
the  Societe  Internationale  de  Chirurgie,  and 
the  Society  for  Surgery  of  the  Alimentary 
Tract. 


Books 

Current  Surgical  Diagnosis  and  Treatment,  edited 
by  Englebert  Dunphy,  M.D.  and  Lawrence  W.  Way, 
M.D.;  1108  pages;  limp  cover;  18  by  26  cm  (7  by 
10  in);  $14.00;  published  September  1973  by  Lange 
Medical  Publications,  Los  Altos,  California. 

This  is  apparently  a first  edition  of  a book  whose 
time  has  come;  a second  edition  is  to  appear  in  two 
years.  There  are  62  authors,  including  the  editors; 
the  book  is  divided  into  52  sections.  There  is  a good 
appendix,  near  the  end,  not  after  the  small  intestine; 
and  a fine  index. 

The  text  was  prepared  with  the  needs  of  students 
and  surgeons  in  mind.  There  are  just  enough  illus- 
trations, and  tables,  and  many  references;  there 
are  x-ray  pictures.  Everything  seems  to  be  covered, 
including  anaesthesia,  orthopedics,  gynecology,  pedi- 
atric surgeiy,  and  organ  transplantation. 

It  is  recommended. 


— F.C. 


Head  Start:  A Tragicomedy  With  Epilogue;  by 
James  S.  Payne,  Ed.D.,  Ruth  A.  Payne,  B.A.,  Cecil 
D.  Mercer,  M.S.,  and  Roxana  G.  Davison,  B.A.; 
14  by  21  cm  (5%  by  8%  in);  253  pages;  $9.95  hard- 
bound; $4.95  softbound;  published  1973  by  Be- 
havioral Publications,  New  York. 

There  are  references,  a large  bibliography,  a two- 
fold appendix,  but  no  index.  The  authors  ai’e  af- 
filiated with  the  University  of  Virginia  and  the 
University  of  Kansas.  The  book  has  14  chapters, 
and  no  index;  there  are  both  references  and  a 
bibliography. 

The  authors  are  all  experienced  Head  Start  ad- 
ministrators and  workers,  and  they  describe  the 
triumphs  and  tragedies  in  trying  to  set  up  a stiaic- 
ture  in  early  education. 

—F.C. 
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REPORTS  OF  OFFICERS. 
DELEGATES  AND  COMMITTEES 

FALL  SESSION 
October  5,  6,  and  7,  1973 

(These  reports  appear  as  originally  submit- 
ted. For  the  House  of  Delegates’  delibera- 
tions, possible  changes,  and  final  action,  refer 
to  the  minutes  which  follow  these  reports). 

REPORT  OF  BOARD  OF  DIRECTORS 

George  B.  Salter.  M.D.,  Norfolk,  Chairman  : Charles  F.  Ashby, 
M.D..  Geneva ; Dwight  W.  Burney,  Ji\,  M.D.,  Omaha : Carl  L. 
Frank,  M.D.,  Scottsbluff ; Russell  L.  Gorthey,  M.D.,  Dincoln. 

MEMBERS 

The  Board  met  May  1,  1973,  at  the  Holiday  Inn, 
Kearney,  Nebraska.  After  many  years  of  seiwice 
to  the  Nebraska  Medical  Association,  Dr.  R.  Russell 
Best  had  finished  his  formal  support  to  the  Asso- 
ciation. He  will  be  remembered  as  President  of 
the  Association,  member  and  chairman  of  the  Board 
of  Directors,  and  an  active  member  of  the  Associa- 
tion since  the  opening  of  his  office  as  a general 
surgeon.  A resolution  citing  Dr.  Best  for  his 
service  was  pi'esented  to  the  House  of  Delegates. 

BUDGET 

The  1973  budget  adopted  in  December  has  been 
followed  closely  and  no  unusual  expenditures  have 
been  encountered.  If  costs  continue  as  anticipated, 
a small  sui’plus  for  the  year  may  be  anticipated. 
Our  budget  increased  only  $2,000  over  1972,  which 
percentage  wise  was  less  than  the  increase  in  general 
cost  of  living. 

NEBRASKA  MEDICAL  JOURNAL 
The  Journal  has  continued  financially  with  little 
change  from  last  year.  Dr.  Frank  Cole,  Editor, 
continues  to  do  his  excellent  job. 

INVESTMENTS 

Little  change  in  our  investment  portfolio  has 
been  made  in  keeping  with  the  general  financial 
aura.  Our  financial  advisors  will  meet  with  us 
in  December  to  review  our  portfolio  and  make 
recommendations  as  to  future  investments. 

The  Dii-ectors  commend  the  administrative  staff 
for  their  efficient  work  these  past  six  months. 

Respectfully  submitted, 
GEORGE  B.  SALTER,  M.D., 
Chairman 

REPORT  OF  THE  EXECUTIVE  SECRETARY 
The  Nebraska  Medical  Association  officers, 
committees  and  staff  have  completed  another  busy 
year  carrying  out  Association  activities. 

There  are  consistently  one  hundred  plus  meetings 
each  year  that  must  be  attended  by  Association 
representatives.  Face-to-face  discussion  with  the 
health  insurance  industry,  governmental  agencies, 
allied  health  organizations,  and  numerous  others 
provides  an  opportunity  to  state  positions  of  policy, 
discuss  mutual  problems  and  propose  solutions. 
It  is  .difficult  to  identify  the  impact  of  each  single 
contact  that  is  carried  out  daily  by  Association  rep- 
resentatives. However,  the  over  all  impact  can  be 
measured  by  the  results  of  these  exchanges. 

The  interests  of  organized  medicine  are  unlimited 
but  can  be  generally  categorized  as  follows:  Inter- 


est in  scientific  progress;  socio-economics;  the 
health  of  the  citizenary;  and  service  to  its  members. 
If  medicine  is  to  be  effective  in  these  broad  cate- 
gories, then  it  must  have  besides  the  dedication 
of  its  leadership,  a willing  and  active  participa- 
tion by  all  the  members.  It  is  a two-way  street  — 
organized  medicine  must  be  responsible  to  its 
members,  and  in  turn  the  members  must  be  respon- 
sible participants  in  their  organization.  An  active 
combination  of  the  two  is  unbeatable. 

NEBRASKA  MEDICAL  FOUNDATION 
The  Foundation  continues  to  meet  loan  requests 
from  students  although  at  a decreasing  rate.  The 
rather  tight  money  situation  which  now  exists  will 
undoubtedly  continue  for  some  time.  As  interim 
information,  there  is  listed  below  the  amount  of 
loans  made  since  April  of  this  year.  Also  included 
is  the  grand  total  of  our  program  at  this  time. 

NUMBER  OF  LOANS 

NUMBER  OF  LOANS  AMOUNT 

Since  Since 


April  Total  April  Total 

Medical 

Students  7 821  $5,300  $ 904,130 

Other 2 228  2,000  238,450 

Total  _“T  U04l)  $7,3t)0”  $1,142,580 


The  Foundation  is  currently  investigating  the 
possibility  of  providing  several  scholarships  in  Can- 
cer and  Heart.  A limited  amount  of  research  money 
is  on  deposit  in  the  Foundation  for  these  two  areas. 
It  is  hoped  a project  can  be  developed  whereby  these 
funds  could  be  available  to  medical  students.  A 
further  report  on  this  proposed  project  will  be  made 
at  the  Annual  Session. 

Your  continued  support  of  the  Foundation  is  sin- 
cerely appreciated. 

STATE  LEGISLATION 

A variety  of  health  legislation  was  again  intro- 
duced in  the  1973  Legislature.  These  bills  cov- 
ered such  subjects  as  creating  a separate  Depart- 
ment of  Inspections;  reporting  accidents  to  the 
Motor  Vehicle  Department;  removing  bodies  of  ac- 
cident victims;  establishing  a Physician’s  Assistant 
Program;  establishing  a Division  of  Alcoholism; 
immunizing  children  under  twelve  years;  creating 
a child  abuse  registry;  establishing  a new  abor- 
tion law;  establishing  a comprehensive  community 
mental  health  program;  adopt  a model  HMO  law; 
and  providing  for  subdivisions  to  fluoridate  water 
supplies. 

Members  of  the  Medical  Service  Committee  and 
the  Association  testified  on  many  of  these  issues. 
Their  work  was  instinimental  in  keeping  the  Legis- 
lature knowledgeable  of  organized  medicine’s  posi- 
tion on  these  and  related  issues.  The  positive  ac- 
complishments of  the  Association  have  been  due  to 
the  willingness  of  the  members  to  participate  in  this 
important  legislative  endeavor. 

ANNUAL  AND  FALL  SESSION  DATES 

The  1974  Annual  Session  will  be  held  during  the 
week  of  April  28  - May  1,  at  the  Omaha  Hilton. 

The  1974  Fall  Session  will  be  held  in  Lincoln  on 
the  week-end  of  October  4th  and  5th.  As  a re- 
minder, the  House  will  meet  on  Friday  for  intro- 
duction of  business  and  Reference  Committees  and 
conclude  their  session  on  Saturday  morning  prior 
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to  the  home  game  with  Minnesota.  The  Board 
of  Councilors  will  meet  on  Thursday  evening.  Sev- 
eral locations  appear  to  be  available  for  this  meet- 
ing. 

NORTH  CENTRAL  MEDICAL  CONFERENCE 

Your  attention  is  called  to  the  Annual  Meeting  of 
the  North  Central  Medical  Conference  to  be  held  in 
Bloomington,  Minnesota  on  October  20-21,  1973. 
The  Conference  of  which  Nebraska  is  a member, 
consists  of  Iowa,  North  and  South  Dakota,  and 
Minnesota.  As  endorsed  by  this  House  in  April  the 
Kansas  Medical  Society  has  been  issued  an  invita- 
tion to  attend  the  Conference  meeting.  The  Con- 
ference always  has  an  excellent  program  on  cuiTent 
topics.  If  you  are  interested  in  attending,  please 
contact  the  Headquarters  Office  for  infoiTnation. 

MEMBERSHIP 

For  the  past  several  years,  the  Headquarters 
Office  has  presented  a detailed  breakdown  of  mem- 
bership in  the  Nebraska  Medical  Association.  We 
trust  this  information  is  of  value,  and  we  would 
be  happy  to  answer  any  question  you  may  have 
on  this  report. 

We  wish  to  thank  the  several  institutions,  hos- 
pitals, and  schools  who  generously  cooperated  in 
providing  information  for  this  report. 

— 1972  — 


Active  1,242 

Life  125 

Seiwice  1 


Total  1,368 

Less  Deceased  22 

TOTAL  1,346 

A.M.A.  Members  1,041 

Potential  Members  25 

New  Members  67 

Reinstated  Members  18 

Total  New  Doctors  Moved 

Into  State,  1972  110 


Creighton 


7 


Total 

Associate  Members: 

Nebraska  

Creighton  

Miscellaneous  . 


44 


15  ( 1 AMA) 
2 

6 ( 3 AMA) 


TOTAL 


23  ( 4 AMA) 


7-1-73  thru  6-30-74 
Student  Members: 

Nebraska  

Creighton 

TOTAL  

Associate  Members: 

Nebraska  

Creighton 

Miscellaneous  

TOTAL  


18  ( 6 AMA) 
3 ( 1 AMA) 

21  ( 7 AMA) 

6 ( 5 AMA) 
2 ( 1 AMA) 

7 ( 6 AMA) 

15  (12  AMA) 


Omaha 

Private  Practice 491 

Full-Time  V.A. 24 

Full-Time  Emergency 

Room  18 

Full-Time  Regional 

Centers 17 

Full-Time  Admin- 
istration   4 

Full-Time  Medical 

School  Faculty 155 

Retired,  Disabled,  Not 

in  Practice 47 

TOTALS  

Residents  and 

Interns  307 


Lincoln 

216 

10 

8 


15 

20 


Out- 

Stat-e 

558 

10 


12 


48 


Totals 

1,265 

44 

26 

36 

11 

155 

110 

327 


Respectfully  submitted, 
KENNETH  E.  NEFF, 
Executive  Secretary 


— 1973 

A Clive 1,249 

Life  124 

Service  1 


Total  1,374 

Less  Deceased 10 


TOTAL  1,.364 

A.M.A.  Members  994 

Potential  Members  28 

New  Members  61 

Reinstated  Members 16 


Total  New  Doctors  Moved 

Into  State,  1973  105 


STUDENT  AND  ASSOCIATE  MEMBERSHIP 
7-1-72  thi-u  6-30-73 
Student  Members: 

Nebraska  37 


REPORT  OF  THE  EDITOR 

Volume  57  of  the  Nebraska  Medical  Journal  was 
published  in  1972.  It  included  74  articles  written 
by  93  authors,  and  77  editorials,  in  addition  to  the 
President’s  Page,  the  Woman’s  Auxiliary,  While 
Making  Rounds,  and  Between  Cases. 

The  Journal  contained  articles  concerning  rural 
health,  medical  records,  oi-gan  transplant,  oral 
contraceptives,  hepatitis,  breast  carcinoma,  religion 
and  medicine,  bypass  grafts,  congenital  heart  dis- 
ease, death  in  infancy,  ceiwical  fusion,  ventriculo- 
atrial shunt,  thyroid  carcinoma,  hyperparathyroid- 
ism, health  insurance,  physician  manpower,  ab- 
dominal  pregnancy,  cerebrovascular  insufficiency, 
\nd  many  more  medical  subjects. 

WashingtoNotes,  Our  Medical  Schools,  It’s  New, 
and  Medicinews  are  published  regularly.  Committee 
reports,  accounts  of  state  and  national  meetings. 
Letters  to  the  Editor,  and  pictures  are  printed  as 
well;  space  is  available  to  the  President  and  to 
the  Auxiliary. 
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The  Journal  had  an  exceptionally  good  year  in 
1972. 

Respectfully  submitted, 

FRANK  COLE,  M.D.,  Editor 

REPORT  OF  DELEGATE,  AMERICAN 
MEDICAL  ASSOCIATION  — 

ANNUAL  MEETING 

REFERENCE  COMMITTEE  ON  CONSTITUTION 
AND  BY-LAWS 

Co.  Const.  & Bylaws,  Report  A 

This  amended  the  constitution  to  provide  seat 
on  the  Council  on  Medical  Education  and  the  Coun- 
cil on  Medical  Service  for  Intern  and  Resident 
Members  of  the  AMA.  They  will  be  elected  by  the 
House  of  Delegates  in  the  same  manner  as  all  other 
members  of  the  Councils.  Adopted. 

Res.  53 

Asks  for  election  of  the  Board  of  Trustees  by 
AMA  members  within  geographical  areas.  This  was 
defeated. 

Res.  115 

This  was  a similar  resolution  to  Res.  53,  and 
was  also  defeated. 

Co.  L.R.P.  & D.,  Report  C 

Calls  for  terms  of  Board  members  to  remain  at 
three  years  and  a maximum  of  three  tenns.  This 
was  defeated.  The  Council  on  Constitution  and 
Bylaws  was  requested  to  prepare  amendments  to 
limit  the  Ti-ustees  to  two  full  terms  of  three  years 
each.  (I  think  this  is  a serious  error). 

Co.  L.R.P.  & D.,  Report  B 

Provides  for  Delegates  to  be  seated  in  the  House 
from  each  specialty  society  holding  a seat  on  the 
Interspecialty  Council  of  the  Board  of  Tnistees. 
This  would  add  29  new  seats  in  the  House  of  Dele- 
gates. This  was  referred  to  the  Council  on  Constitu- 
tion and  Bylaws  for  study  and  report.  If  adopted, 
this  would  increase  the  House  of  Delegates  beyond 
the  250  mark  and  would  change  the  ratio  of  Dele- 
gate representation  from  the  states  from  1 per 
1000,  to  1 per  1250. 

Res.  1 

This  calls  for  the  members  of  the  Council  on 
Medical  Education  and  the  Council  on  Medical 
Service  to  sei*ve  terms  of  three  years  and  a maxi- 
mum of  three  tenns.  Presently,  this  is  a five  year 
term  with  a maximum  of  two  terms.  This  was 
adopted  but  it  has  to  be  submitted  to  the  House 
for  an  amendment  to  the  Bylaws. 

REFERENCE  COMMITTEE  A 
Board  of  Trustees,  Report  E & Report  CC 

These  summarize  the  Association’s  activities  re- 
garding PSRO  legislation. 

Res.  42 

This  calls  for  the  Secretary  of  HEW  to  recog- 
nize that  only  practicing  physicians  can  qualify 
as  peer  review  physicians  and  that  existing  peer 
review  groups  be  allowed  to  continue.  This  was 
adopted. 

Res.  49  — Res.  107  — Res.  150 

These  ask  the  Association  to  publicize  the  deleteri- 
ous effects  of  PL  92-603  upon  the  quality  of  medi- 


cal care  and  ask  the  association  to  oppose  PSRO 
and  also  to  seek  repeal.  A substitute  resolution 
was  adopted  which  recognized  that  repeal  of  PSRO 
may  be  required  to  preserve  the  high  quality  of 
medical  care  and  that  the  AMA  should  oppose  any 
facets  of  this  legislation  which  could  cause  deterior- 
ation of  the  quality  of  medical  care.  It  also  asks 
for  developing  appropriate  amendments  to  pre- 
seiwe  high  quality  of  medical  care.  This  was 
adopted. 

Res.  119  — Res.  120 

These  ask  that  PSRO  programs  be  implemented 
first  in  Federal  hospitals  and  institutions  and  that 
PSRO  should  also  be  authorized  to  review  care 
in  Federal  hospitals  in  its  area.  These  resolutions 
were  not  adopted,  but  the  Reference  Committee 
stated  that  the  AMA  had  previously  recommended 
care  review  and  utilization  review  in  all  Federal 
hospitals,  and  that  PSRO  applies  only  to  medical 
care  paid  for  through  Medicare  and  Medicaid. 

Co.  Med.  Serv.,  Report  A — Res.  7 

This  refers  to  claim  practices  of  Aetna  Life  and 
Casualty  Insurance  Company.  Complaints  about 
Aetna  apparently  are  still  occurring  and  the  Council 
on  Medical  Service  is  continuing  its  monitoring 
of  these  complaints.  Adopted. 

Co.  Med.  Serv.,  Report  D 

This  is  a progress  report  on  the  development  of  a 
single  standard  health  insurance  claim  form. 
Adopted. 

Res.  98 

This  listed  concepts  for  consideration  in  any 
pending  national  health  insurance  program.  A sub- 
stitute resolution  was  adopted  which  listed  the  fol- 
lowing five  concepts: 

1.  Insurance  should  be  comprehensive  protection 
and  including  protection  against  catastrophic 
costs  of  illness. 

2.  Pluralistic  means  of  health  care  delivery  be 
maintained. 

3.  A government  subsidy  should  be  related  to 
the  individual’s  ability  to  pay. 

4.  There  should  be  cost  sharing  by  the  benefi- 
ciary. 

5.  That  any  plan  be  accredited  by  appropriate 
government  regulatory  bodies. 

Res.  153 

Calls  for  the  eradication  of  the  first  14  days  of 
life  exclusion  clause  in  the  benefits  health  insurance 
policy.  This  was  adopted. 

Res.  100 

Calls  for  a statement  of  understanding  in  order 
to  educate  patients  regarding  their  responsibilities 
for  physician  payment.  This  was  adopted.  The 
state  medical  society  should  follow  this  up  at  once. 

Co.  Med.  Serv.,  Report  F 

This  was  an  extensive  report  on  Medicare  and 
Medicaid  resulting  from  PL  92-603.  It  was  adopted 
and  urged  that  it  be  given  wide  dissemination. 

Co.  Med.  Serv.,  Report  J 

This  analyzed  the  Federal-State  cash  assistance 
programs  for  the  needy  aged,  the  needy  blind 
and  the  needy  disabled.  Adopted. 
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REFERENCE  COMMITTEE  B 
Board  of  Trustees,  Report  X 

This  report  calls  for  the  state  medical  associations 
to  sponsor  legislation  which  would  require  claim- 
ants in  malpractice  suits  to  post  a bond  to  pay  the 
costs  and  reasonable  attorney’s  fees  of  the  defend- 
ant if  the  plaintiff  fails  to  recover  any  damages. 
Adopted. 

Council  L.R.P.  & D.,  Report  I — Res.  157 

These  call  for  the  AMA  to  establish  an  Institute 
of  Socioeconomic  Research  but  this  has  been  im- 
plemented by  the  establishment  in  the  AMA  head- 
quarters of  the  Center  for  Health  Services  Research 
and  Development.  Not  adopted. 

Co.  L.R.P.  & D.,  Report  J 

Calls  for  the  AMA  and  state  medical  associations 
to  develop  programs  to  provide  health  care  in  under- 
served areas.  Adopted. 

Res.  21 

Calls  for  the  AMA  to  recommend  an  amendment 
to  the  Medicaid  program  providing  for  direct  bill- 
ing. Adopted. 

Res.  20 

Calls  for  the  AMA  to  monitor  the  effects  of  the 
Supreme  Court’s  abortion  ruling  and  report  back 
to  the  House  of  Delegates  as  seems  appropriate. 

Res.  152 

This  calls  for  the  Board  of  Timstees  to  make  it 
known  that  it  is  concerned  over  the  lack  of  oppor- 
tunity to  develop  comments  on  proposed  regula- 
tions published  in  the  Federal  Register;  asks  that 
there  be  greater  advance  notice  than  the  present 
30  days  limit;  asks  that  the  Board  of  Trustees  make 
available  to  the  profession  for  information  appearing 
in  the  Federal  Register,  and  asks  the  trustees  to 
provide  for  more  effective  I’elief  from  the  imple- 
mentation of  regulations  harmful  to  sound  medical 
practice.  Adopted. 

Res.  48  — Res.  149 

This  has  to  do  with  the  cost  studies  of  health 
care  delivery  for  both  public  and  private  institu- 
tions be  definitely  identified,  and  that  all  types 
of  medical  care  facilities  costs  and  statistics  be 
made  available,  which  includes  federal,  state,  county 
and  city  medical  facilities.  (Previously,  the  Council 
Service  stated  that  it  was  impossible  for  them 
to  get  data  on  Veterans  Administration  Hospital 
costs).  Adopted. 

Res.  137 

This  was  referred  to  the  Council  on  Medical  Edu- 
cation and  it  asks  for  direct  state  grants  to  medical 
students  covering  tuition  and  basic  living  expenses, 
regardless  of  financial  status,  with  a forgiveness 
or  repayment  schedule  which  will  attract  physicians 
to  medically  needy  areas. 

REFERENCE  COMMITTEE  C 
Board  of  Trustees,  Report  Z 

This  repoi’t  contains  a recommendation  indicat- 
ing the  need  for  more  primary  care  physicians 
and  that  there  be  a greater  number  and  propor- 
tion of  medical  graduates  engaged  in  residency 
training  in  primary  care  specialties,  especially  fam- 
ily practice.  It  calls  for  additional  incentives  to 
make  careers  in  these  specialties  more  attractive 
to  medical  graduates.  In  addition,  the  AMA  is  to 


publicize  widely  its  goal  to  have  at  least  50%  of 
all  medical  graduates  enter  training  in  prima)y  care 
specialties  and  that  the  need  in  number  for  these 
physicians  should  be  monitored  continuously.  (Pri- 
mary care  specialties  have  been  identified  in  the 
past  as  family  practice,  internal  medicine,  and  pedi- 
atrics). Adopted. 

Co.  Med.  Ed.,  Report  B 

It  presents  the  essential  characteristics  of  a medi- 
cal school.  It  should  be  studied  by  our  Education 
Committee.  Adopted. 

Co.  Med.  Ed.,  Report  C 

This  is  a policy  statement  on  continuing  medical 
education  and  describes  the  increasing  emphasis 
on  continuing  medical  education  by  state  medical 
societies  and  medical  specialty  societies,  by  state 
legislatures  and  by  the  public.  It  includes  a review 
of  the  activities  of  the  AMA  to  encourage  educa- 
tion. Adopted. 

Res.  92 

This  resolution  urged  the  extreme  caution  in 
promoting  state  legislation  that  has  specific  re- 
quirements for  relicensure  and  emphasized  assess- 
ment by  performance.  Adopted. 

Co.  Med.  Ed.,  Report  G & Res.  131 

This  calls  for  the  Council  on  Medical  Education 
to  review  the  number  of  available  residencies  in 
family  practice  and  to  consider  increasing  this  num- 
ber and  also  urge  satellite  arrangements  with 
smaller  hospitals  be  made  as  part  of  the  residency 
program.  Adopted. 

Res.  134 

This  calls  for  the  greater  use  of  non-cognitive 
selection  criteria  for  admitting  students  to  a medical 
school  based  on  motivation,  social  awareness  and 
ability  to  communicate  with  others.  It  also  urged 
the  medical  schools  to  expand  their  Admissions 
Committee  to  include  individuals  who  are  quali- 
fied to  assist  such  criteria.  It  calls  for  the  AMA 
to  inform  the  AAMC  that  the  Medical  College  Ad- 
missions Test  should  be  revised  to  eliminate  such 
questions  which  may  be  culturally  biased  and  in- 
clude- sections  which  would  have  the  above  non- 
cognitive  criteria.  Adopted. 

REFERENCE  COMMITTEE  D 
Board  of  Trustees,  Report  C 

This  is  an  extensive  report  prepared  by  the 
Council  on  Health  Manpower  and  the  Committee  on 
Nursing,  which  suggests  procedures  through  which 
the  medical  staff  can  regulate  and  delineate  the 
functions  of  new  or  expanding  health  professionals 
in  the  hospital.  Adopted. 

Board  of  Trustees,  Report  DD  & Res.  158 

These  have  to  do  with  “Rising  Hospital  Costs.” 
The  Trustees  report  was  filed  and  resolution  158 
modified  to  state  that  the  rising  costs  of  hospital 
care  is  a serious  concern  to  the  medical  profession, 
attention  should  be  given  to  this  problem  the  high- 
est priority.  The  House  of  Delegates  should  be 
kept  completely  up-to-date  through  periodic  prog- 
ress reports.  Adopted. 

Co.  Med.  Serv.,  Report  B 

This  provides  suggested  guidelines  on  the  em- 
ployment of  a medical  director  for  a long-term 
care  facility.  Adopted. 
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Co.  Med.  Serv.,  Report  C & Res.  73 

Report  C calls  for  continuation  of  the  collection 
of  data  on  certificate  of  need  legislation  and  reso- 
lution 73  was  modified  to  reaffirm  the  continuation 
of  the  volunteer  planning  method  and  preserve  the 
decision  making  at  a local  level.  It  states,  however, 
that  if  certificate  of  need  legislation  is  enacted,  it 
should  contain  the  provision  that  the  final  author- 
ity would  rest  within  the  board  with  representation 
by  physicians  in  active  medical  practice.  Adopted. 

Co.  Med.  Serv.,  Report  H & Res.  50 

Report  H discusses  the  Quality  Assurance  Pro- 
gram of  the  American  Hospital  Association,  but 
does  not  endorse  the  progi’am.  Resolution  50  was 
amended  to  state  that  the  AMA  reaffirm  its  ad- 
vocacy of  peer  review,  including  utilization  and 
quality  care,  as  well  as  continuing  medical  education. 
That  it  expresses  grave  concern  and  reseiwations 
about  The  American  Hospital  Association’s  Quality 
Assurance  Program  because  of  its  potential  for  lay 
control  of  medical  practice. 

Res.  14 

(Nebraska  resolution  on  third  party  rounds).  This 
was  adopted,  which  calls  for  a study  of  this  pi’ob- 
lem  by  the  Council  on  Medical  Education  and  the 
Council  on  Medical  Service. 

Res.  15  & Res.  118 

Amended  resolution  15  was  adopted,  calling  for 
the  Council  on  Medical  Service  to  study  problems 
presented  by  “prospective  admissions”  and  “retro- 
spective denials”  and  report  its  findings  at  the 
1973  Clinical  Convention. 

Res.  22 

This  calls  for  re-affirmation  of  AMA  policy  that 
where  legally  permissable,  physicians  should  be  on 
hospital  boards.  That  they  should  be  significant 
numbers  and  not  merely  a token  representation. 
Adopted. 

Res.  104 

This  decries  the  unilateral  change  of  hospital  con- 
stitution and  bylaws  by  the  trustees.  It  proposes 
a preamble  to  all  hospital  bylaws  which  says  in 
effect  that  only  physicians  can  practice  medicine 
and  where  medical  judgement  and  evaluation  is  in- 
volved, the  hospital  has  a duty  to  rely  upon  the 
judgement  of  the  medical  staff.  Adopted. 

Res.  77 

This  calls  for  the  AMA  to  meet  with  The  Amer- 
ican Hospital  Association  in  restating  the  prin- 
ciples which  have  been  promulgated  under  term 
“Patients’  Bill  of  Rights”  by  The  American  Hos- 
pital Association.  Adopted. 

Res.  148 

This  urges  hospitals  to  make  available  to  physi- 
cians, copies  of  bills  to  patients  and  urges  physi- 
cians to  study  the  cost  of  services  related  to  those 
initiated  by  the  physician.  Adopted. 

REFERENCE  COMMITTEE  E 
Board  of  Trustees,  Report  O 

This  has  to  do  with  smallpox  vaccination.  It  re- 
affirms the  previous  positions  taken  by  the  AMA 
that  the  risk  of  smallpox  in  the  U.S.  is  now  in- 
sufficient to  justify  continuing  compulsory  primary 
vaccination  of  infants  and  children.  This  i-eport, 
as  well  as  a previous  report  on  smallpox  vaccina- 


tion, should  be  referred  to  an  appropriate  committee 
of  Tbe  Nebraska  Medical  Association  for  their 
study  and  evaluation.  Adopted. 

Res.  11 

This  calls  for  the  use  of  a statement  approved 
by  the  AMA  regarding  a patient’s  right  to  die  with 
dignity.  This  was  refei-red  to  the  Judicial  Council 
for  study. 

Res.  43,  Res.  44,  Res.  46,  & Res.  47 

These  all  have  to  do  with  therapeutic  abortion 
as  viewed  by  the  Supreme  Court  decision.  The 
report  restates  the  previous  policy  of  the  AMA 
on  abortion  and  the  adoption  of  a substitute  reso- 
lution in  addition  to  the  policy  reaffirming  the 
medical  profession’s  traditional  favorable  attitude 
towards  pregnancy  and  motherhood.  It  encour- 
ages the  development  of  counseling  programs  that 
will  offer  constructive  help  to  expectant  mothers 
and  coping  with  the  stresses  of  pregnancy.  It  urges 
incentives  such  as  approval,  appreciation,  encour- 
agement and  emotional  support  for  a decision  to 
continue  a pregnancy  to  term  and  to  assure  the 
availability  of  adequate  information  and  services 
regarding  adoption  in  those  cases  in  which  the  ex- 
pectant mother  might  be  unable  to  rear  a child. 
Adopted. 

Res.  58,  Res.  59,  Res.  60,  Res.  75, 

Res.  85,  & Res.  90 

All  of  these  have  to  do  with  the  Federal  Food 
and  Drug  Administration’s  i-egulations  and  calls 
for  the  AMA  to  continue  to  protest  the  current 
regulatory  activities  which  restrict  the  use  of  pre- 
scription drugs  to  the  condition  and  dosage  recom- 
mendations stated  on  the  “official  labeling”  of  the 
package.  It  calls  for  the  AMA  to  study  the  pos- 
sibility of  proposed  modifications  in  FDA  Food, 
Drug  and  Cosmetics  Act  to  correct  these  problems. 
It  further  calls  for  FDA  to  consult  practicing  physi- 
cians and  to  develop  an  effective  system  of  com- 
municating with  practicing  physicians  in  order  to 
obtain  their  views.  Adopted. 

REFERENCE  COMMITTEE  F 
Res.  5,  Res.  13,  Res.  57,  Res.  94, 

Res.  151,  & Res.  155 

A substitute  resolution  replacing  these  calls  for 
the  AMA  to  work  by  all  lawful  and  practicable 
means  to  assure  nondiscriminatoi’y  treatment  of 
physicians  under  the  present  and  future  Economic 
Stabilization  Programs.  Adopted. 

Board  of  Trustees,  Report  Y & Report  GG, 

Res.  23  & Res.  66 

All  of  these  have  to  do  with  medical  malpractice. 
Report  Y is  a critique  of  the  HEW  Secretai*y’s 
Commission  on  Medical  Malpractice.  These  should 
be  carefully  studied  by  our  Malpractice  Committee 
and  their  evaluation  presented  to  the  society. 
Adopted. 

Board  of  Trustees,  Report  F 

Report  F reports  on  previous  resolutions  on  col- 
lective bargaining,  class  action  and  unions  of  self- 
employed  physicians  in  relation  to  the  protection 
of  physicians  from  unwarranted  interference  by 
government  and  third-party  payors.  Adopted. 

Res.  86 

Reaffirms  the  AMA  position  not  to  withhold 
medical  services  as  a bargaining  mechanism.  Any- 
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one  interested  in  a union  should  read  the  complete 
Report  F for  the  Trustees. 

Res.  12,  Res.  88,  & Res.  160 

These  call  for  continuation  of  membership  in 
the  World  Medical  Association.  These  were  re- 
jected by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  G 

Res.  91 

This  points  out  that  the  primary  responsibility 
for  an  individual’s  health  lies  with  the  individual 
himself  and  that  the  AMA  needs  to  convey  this 
to  the  public.  The  House  reaffirmed  its  past 
actions  in  supporting  the  concept  of  individual 
responsibility  and  encourage  AMA  to  continue  work 
giving  this  publicity.  Adopted. 

Res.  87 

Urges  state  medical  societies  to  evaluate  the 
adequacy  of  official  medicolegal  investigation  of 
deaths.  Adopted. 

Res.  38 

Calls  for  the  legalized  sale  and  greater  avail- 
ability of  condoms  in  order  to  combat  the  alann- 
ing  increase  in  VD  and  unwanted  pregnancies 
among  sexually  active  minors.  The  I’esolution  was 
tabled  without  a dissenting  vote. 

Res.  127 

Calls  for  feasibility  of  forming  professional-lay 
organizations  in  order  to  help  coordinate  activities 
of  health  groups  in  the  state.  It  was  referred  to 
the  Council  on  Medical  Seiwice. 

Res.  144 

Calls  increased  support  by  AMA  for  emergency 
medical  services  and  asks  for  directors  of  health 
and  health  officers  to  improve  emergency  care. 
Adopted. 

Res.  14.5 

Calls  for  the  AMA  support  in  the  current  efforts 
to  set  up  telephone  #911  as  the  nationwide  emer- 
gency number.  Adopted. 

REFERENCE  COMMITTEE  H 
Board  of  Trustees,  Report  J 

This  is  a progress  report  on  the  availability  of 
health  services  in  rural  areas. 

Board  of  Trustees,  Report  AA.  Res.  17, 

Res.  41,  Res.  116,  & Res,  139 

A substitute  resolution  was  adopted  commend- 
ing the  staff  in  the  preparation  of  the  current 
“Current  Procedural  Terminology”  and  calls  for 
the  AMA  to  educate  physicians,  private  health 
insurers  and  government  agencies  in  use  of  this 
third  edition  on  procedural  terminology.  Adopted. 
Co.  on  L.R.P.  & D,  Report  D 

Calls  for  constituent  societies  to  reassess  their 
procedures  in  appointing  delegates  to  the  House 
of  Delegates.  Adopted. 

Remarks  of  the  President,  C.  A.  Hoffman,  M.D. 

The  basic  theme  of  Dr.  Hoffman’s  remarks  were 
the  preservation  of  patient-physician  relationship 
which  he  believes  is  crucial  to  maintain  high  quality 
medical  practice. 

Report  of  the  Executive  Vice  President 

This  is  a lengthy  report  and  anyone  interested 
in  internal  operation  of  the  AMA  should  read  it. 


Res.  54 

Calls  for  the  Board  of  Trustees  and  its  Council 
on  Environmental,  Occupational  and  Public  Health 
to  continue  a study  of  this  legislation.  Adopted. 

Inaugural  Address  of  the  President, 

R.  B.  Roth,  M.D. 

Basically,  the  address  was  much  more  optimistic 
than  I would  believed  the  situation  in  the  country 
warranted.  However,  as  I wrote  him,  I told  him 
that  I felt  maybe  a little  blue  sky  and  a few  fleecy 
clouds  might  not  hurt.  He  closed  his  address  by 
asking  that  “the  medical  profession  be  populated 
by  men  and  women  of  competence,  integrity,  and 
a will  to  do  their  best,  and  if  that  is  true  we  will 
give  the  people  health  care  without  the  need  for 
a i-estrictive  system,  intricate  control,  or  massive 
governmental  inteiwention.” 

Elections 

Malcolm  C.  Todd,  M.D.,  of  Long  Beach,  California 
was  elected  President  Elect.  Doctors  Budd,  Palmer, 
Sammons,  and  Sawyer  wei’e  re-elected  as  Trustees 
and  one  of  our  Nebraska  graduates,  Louis  Burgher, 
M.D.,  was  elected  as  the  Intern-Resident  representa- 
tive on  the  Council  on  Medical  Education. 

ADDENDUM  TO  REPORT 

During  the  last  five  years,  twice  the  House 
of  Delegates  has  insisted  that  in  an  official  AMA 
communication  and  resolution  report,  the  words 
“medical  care”  should  be  used  instead  of  “health 
care”  when  medical  is  really  the  time  meaning. 

In  my  summary,  I have  used  “health  care”  when 
the  report  stated  “health  care,”  even  though  I knew 
it  was  incorrect. 

The  Reports  and  Resolution  included  in  the 
original  hard  book  sent  out  by  the  AMA  before 
the  meeting  in  New  York  City  used  the  term 
“health  care”  515  times.  It  was  incorrectly  used 
219  times! 

“Health  care”  means  everything  from  plumbing 
to  food,  to  heating,  to  environment,  to  sewage  dis- 
posal ad  infinatum! 

The  medical  profession  has  been  successfully  brain- 
washed ! Let’s  get  unbrain-washed  and  use  the 
right  tenn  to  indicate  medical  care  when  we  really 
mean  medical  care. 

ADDRESS  OF  THE  ASSISTANT  SECRETARY, 
HEW,  CHARLES  EDWARDS,  M.D. 

“We  have  seen  what  was  essentially  a cottage  in- 
dustiy  transformed  into  a vast  public-private  en- 
deavor to  meet  the  health  needs  of  the  American 
people. 

“Obviously  there  are  some  serious  problems  with 
Medicare  and  Medicaid  that  have  to  be  faced  and 
solved  . . . not  just  unacceptably  rising  costs  . . . 
such  things  as  assuring  quality  . . . use  of  limited 
resources  . . . and  the  most  efficient  and  effective 
mix  of  public  and  private  capabilities  . . . 

“How  are  we  going  to  control  rising  health 
care  costs  . . . assure  equal  access  to  care  . . . 
assure  a high  quality  of  care  . . . and  overcome 
problems  of  maldistribution  ? 

“The  public  is  not  going  to  accept  a continua- 
tion of  things  as  they  are. 
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. I believe  the  leadei’ship  of  the  AMA 
is  prepared  to  guide  the  organization  along  the  road 
of  productive  cooperation  with  the  government  . . . 

“I  am  confident  you’re  making  the  right  choice 
of  taking  an  active  role  in  PSRO  development  . . . 
an  agency  of  government  should  set  standards  of 
care  if  the  profession  failed  in  its  responsibility 
to  do  so. 

“Too  often,  federal  health  programs  have  had 
broad,  general  objectives,  but  no  real  focus  . . . 
we  have  to  do  a better  job  shaping  health  budgets 
and  health  legislation  and  you  can  and  should  have 
a major  voice  in  that  effort. 

“The  President  signed  legislation  extending  for 
one  year  a number  of  health  progi’ams  . . . regional 
medical  programs,  Hill-Burton,  community  mental 
health  centers,  and  the  rest.  All  of  us  should  help 
to  determine  whether  or  not  they  are  doing  what 
they  intended  to  do,  w'hether  the  need  for  them  still 
exists,  how  to  be  more  economical,  and  whether 
these  programs  should  go  out  of  existence  a year 
from  now. 

“He  calls  for  participation  of  health  professions, 
the  academic  community,  private  industry,  and  so 
forth,  to  give  us  (HEW)  the  benefits  of  their  judge- 
ment. . .” 

Respectfully  submitted, 

JOHN  R.  SCHENKEN,  M.D., 
AMA  Delegate 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  PSRO 

James  H.  Diinlai>.  M.D..  Norfolk,  Chairman  : John  H.  Ban- 
croft. M.D..  Kearney  : Allan  C.  Landers,  M.D.,  Scottsbluff ; 

Donald  J.  Pavelka,  M.D.,  Omaha ; Houtz  G.  Steenburg-.  M.D., 
Aurora  ; Frank  P.  Stone,  M.D.,  Lincoln  ; Carlyle  E.  Wilson, 
Jr.,  M.D..  Omaha. 

In  accordance  with  the  directions  of  the  1973, 
Spring  House  of  Delegates,  your  Ad-Hoc  Committee 
has  met  and  plans  further  meetings  dealing  with 
the  N.M.A.’s  future  role,  if  any,  in  dealing  with 
the  formation  of  a Professional  Standards  Review 
Organization.  We  have  been  handicapped  in  our 
deliberations  because  of  governmental  inertia  in 
supplying  us  with  promised  “Guidelines.”  The 
awaited  governmental  guidelines  are  apparently 
being  formed  but  as  of  this  time,  to  the  best  of 
our  knowledge,  have  neither  been  supplied  to  us 
nor  to  any  one  else. 

Your  Committee  has  met  on  i.  single  occasion 
and  in  addition  we  have  sent  representatives  to 
meetings  in  Omaha,  Chicago,  and  Albuquerque, 
New  Mexico,  and  plan  on  sending  representatives 
to  the  National  PSRO  meeting  to  be  held  in  con- 
nection with  the  AMA  Anaheim  meeting  in  Decem- 
ber and  plan  further  on  visiting  established  medical 
foundations  elsewhere  in  the  United  States.  It 
should  be  noted  that  the  Omaha  meeting  was  with 
HEW  officials  and  at  that  time  a statement  of  the 
N.M.A.  Policy  Committee  was  read  indicating  that 
Nebraska  should  be  considered  to  be  a single  PSRO 
area  in  future  governmental  deliberations.  In  no 
way  at  that  meeting  did  we  express  approval  or 
disapproval  or  indicate  willingness  or  unwillingness 
of  the  N.M.A.  to  participate  in  PSRO  plans. 

It  is  the  feeling  of  your  committee  that  no  de- 
finitive PSRO  stand  should  be  taken  by  the 
N.M.A.  at  this  time.  We  plan  on  continuing  study 
and  information  compilation  as  rapidly  as  prac- 


tical being  mindful  of  the  governmentally  directed 
time  table. 

Respectfully  submitted, 

JAMES  H.  DUNLAP,  M.D., 
Chairman 

REPORT  OF  THE  CONSTITUTION  AND 
BY-LAWS  COMMITTEE 

Houtz  G.  Stesnburg,  M.D.,  Aurom,  Chainnan ; R.  L.  Cassel, 
M.D.,  Fairbury ; Earl  J.  Dean,  M.D.,  Hastings ; Hai*old  M. 
Norcllund,  M.D.,  York  ; J.  P.  Schlichtemier,  M.D.,  Omaha  ; Robert 
D.  Sidner,  M.D.,  Kearney ; Hari'y  W.  McFadden,  Jr.,  M.D., 
Omaha. 

Following  the  Annual  Session,  your  Committee 
has  reviewed  the  Constitution  and  By-Laws  and 
proposed  the  following  changes.  Those  portions 
in  black  face  type  and  quoted  are  crossed  out  and 
are  recommended  for  deletion  and  those  portions  in 
light  face  caps  and  quoted  are  new  language. 

Chapter  II,  Section  3,  Item  3 — Page  17 

(3)  Editor  and  Secretary-Treasurer  while  at- 
tending the  “Congress  on  Medical  Education 
and  Licensure,  the  National  Conference  on 
Medical  Service  and  the”  meetings  of  the 
House  of  Delegates  of  the  American  Medi- 
cal Association. 

Chapter  IV,  Section  3 — Page  19 

“SECTION  3.  Active  members  registered  at  the 
annual  or  special  sessions  shall  have  authority 
to  create  committees  or  commissions  to  investigate 
and  report  on  medical  matters  of  special  interest 
to  the  profession  and  the  public.  Any  expense 
connected  therewith  must  be  approved  by  the  House 
of  Delegates,  as  provided  in  Article  VIII,  Section 
2,  of  the  Constitution. 

Change  SECTION  4,  to  SECTION  3. 

Change  SECTION  5,  to  SECTION  4. 

Chapter  XII,  Section  2,  Item  9 — Pages  41  and  42 

9.  The  Committee  on  Insurance  and  Prepayment 
Medical  Care  shall  concern  itself  with  insurance 
contracts  incident  to  the  practice  of  medicine  and 
of  importance  to  the  Association  member. 

The  Committee  shall  also  be  a liaison  committee 
between  the  members  of  the  Nebraska  Medical  As- 
sociation and  “the  Nebraska  Medical  Service  (Blue 
Shield).  “ALL  HEALTH  INSURANCE  CARRI- 
ERS.” It  shall  convey  to  “the  Nebraska  Medical 
Service  (Blue  Shield)”  “SUCH  HEALTH  INSUR- 
ANCE CARRIERS”  any  complaints,  criticisms  and/ 
or  constructive  suggestions  received  from  the  mem- 
bers of  the  Nebraska  Medical  Association. 

“The  Committee  on  Insurance  and  Prepayment 
Medical  Care  shall  also  make  its  services  and  counsel 
available  to  all  other  companies  doing  business  in 
the  health  insurance  field.” 

It  shall  he  conversant  . . . 

Chapter  XII  — Standing  Committees  — 

Page  39  and  Page  47 

Add  new  standing  committee  to  listing  as  follows: 

23.  Health  Planning 

Add  the  following: 

23.  “THE  HEALTH  PLANNING  COMMITTEE’S 
FUNCTION  SHOULD  INCLUDE,  BUT  NOT  BE 
LIMITED  TO,  THE  FOLLOWING:  1.  DEVELOP 

AND  CONTINUALLY  UPDATE  A PLAN  FOR 
TOTAL  HEALTH  CARE  IN  NEBRASKA;  2. 
SEEK  COUNSEL  AND  RECOMMENDATIONS 
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FOR  THE  NEBRASKA  MEDICAL  ASSOCIATION 
GUIDELINES  FOR  HEALTH  CARE  IN  NEBRAS- 
KA FROM  ALL  GROUPS,  PUBLIC  AND  PRI- 
VATE, INTERESTED  AND  INVOLVED  IN 
HEALTH  CARE  AND  ITS  DELIVERY;  AND 
3.  PROVIDE  AN  ONGOING  CRITIQUE  ON  THE 
NEBRASKA  HEALTH  PROJECT  GUIDELINES 
AND  PRESENT  RECOMMENDATIONS  FOR  IM- 
PROVEMENT OF  SAME  TO  THE  COMPREHEN- 
SIVE HEALTH  PLANNING  ADVISORY  COM- 
MITTEE AND  COMPREHENSIVE  HEALTH 
PLANNING  “A”  AND  “B”  AGENCIES  AS  AP- 
PROPRIATE.” 

Chapter  XIV,  Section  3 — Page  52 

SECTION  3.  The  advertising  policy  of  the  Jour- 
nal shall  be  that  of  the  “medical  advertising  bureau 
of  the  American  Medical  Association”  “STATE 
MEDICAL  JOURNAL  ADVERTISING  BUREAU,” 
subject  to  the  approval  of  the  Board  of  Directors. 

Your  committee  recommends  adoption  of  the  above 
changes. 

Respectfully  submitted, 

HOUTZ  G.  STEENBURG,  M.D., 
Chairman 

REPORT  OF  THE  COMMITTEE  ON 
GERIATRICS 

Vernon  G.  Ward.  M.D..  Omaha,  Chairman  : Richard  F. 

Brouillette,  M.D.,  York;  Dwight  M.  Frost,  M.D.,  Omaha; 
Robert  G.  Osborne,  M.D.,  Lincoln  ; Frederick  F.  Faustian, 
M.D.,  Omaha. 

Since  the  report  of  this  Committee  in  April,  1973, 
no  business  has  been  presented  to  this  Committee 
for  action. 

At  the  May  23,  1973,  meeting  of  the  Inter-Agency 
Panel  for  the  Nebraska  Commission  on  Aging,  this 
Panel  served  for  the  first  time  as  a Nutrition  Ad- 
visory Committee  for  the  Nebraska  Commission  on 
Aging.  Serving  in  this  capacity,  the  Panel  re- 
viewed two  applications  for  federal  funds  under 
Title  VII,  of  the  Older  Americans  Act. 

Respectfully  submitted, 
VERNON  G.  WARD,  M.D., 
Chairman 

REPORT  OF  HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES 
COMMITTEE 

S.  I.  Fuenning,  M.D.,  Lincoln.  Chairman  ; Lawrence  C. 
Bausch,  M.D.,  Lincoln;  Frank  O.  Hayworth,  M.D.,  Omaha; 
Clyde  L.  Kleager,  M.D.,  Hastings ; Dean  A.  McGee,  M.D., 
Lexington;  H.  V.  Smith,  M.D.,  Kearney;  Warren  G.  Bosley, 
M.D.,  Grand  Island ; Mi’s.  Warren  Bosley,  Grand  Island ; Mrs. 
Kenneth  McGinnis,  Lincoln. 

This  report  is  a brief  summary  of  activities  of 
the  Health  Education  in  Schools  and  Colleges  Com- 
mittee during  the  period  of  September  15,  1972  to 
September  15,  1973. 

A project  on  “Perceptions  of  the  Health  Needs 
for  Information  Concerning  Health  Care  Delivery 
Systems”  was  conducted  by  Mr.  Terry  Vacalis  un- 
der the  direction  of  Dr.  Ian  Newman,  Chairman  of 
the  Department  of  Community  Health  Education  in 
Lincoln,  which  is  now  a Division  in  the  Depart- 
ment of  Medical  and  Educational  Administration 
at  the  Medical  Center  in  Omaha.  This  was  a co- 
operative project  involving  approximately  one  hun- 
dred fifty  physicians  and  one  hundred  fifty  teach- 
ers, who  were  selected  at  random,  in  Nebraska.  A 
copy  of  the  final  report  is  on  file  at  the  head- 


quarters office.  In  brief,  there  was  strong  evi- 
dence that  teachers  and  physicians  have  differences 
of  opinion  on  the  health  care  mechanism  and  sys- 
tems and  that  there  is  a lack  of  communication 
between  physicians  and  teachers.  It  is  essential 
that  there  be  better  communication  between  physi- 
cians and  teachers  in  order  that  teachers  have  a 
better  understanding  regarding  health  problems  and 
the  health  care  deliveiy  systems. 

Public  Law,  LB  51,  on  Comprehensive  Health 
Education  in  Elementary  and  Secondaiy  Schools  in 
Nebraska  was  passed  by  the  Nebraska  State  Legis- 
lature in  1971,  but  it  was  not  funded.  In  re-evalu- 
ating what  has  happened  subsequently,  especially 
as  to  the  present  status  of  health  education  in 
Nebraska  schools,  it  was  apparent  that  there  was 
a great  need  for  funding  of  LB  51.  The  Commit- 
tee was  unanimous  that  an  attempt  should  be 
made  to  fund  LB  51  in  the  1974  legislative  session. 

An  adequate  health  education  curriculum  is  es- 
sential for  the  promotion  and  development  of  health 
education  programs  in  Nebraska.  Several  school 
districts  have  developed  their  own,  since  the  State 
Department  of  Education  has  not  been  able  to  make 
available  health  education  curriculum  guides  to  all 
schools  in  Nebraska.  The  committee  took  the  fol- 
lowing actions: 

That  an  interdisciplinary  committee  be  estab- 
lished to  develop  a health  education  curriculum 
guide  for  Nebraska,  print  sufficient  copies  and 
distribute  to  all  Nebraska  schools.  The  fund- 
ing would  be  a cooperative  project  with  inter- 
ested educational  associations  and  agencies 
such  as  the  Nebraska  School  Administi’ators 
Association,  educational  service  units,  health 
agencies,  foundations,  private  companies  and  so 
on.  Dr.  Dean  McGee  will  be  chairman  of  the 
interdisciplinary  committee  to  establish  a cur- 
riculum guide. 

Dr.  Warren  Bosley  mentioned  that  a member 
of  the  Legislature  has  an  interest  in  assigning  a 
physician  to  the  administrative  staff  of  the  State 
Department  of  Education  to  review  programs  de- 
veloped and  appropriations  made  regarding  health. 
The . Committee  asked  Dr.  Bosley  to  pursue  this 
matter  in  more  detail  with  the  Legislator.  The 
Committee  generally  supported  the  concept. 

There  was  a discussion  on  the  value  of  state 
conferences  on  education  for  Health  sponsored  by 
the  Inter-Agency  Health  Council.  It  was  felt  that 
these  state  conferences  had  definite  value  and 
that  it  did  stimulate  communication  between  the 
various  disciplines  and  educators  in  the  State  of 
Nebraska  on  essential  problems  in  health  educa- 
tion. It  was  felt  that  this  effoid  was  vital  and 
should  be  continued.  The  Committee  again  supports 
the  further  development  of  statewide  conferences 
on  education  for  health  to  be  sponsored  by  all 
member  agencies  of  the  Nebraska  Intei’-Agency 
Health  Council.  Major  emphasis  should  be  on 
workshop  sessions  between  physicians  and  teachers 
to  gain  a better  understanding  and  cooperative 
working  relationships  between  educators  and  physi- 
cians for  the  promotion  of  health  education  in  Ne- 
braska. It  was  also  important  that  various  ma- 
terials of  various  health  agencies  be  presented  and 
made  available  at  the  time  of  the  Conference. 

It  has  been  several  years  since  the  Nebraska 
Medical  Association  has  conducted  an  in  depth 
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survey  of  health  education  in  Nebraska  Schools. 
These  sui-veys  were  conducted  to  determine  the  de- 
velopment of  various  health  education  activities  and 
programs  that  were  stimulated  in  the  interim 
years,  and  also  to  determine  the  effectiveness  of 
the  various  efforts  that  have  been  made  for  the 
promotion  of  health  education  in  schools.  After 
considerable  discussion  the  Committee  took  the 
action  that  a proposal  for  funding  be  developed 
for  a detailed  study  of  health  education  in  Ne- 
braska schools  and  colleges.  The  proposed  scope 
of  the  Nebraska  Health  Education  Project  would 
be  as  follows: 

A.  To  survey  the  present  health  education  needs 
in  schools,  colleges  and  communities. 

B.  To  identify  effective  health  education  pro- 
grams. 

C.  To  study  ways  and  means  of  promoting 
health  education  more  effectively  in  Nebras- 
ka. 

D.  To  establish  pilot  projects  or.  new  approaches 
to  health  education. 

E.  To  study  ways  and  means  of  mobilizing 
health  resources  more  effectively  for  the  pro- 
motion of  health  education. 

F.  To  establish  a periodic  evaluation  proce- 
dure for  measuring  the  effectiveness  of 
health  education. 

G.  To  promote  the  development  of  appropriate 
health  education  literature  for  each  period 
of  life;  the  development  of  a central  com- 
putor  with  terminals  to  school  districts  to 
provide  current  health  infomiation  and  unit 
plans,  including  health  resources  available, 
and  appropriate  references  for  each  grade 
level  and  subject  area. 

This  proposed  pi’oject  would  include  sufficient 
funding  for  personnel  to  do  the  necessary  studies 
and  also  to  help  carry  out  the  pilot  projects.  All 
of  the  projects  would  be  done  in  cooperation  with 
the  appropriate  health  and  education  agencies.  The 
Committee  has  taken  the  action  that  such  a project 
should  be  established  and  submitted  to  foundations 
and  other  outside  resources  for  funding. 

The  Committee  recommends  the  Scientific  Ses- 
sions Committee  consider  a lecture  on  “The  Physi- 
cian’s Role  in  Health  Education”  for  the  1975  An- 
nual Session. 

The  Chairman  expresses  great  appreciation  to  all 
members  of  the  Nebraska  Medical  Association  that 
have  provided  continuous  support  of  health  educa- 
tion in  their  local  area.  In  addition,  I want  to  ex- 
press my  appreciation  to  members  of  the  Com- 
mittee for  their  work  throughout  the  year  in  the 
promotion  of  health  and  fitness  in  the  State  of 
Nebraska. 

Respectfully  submitted, 

S.  I.  PUENNING,  M.D., 
Chairman 

REPORT  OF  THE  INSURANCE  AND 
PREPAYMENT  MEDICAL  CARE 
COMMITTEE 

A.  L.  Smith,  Jr.,  M.D.,  Lincoln,  Chairman  : Harold  Dahlheim, 
M.D.,  Norfolk : Russell  J.  Mclntire,  M.D.,  Hastings ; Paul  M. 
Scott,  M.D.,  Auburn  : Stanley  M.  Truhlsen,  M.D.,  Omaha ; 
Hiram  R.  Walker,  M.D.,  Kearney. 


Your  Insurance  and  Prepayment  Medical  Care 
Committee  met  with  St.  Paul  Insurance  representa- 
tives in  a preliminary  discussion  concerning  their 
possible  presentation  of  a “package”  of  insurance 
to  members  of  the  Nebraska  Medical  Association, 
possibly  including  disability  income  insurance,  of- 
fice overhead  insurance,  car  leasing  and  higher 
limit  tenn  group  life  insurance.  Information  was 
exchanged  and  St.  Paul  Insurance  Company  will 
be  presenting  a concrete  program  to  your  committee 
in  the  near  future.  Further  discussion  of  the 
“inner-workings”  of  the  malpractice  and  umbrella 
insurance  programs  were  carried  out. 

Your  chairman  has  discussed  with  Woodmen  Ac- 
cident and  Life  an  increase  in  the  present  term 
group  life  program  from  a maximum  of  $25,000.00 
to  a maximum  of  $50,000.00,  with  accidental  death 
and  disability  coverage  with  proposed  rates  of  a 
ten  percent  discount.  Your  chairman  asked  for 
consideration  of  $100,000.00  limit  which  is  present- 
ly under  consideration  by  the  company. 

Additional  insurance  companies  have  been  con- 
tacted and  have  contacted  us  concerning  presenta- 
tion of  competitive  programs,  and  it  is  our  im- 
pression that  it  will  take  many  months  for  your 
committee  to  obtain  and  understand  the  most  favor- 
able set  of  programs  with  the  widest  coverage. 

Respectfully  submitted, 

A.  L.  SMITH,  ,JR.,  M.D., 
Chairman 

REPORT  OF  MENTAL  HEALTH  AND  MENTAL 
RETARDATION  COMMITTEE 

J.  Whitney  Kelley,  M.D..  Omaha.  Chaimian ; John  D.  Bald- 
win, M.D.,  Lincoln:  C.  H.  Farrell,  M.D.,  Omaha;  Harry  C. 
Henderson,  M.D.,  Omaha ; Charles  W.  Landgraf,  Jr.,  M.D., 
Hastings  ; Robert  G.  Osborne,  M.D.,  Lincoln  ; Jack  R.  Anderson, 
M.D.,  Lincoln  : Robert  B.  Muffly,  M.D.,  Omaha ; Hal  Blake 
Ridgway,  Student,  Omaha. 

Your  Mental  Health  Committee  has  had  a very 
active  part  in  presenting  the  psychiatric  point  of 
view  to  the  legislative  sessions  both  in  the  Com- 
mittee for  Public  Health  and  Welfare  and  the 
Committee  on  Committee’s.  Your  Mental  Health 
Committee  was  in  attendance  with  at  least  eight 
or  nine  sessions  of  the  legislature  and  we  believe 
that  we  have,  at  least,  modified  their  feelings 
about  laws  regarding  mental  health  in  a way  which 
is  beneficial  not  only  to  the  people  of  the  State 
of  Nebraska  but  to  the  physicians  as  well.  Some 
of  the  work  is  not  apparent  as  yet  because  several 
of  the  bills  on  which  we  worked  are  still  to  come 
up  before  the  legislature,  and  until  they  meet 
again  and  act  on  these  bills,  we  will  not  be  able 
to  give  you  what  those  results  will  be. 

The  parts  of  the  committee  and  at  times  the 
whole  committee  have  met  together  in  discussion 
of  what  our  recommendations  to  the  legislature 
would  be.  It  is  believed  that  the  consensus  of  the 
physicians  of  the  state  were  presented  in  an 
honest  fashion  to  the  legislature  and  for  the  most 
part,  they  accepted  our  recommendations  and  used 
them  at  least  in  part. 

Respectfully  submitted, 

J.  WHITNEY  KELLEY,  M.D., 
Chairman 

REPORT  OF  THE  PUBLIC  RELATIONS 
COMMITTEE 

William  T.  Griffin,  M.D.,  Lincoln,  Chairman  ; James  S. 
Carson,  M.D.,  McCook ; William  S.  Carter,  M.D.,  Omaha ; 
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Roger  D.  Mason,  M.D.,  McCook ; Donald  E.  Matthews,  M.D., 
Lincoln ; G.  P.  McArdle,  M.D.,  Omaha ; Robert  Henderson, 
Student. 

The  committee  has  continued  its  effort  of  ex- 
panding the  Public  Relations  Program  of  the  As- 
sociation. Existing  programs  have  been  reviewed 
and  been  made  more  effective  while  several  new 
activities  have  been  initiated. 

Subsequent  to  the  committee’s  last  annual  re- 
port two  television  programs  have  been  produced 
and  have  been  broadcast  by  several  stations.  The 
first  program  dealt  with  the  diagnosis,  treatment, 
and  rehabilitation  of  a breast  cancer  patient.  It 
was  entitled,  “The  Surgery  Most  Women  Fear: 
Breast  Cancer.”  The  Nebraska  Chapter  of  the 
American  Cancer  Society  assisted  the  committee 
in  financing  this  program. 

The  second  program,  entitled,  “Conditioned  Red,” 
was  produced  and  financed  by  the  N.M.A.  utilizing 
members  of  the  Sub-Committee  on  Athletic  Injuries 
as  actual  program  participants.  This  program  dealt 
with  the  prevention  of  injuries  focusing  primarily 
on  the  young  athlete.  The  video  tape  is  being 
sent  Nebraska  television  stations. 

The  committee  is  currently  developing  a third 
program  which  will  relate  to  the  subject  of  traffic 
safety.  This  is  an  expanded  effort  in  that  both, 
a video  tape  for  television  use  and  a sixteen  milli- 
meter film  for  classroom  use  are  being  contem- 
plated. 

The  committee  has  continued  to  utilize  the  Presi- 
dent of  the  Association  in  the  development  of  radio 
spot  announcements  covering  a broad  range  of  sub- 
jects. These  prerecorded  announcements  are  sent 
approximately  thirty-five  radio  stations. 

More  emphasis  was  placed  on  the  traffic  safety 
problem  this  past  year  and  an  added  feature  was  the 
utilization  of  Mr.  Joe  Orduna  in  the  preparation 
of  spot  announcements.  Mr.  Orduna  recorded  a 
series  of  Association  sponsored  spot  announce- 
ments for  radio,  and  several  announcements  for 
television  usage.  These  were  distributed  to  Ne- 
braska stations  and  were  given  rather  wide  utiliza- 
tion. 

The  volume  of  news  releases  distributed  has  con- 
tinued to  increase.  Since  the  House  of  Delegates 
Fall  Session  in  1972,  the  committee  has  distributed 
forty  news  releases  to  Nebraska  radio  stations, 
television  stations,  and  newspapers.  The  subject 
matter  has  been  widespread.  We  have  dealt  with 
legislative  matters,  rural  medical  care,  personal 
health  practices,  traffic  safety,  NMA  programs  and 
many  other  items.  Several  Nebraska  physicians 
have  been  utilized  for  input  and  comments. 

The  Health  Tip  Program  through  which  we  dis- 
seminated personal  health  information  on  a monthly 
basis  is  continuing  in  popularity.  Approximately 
110  newspapers  have  used  various  of  the  health 
tips  thus  far  in  1973.  We  have  received  956  clip- 
pings of  the  items  that  have  been  used. 

Communications  with  the  broadcast  media  relate 
that  the  spots  are  utilized  to  a substantial  degree. 
However  we  have  no  exact  measure  for  the  broad- 
cast media  as  is  the  case  with  the  clipping  service 
for  newspapers. 

The  committee  has  continued  to  utilize  The 
Thompson  Company.  The  seiwices  of  this  Lincoln 
based  public  relations  firm  and  the  expertise  of 


this  agency  have  been  well  worth  the  financial 
requirement.  This  arrangement  has  been  most 
satisfactory  as  the  committee  works  to  expand  its 
overall  public  relations  effort.  The  committee  has 
been  quite  active  and  stands  ready  to  develop  in 
further  detail  any  recommendations  that  might  be 
presented  at  this  session  of  the  House  of  Delegates. 

Respectfully  submitted, 
WILLIAM  T.  GRIFFIN,  M.D., 
Chairman 

REPORT  OF  THE  RELATIVE  VALUE 
STUDY  COMMITTEE 

Orin  R.  Hayes,  M.D.,  Lincoln.  Chairman  ; Patrick  C.  Gillespie, 
M.D.,  Beatrice:  Bernard  L.  Kratochvil,  M.D.,  Omaha;  Lyle 
H.  Nelson.  M.D..  Crete:  Donald  F.  Purvis.  M.D.,  Lincoln; 
Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha. 

The  Relative  Value  Study  Committee  has  met 
on  occasion  for  a review  of  progress  in  obtaining 
the  responses  of  the  various  medical  specialty 
groups  in  the  State  of  Nebraska  and  to  evaluate 
their  criticisms  and  suggestions.  To  date,  most 
of  the  interested  specialty  groups  have  responded 
but,  unfortunately,  some  of  the  larger  specialty 
groups  have  not  submitted  any  form  of  a relative 
value  to  the  Committee.  Specifically,  the  Internal 
Medicine  Specialties,  General  Surgery,  Thoracic 
Surgery,  and  Obstetrics  and  Gynecology  have  failed 
to  provide  a copy  of  their  relative  values  for  pi'o- 
cedures  performed  within  their  specialty.  At  the 
same  time,  many  of  those  responding  to  the  original 
request  have  insisted  on  retaining  the  exact  Rela- 
tive Value  Schedule  that  they  now  have  in  effect 
and  may  or  may  not  have  provided  the  Committee 
with  a conversion  figure.  Members  of  this  Com- 
mittee have  agreed  to  personally  contact  those  in- 
volved in  order  to  try  to  obtain  their  respective 
Relative  Value  Schedules  as  soon  as  possible. 

Considerable  discussion  in  the  Committee  cen- 
tered around  whether  or  not  a single  conversion 
figure  could  be  applied  to  all  specialties.  It  was 
to  be  noted  that,  at  this  time,  each  specialty  group 
has  been  utilizing  one  or  more  Relative  Value 
Studies  either  from  Nebraska,  California,  other 
state  medical  associations,  or  from  the  respective 
National  specialty  group  publications.  It  was  fur- 
ther'pointed  out  that  in  order  to  arrive  at  a single 
conversion  figure,  the  Relative  Value  Schedule 
values  for  procedures  would  be  considerably  dif- 
ferent than  any  existing  Relative  Value  Schedule. 
However,  the  change  in  the  Relative  Values  would 
still  retain  the  interspecialty  symmeti-y  in  spite  of 
the  appearance  of  fractional  values.  It  was  thus 
felt  by  the  Committee  that  this  should  not  offer 
a serious  problem  to  those  physicians  and  persons 
utilizing  the  Relative  Value  Schedules. 

In  order  to  assess  the  difficulty  of  attempting  a 
mathematical  conversion  to  a single  conversion 
factor,  the  office  staff  and  chairman  will  attempt 
this  conversion  utilizing  one  complete  specialty 
Relative  Value  Schedule  and  their  acknowledged 
conversion  factor.  This  report  will  be  available  for 
the  next  Relative  Value  Study  Committee  meeting 
on  approximately  September  30,  1973. 

A member  of  the  Relative  Value  Study  Committee 
will  be  present  for  the  meeting  of  the  Reference 
Committee  and  solicit  comment  and  opinion  from 
the  House  of  Delegates. 

Hopefully,  with  the  prompt  receipt  of  all  Rela- 
tive Value  Schedules,  this  conversion  can  be  ac- 
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complished  promptly  and  the  draft  form  of  each 
specialty  group’s  Relative  Value  Schedule  will  be 
sent  to  them  for  their  approval  prior  to  the  final 
printing. 

Respectfully  submitted, 

ORIN  R.  HAYES,  M.D., 
Chairman 

REPORT  OF  THE  RURAL  MEDICAL 
SERVICE  COMMITTEE 

Robert  B.  Benthack,  M.D..  Wayne,  Chairman  ; Michael  J. 
Haller.  M.D..  Omaha;  Francis  L.  Land,  M.D.,  Omaha:  F.  A. 
Mountford,  M.D.,  Davenport;  James  W.  Peck,  M.D.,  Kearney; 
R.  L.  Tollefson,  M.D.,  Wausa. 

The  fourth  annual  Rural  Medical  Day,  program 
of  the  Rural  Medical  Service  Committee  with  co- 
sponsorship by  the  Nebraska  Chapter,  Academy  of 
Family  Practice,  Creighton  University  School  of 
Medicine,  and  University  of  Nebraska  College  of 
Medicine,  was  held  April  26,  1973.  Dr.  James 

Grobe,  president  of  the  Academy  of  Family  Physi- 
cians, talked  to  the  students  at  Creighton  Univer- 
sity and  the  University  of  Nebraska  College  of 
Medicine.  This  program  was  well  attended  at  both 
Creighton  and  Nebraska.  As  in  previous  years, 
the  community  exhibit  was  held  in  the  cafeteria  of 
the  University  of  Nebraska  Hospital.  Student  at- 
tendance was  estimated  to  be  in  excess  of  two 
hundred.  This  past  year  there  were  29  commun- 
ities that  attended  of  the  84  that  were  invited  to 
participate  as  compared  to  27  in  attendance  of 
78  communities  that  were  invited  to  attend  in  1972. 
It  was  noted  that  of  1972  attendance,  12  were  not 
present  during  1973,  and  further  that  15  com- 
munities who  were  present  in  1973,  were  not  pres- 
ent in  1972. 

This  year  as  in  1972,  we  held  an  orientation  for 
the  exhibitors.  On  the  program  at  this  session 
were  Dr.  Frank  Stone,  president  of  N.M.A.;  Dr. 
Lyle  Nelson,  president  of  the  Nebraska  Academy 
of  Family  Physicians;  two  students  from  Creigh- 
ton University;  and  two  students  from  the  Univer- 
sity of  Nebraska.  The  Rural  Medical  Day  pro- 
grams appear  to  continue  to  attract  interest  among 
students  and  communities  and  has  had  fairly  good 
press.  We  have  had  inquiries  from  out  of  state 
communities  to  exhibit.  These  have  been  declined. 

Rural  Medical  Day  provides  an  opportunity  for 
students  interested  in  family  practice  and  inral 
communities  to  meet  and  discuss  their  common  in- 
terests and  also  permits  the  student  interested  in 
family  practice  the  opportunity  to  meet  with  and 
discuss  family  practice  with  a person  of  national 
importance  in  this  field.  A similar  program  is 
recommended  for  1974. 

The  committee  recommends  that  the  House  of 
Delegates  continue  to  get  support  for  the  commit- 
tee’s activities  for  the  year  of  1974.  The  cooper- 
ation and  support  given  by  Creighton  University 
and  the  University  of  Nebraska  Medical  Center 
and  the  Nebraska  Chapter  of  American  Academy 
of  Family  Physicians  was  greatly  appi’eciated. 

Respectfully  submitted, 
ROBERT  B.  BENTHACK,  M.D., 
Chairman 

REPORT  OF  THE  STATE  PEER  REVIEW 
COMMITTEE 

Milton  Simons,  M.D.,  Omaha,  ChaiiTnan  : K.  Don  Arrasmith, 
M.D.,  Omaha ; John  D.  Baldwin,  M.D.,  Lincoln  ; Dwig^ht  W. 


Burney,  Jr.,  M.D.,  Omaha : John  C.  Denker,  M.D.,  Valley ; 
Henry  Kammandel,  M.D.,  Omaha ; Harold  W.  Keenan,  M.D., 
Ogallala ; Kenneth  F.  Kimball,  M.D.,  Kearney ; Kenneth  T. 
McGinnis,  M.D.,  Lincoln;  E.  Stanley  Pederson,  M.D.,  Omaha; 
Richard  L.  Tollefson,  M.D.,  Wausa;  Hobart  E.  Wallace,  M.D., 
Lincoln  : Dean  C.  Watland,  M.D.,  Omaha  ; Raymond  J.  Wyrens, 
M.D.,  Omaha. 

This  represents  a summation  of  the  activities 
of  the  State  Peer  Review  Committee. 

At  the  present  time,  two  major  problems  that 
confront  Peer  Review  Committees  at  district  and 
state  levels  is  primarily  those  of  fees  and  concur- 
rent care.  Concurrent  care  cases  are  being  sub- 
mitted primarily  by  Medicare  Third  Party  Car- 
riers. They  in  turn  have  the  responsibility  of  fol- 
lowing the  federal  regulations.  The  subject  of 
concurrent  care,  though  not  new,  should  be  dis- 
cussed at  all  county  and  also  the  state  society 
meetings.  The  problems  relating  to  concurrent 
care  have  been  fairly  well  spelled  out  and  informa- 
tion of  a detailed  type  is  available  on  the  request 
by  any  physician  or  medical  society  groups.  It 
would  appear  that  the  only  method  of  getting  to 
as  many  physicians  as  possible  would  be  to  have 
this  be  repeatedly  brought  before  all  of  our  local 
and  state  societies. 

The  subject  of  fees  is  even  more  difficult  since 
it  is  not  a function  of  the  Peer  Review  Commit- 
tee to  establish  fees.  We  note  that  many  of  the 
difficulties  in  the  evaluation  of  fees  revolves 
around  the  definition  of  usual  and  customary.  This 
most  frequently  reflects  the  experience  that  a given 
insurance  carrier  has  with  a specific  procedure. 
Their  own  experience  may  be  somewhat  biased  by 
whether  or  not  their  experience  is  related  to  spe- 
cialists or  non-specialists,  etc.  The  major  problem 
of  fees  still  relates  to  problems  of  communications 
between  the  insurance  companies  providing  cover- 
age, the  employer  who  does  not  properly  infoiTn  his 
employees  as  to  the  coverage  he  has  provided  them, 
and  finally  the  physician  for  not  discussing  the  fees 
and  coverages  with  the  patient.  We  certainly  re- 
spect the  physician’s  right  to  establish  his  profes- 
sional fees.  However,  many  of  the  disputes  occur 
because  the  patient  has  some  type  of  coverage  for 
which  he  feels  will  fully  care  for  his  particular 
problem.  As  we  all  know,  there  are  different 
types  of  insurance  coverages,  and  we  get  back  to 
the  problem  of  the  definition  of  usual  and  customary 
when  in  reality  much  of  the  coverage  is  more  spe- 
cific than  that. 

The  State  Peer  Review  Committee  feels  that  we 
could  go  a long  way  in  avoiding  misunderstandings 
if  better  communication  regarding  fees  was  avail- 
able. 

We  have  made  recommendations  that  the  insur- 
ance company  providing  coverage  be  specific  in 
defining  to  the  patient  what  type  of  coverage  they 
are  providing.  In  those  cases  where  the  coverage 
is  usual  and  customary,  it  should  be  explained  as 
to  what  this  term  means.  They  should  point  out 
that  the  payment  allowed  is  a figure  representing 
a certain  percent  of  all  fees  charged  for  this  type 
of  care,  and  that  it  may  or  may  not  completely  cover 
the  fee  from  a specific  physician.  The  Commit- 
tee also  suggests  that  the  patient  discuss  with  his 
physician  whether  or  not  he  is  willing  to  accept 
this  payment  as  his  total  fee.  This  portion  of  the 
communication  may  have  to  be  initiated  by  the 
physician  since  the  public  is  not  totally  aware  of 
the  problems  related  to  insurance  coverage. 
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The  State  Peer  Review  Committee  requests  con- 
tinuing- support  by  the  House  of  Delegates  of  the 
State  Medical  Association  in  their  efforts  of  Peer 
Review. 

Respectfully  submitted, 
MILTON  SIMONS,  M.D., 
Chairman 

REPORT  OF  THE  SUB-COMMITTEE  ON 
ATHLETIC  INJURIES 

John  E.  Murphy,  M.D.,  Aurom,  Chairman  ; Stanley  M.  Bach, 
M.D..  Omaha  ; Robert  li.  Benthack,  M.D.,  Wayne  : C.  J. 

Cornelius,  Jr..  M.D.,  Sidney;  S.  I.  Fuenning,  M.D.,  Lincoln; 
Paul  Goetowski.  M.D..  Lincoln  ; Richard  W.  Hammer.  M.D., 
Lincoln  ; Jack  K.  Le-wis.  M.D.,  Omaha  ; L.  R.  Smith.  M.D., 
Kearney ; John  G.  Yost.  M.D..  Hastings  ; George  Sullivan, 
R.P.T.,  Lincoln  ; Wayne  Wagner,  A.T.,  Omaha. 

Your  Sub-Committee  on  Athletic  Injuries  has 
continued  to  function  with  a very  successful  sum- 
mer seminar  with  speakers  Doctor  Donald  Cooper, 
team  physician  for  Oklahoma  State  University  and 
Doctor  Katherine  Ley,  President-Elect  of  the  Na- 
tional Association  of  Interscholastic  Athletics  for 
Women.  Program  attendance  was  quite  good  as 
far  as  coaches,  ti'ainers,  and  physical  therapists 
were  concerned,  but  we  were  somewhat  disappointed 
with  the  attendance  of  the  physicians  in  our  own 
state.  For  this  reason,  w'e  are  contemplating  a 
change  in  programming  for  this  particular  annual 
seminar  and  this  will  be  discussed  at  our  next 
committee  meeting. 

We  are  presently  developing  plans  for  the  Sports- 
Medicine  luncheon  held  at  the  time  of  the  annual 
spring  meeting  of  the  Nebraska  Medical  Associa- 
tion. 

No  further  infoiTnation  has  come  from  the  com- 
mittee on  Senator  Delhams’  legislation  concerning 
the  National  Recreational  Health  and  Safety  Act. 
We  continue  to  work  within  our  committee  regard- 
ing our  own  proposal  to  circumvent  this  legislation. 

Respectfully  submitted, 

JOHN  E.  MURPHY,M.D., 
Chairman 

REPORT  OF  AD-HOC  COMMITTEE 

ON  MEMBERSHIP  FOR  HOUSE  OFFICERS 

Warren  G.  Bosley,  M.D.,  Grand  Isl^and,  Chairman ; Robert 
J.  Luby,  M.D..  Omaha  ; Dean  McGee,  M.D..  Lexin^on  : Herbert 
E.  Reese,  M.D..  Lincoln;  Joseph  C.  Scott,  M.D.,  Omaha; 
Stanley  M.  Truhlsen.  M.D..  Omaha ; Patrick  Mahoney,  M.D., 
Resident : Kenton  Shaffer,  M.D.,  Resident. 

This  committee  was  appointed  by  the  Speaker 
of  the  House  of  Delegates  of  the  Nebraska  Medical 
Association  following  adoption  by  the  House  of 
Resolution  #2,  introduced  by  the  Omaha  Medical 
Society,  directing  that  “the  Speaker  of  the  House 
of  the  Nebraska  Medical  Association  House  of  Dele- 
gates appoint  an  Ad-Hoc  Committee  to  study  the 
possibility  of  full  membership  for  House  Officers 
in  the  county  societies  and  state  medical  associa- 
tion.” 

The  Ad-Hoc  Committee  met  on  Wednesday,  Au- 
gust 29,  1973,  at  the  Headquarters  Office  in  Lin- 
coln. Members  of  this  committee  present  were  Drs. 
Warren  G.  Bosley,  Chairman,  Grand  Island;  Joseph 
C.  Scott,  Jr.,  Omaha;  Stanley  M.  Truhlsen,  Oma- 
ha; Kenton  Shaffer,  Resident,  Omaha;  and  Patrick 
Mahoney,  Resident,  Omaha. 

The  Chairman  opened  the  meeting  by  reading 
excerpts  from  the  Constitution  and  By-Laws  of 
the  Nebraska  Medical  Association  concerning  mem- 


bership in  the  Association.  Following  this  there 
was  discussion  of  a Califo}-nia  plan,  which  pro- 
vides for  a separate  organization  for  interns  and 
residents.  This  organization  as  proposed  would 
be  comparable  to  an  established  county  medical 
society  but  would  have  individual  status.  No  mem- 
ber of  the  committee  knew  whether  or  not  this 
plan  had  been  officially  adopted  in  California. 
There  seemed  to  be  general  agreement  among  the 
members  of  the  committee  that  it  is  very  important 
for  young  physicians  to  get  into  oiganized  medicine 
during  their  residency  training,  and  that  at  the 
present  time  there  is  considerable  apathy  among 
this  gi'oup,  as  indicated  by  the  small  number  who 
seem  to  be  getting  involved  in  the  affairs  of  the 
Nebraska  Medical  Association. 

The  Committee  considered  first  the  kinds  of 
membership  which  might  be  offered  to  house  offi- 
cers. There  appeared  to  be  two  kinds  of  mem- 
bership: (1)  A separate  organization  of  house  of- 
ficers, similar  to  that  already  described  in  Cali- 
fornia, or  (2)  Acceptance  of  house  officers  into 
local  county  medical  societies.  These  considera- 
tions inspired  two  questions:  If  there  were  a sep- 

arate organization  would  the  ratio  of  delegate 
membership  now  established  for  county  medical 
societies  also  apply  to  that  house  officer  organ- 
ization ? How  would  the  number  of  delegates  in 
the  Omaha  Medical  Society  be  increased  if  the 
house  officers  were  added  to  their  present  mem- 
bership ? Members  of  the  Committee  agreed  that 
if  the  300  plus  house  officers  now  in  Omaha  were 
added  to  the  Omaha  Medical  Society,  there  would 
certainly  be  an  increase  in  delegate  membership 
from  that  Society.  After  considerable  discussion 
of  these  points,  the  committee  agreed  that  the  house 
officers  should  indeed  be  considered  as  a kind  of 
special  members  because  of  the  comparatively  short 
period  of  time  they  would  be  in  that  particular 
situation;  however,  the  committee  does  believe 
there  is  a need  for  an  organization  for  house  offi- 
cers within  the  framework  of  a county  society.  Dr. 
Mahoney  and  Dr.  Shaffer,  representatives  of  the 
house  officers  from  Creighton  and  from  the  Uni- 
versity of  Nebraska,  estimated  that  between  10  and 
15  percent  of  the  house  officers  in  those  two  insti- 
tutions might  join  the  Omaha  Medical  Society  if 
the  opportunity  w'ere  offered  them.  They  ex- 
pressed the  belief  that  house  officers  are  looking 
for  an  opportunity  to  learn  about  organized  medi- 
cine and  to  discover  how  they  might  relate  to  this 
and  express  their  opinions  through  existing  organ- 
izations. 

After  further  consideration  and  discussion,  the 
committee  came  to  believe  that  a ratio  of  one  dele- 
gate to  every  50  house  officers  was  appropriate, 
with  a minimum  of  two  representatives  from  each 
of  the  two  training  programs.  The  committee 
noted  that  the  By-Laws  now  provide  for  a total 
of  four  student  representatives  in  the  House  of 
Delegates.  As  a final  point,  the  committee  con- 
sidered the  mattei-  of  membership  dues  for  house 
officers.  It  was  stated  to  the  committee  that  if 
these  house  officers  were  required  to  pay  regular- 
dues,  certainly  few  would  join,  and  the  commit- 
tee believes  that  state  dues  should  be  $15  a year 
for  this  group. 

In  summary,  the  Ad-Hoc  Committee  for  House 
Officers  makes  the  following  recommendations  to 
the  House  of  Delegates: 
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1.  The  Committee  recommends  that  house  offi- 
cers be  admitted  as  full  members  of  the  Ne- 
braska Medical  Association  with  full  member- 
ship benefits. 

2.  The  Committee  recommends  that  the  mech- 
anism for  membership  be  through  the  local 
county  medical  societies. 

3.  The  Committee  recommends  that  each  train- 
ing program,  Creighton  University  and  the 
University  of  Nebraska  College  of  Medicine, 
have  no  less  than  two  delegates,  and  a maxi- 
mum of  one  delegate  for  each  50  house 
officer  members. 

4.  The  Committee  recommends  that  the  state 
dues  for  house  officers  be  set  at  $15  a year. 

Respectfully  submitted, 
WARREN  G.  BOSLEY,  M.D., 
Chairman 

REPORT  OF  THE  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

Warren  Bosley,  M.D.,  Grand  Island.  Chairman : Robert  F. 
Getty,  M.D..  North  Platte : Hodson  A.  Hansen.  M.D.,  Lincoln ; 
L.  Palmer  Johnson.  M.D.,  Lincoln ; J.  A.  McMillan,  M.D., 
Hastings  : William  L.  Rumbolz,  M.D.,  Omaha  ; Linda  B.  Glenn, 
Student. 

The  Maternal  and  Child  Health  Committee  met 
on  September  20,  1973,  at  the  N.M.A.  Headquar- 
ters Office  in  Lincoln,  Nebraska. 

The  Committee  considered  an  inquiry  from  a 
physician  in  a semi-rural  practice,  asking  whether 
a nurse  may  carry  out  certain  types  of  injectable 
obstetrical  anesthesia.  The  Committee  was  un- 
able to  say  that  this  was  prohibited  by  law,  and 
suggested  that  local  hospital  rules  should  be  re- 
viewed. Guidelines  for  the  administration  of  anes- 
thetics by  nurses,  which  have  been  agreed  to  by 
the  N.M.A.  and  N.N.A.,  were  forwarded  to  the 
physician  making  the  inquiry. 

The  Committee  also  has  been  asked  by  the  Ma- 
ternal Mortality  Committee  of  the  Oklahoma  Med- 
ical Association  to  provide  them  with  information 
about  the  maternal  mortality  study  in  Nebraska. 
The  Chairman  of  the  Committee  was  asked  to  an- 
swer this  request. 

At  the  last  meeting,  the  Committee  began  to 
consider  the  problem  of  teenage  pregnancy  and 
nutrition  in  the  teenage  patient,  and  this  considera- 
tion was  continued  at  this  meeting.  The  obstetri- 
cian member's  of  the  committee  were  unable  to 
identify  a particular  problem  in  the  management 
of  teenage  pregnancies.  They  believe  that  gen- 
erally the  teenage  patient  does  present  herself 
early  in  pregnancy  usually  to  get  an  early  di- 
agnosis, and  so  becomes  accessible  to  good  ob- 
stetric management.  It  appears  that  they  repre- 
sent reasonably  well  the  practice  of  obstetrics  in 
Nebraska.  The  committee  will  solicit  other  opinions 
on  this  matter  from  other  physicians  around  the 
state  in  an  effort  to  get  a broader  opinion  whether 
or  not  there  is  a problem  in  the  management  of 
teenage  pregnancies.  The  student  member  of  the 
committee,  who  attends  the  University  of  Nebraska 
College  of  Medicine,  was  unable  to  comment  on 
whether  or  not  there  does  exist  a specific  problem 
in  this  area  at  the  University  Hospital.  All  mem- 
bers of  the  committee  agreed  that  counselling  the 
teenage  pregnant  patient  is  a very  large  portion 
of  her  care  and  that  this  should  be  taken  very  seri- 


ously by  the  physician  to  whom  she  comes.  The 
committee  does  believe  that  the  teenage  patient 
should  not  have  to  encounter  undue  difficulty 
in  continuing  her  formal  education  and  urges  the 
physicians  of  the  state  to  determine  how  this 
problem  is  handled  in  their  own  school  district. 
The  Committee  suggested  that  the  physicians  may 
be  able  to  work  with  the  schools  to  arrange  a suit- 
able plan  to  keep  these  young  people  in  school  so 
that  their  education  does  not  suffer,  and  they 
are  not  forced  to  drop  out  of  school.  The  com- 
mittee agrees  with  the  general  belief  that  nutrition 
in  the  teenager  is  a serious  problem  throughout  the 
country,  and  the  committee  is  eager  to  work  with 
the  State  Health  Department  in  promoting  a pro- 
gram of  good  nutrition  for  all  the  people  in  our 
state,  and  especially  for  young  people. 

The  Committee  considered  a letter  from  the 
State  Department  of  Health  regarding  a promo- 
tional program  for  immunizations.  This  proposal 
will  urge  immunizations  through  the  usual  chan- 
nels and  does  not  focus  on  mass  clinics.  The  pro- 
motion originates  apparently  at  the  fedei'al  level, 
and  all  states  have  been  urged  to  make  October 
an  immunization-action  month.  Although  the  exact 
figures  are  subject  to  some  question,  it  does  ap- 
pear that  thei'e  are  a number  of  children  in  Nebraska 
who  are  not  adequately  protected  against  diph- 
theria, tetanus,  pertussis,  polio,  measles,  and  ru- 
bella. This  pi'omotion  will  be  made  through  the 
usual  media,  and  physicians  should  be  prepared  to 
respond  to  their  patients’  questions  about  it.  The 
last  report  of  this  Committee  included  a suggested 
immunization  schedule,  which  might  be  referred 
to  in  this  regard. 

The  Chairman  presented  to  the  Committee  a 
pi'oposal  that  the  Nebraska  Medical  Association 
seek  legislation  to  include  in  all  health  insurance 
contracts  a provision  for  mandatory  coverage  for 
the  new-born  infant  from  the  time  of  birth.  Some 
conti'acts  presently  written  do  include  this  provi- 
sion, and  others  offer  it  as  elective  coverage. 
Some  contracts  do  not  offer  it  at  all,  beginning  at 
14  or  21  days  of  age.  A law  has  been  adopted  in 
Louisiana  which  makes  this  coverage  mandatory, 
and  a copy  of  the  law  was  available  to  the  com- 
mittee. The  Committee  believes  this  proposal  may 
have  some  merit  and  suggests  that  the  legal  coun- 
sel of  the  N.M.A.  be  asked  to  review  this  sample 
law  and  comment  on  the  possibility  of  introducing 
such  legislation  in  the  Nebraska  Legislature. 

On  the  day  following  the  meeting  of  the  M.C.H. 
Committee,  the  Chairman  of  the  Committee  at- 
tended a conference  concerned  with  teenage  preg- 
nancy and  child-rearing.  The  meeting  was  held 
at  The  Nebraska  Center  of  the  University  of  Ne- 
braska. Representatives  at  the  conference  were 
from  the  Legislature,  the  Department  of  Health, 
the  Department  of  Education,  the  University  of 
Nebraska,  certain  child  care  organizations,  and 
several  others  with  valid  concern  in  this  area.  Most 
of  the  day  was  spent  considering  the  problem  of 
teenage  pregnancy  in  Nebraska  and  discussing  the 
possibility  of  organizing  a larger  conference  to 
deal  with  this  problem.  Plans  were  made  to  im- 
plement such  a larger  conference,  to  be  held  in 
about  three  months.  The  Chairman  of  the  M.C.H. 
Committee  suggests  that  the  Nebraska  Medical 
Association  consider  being  listed  as  a sponsor  of 
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this  conference  and  assist  in  such  matters  as 
mailing,  printing,  and  expenses  of  a moderate 
amount. 

The  Maternal  and  Child  Health  Committee  rec- 
ommends adoption  of  this  report. 

Respectfully  submitted, 
WARREN  BOSLEY,  M.D., 
Chairman 

REPORT  OF  THE  POLICY  COMMITTEE 

John  D.  Coe,  M.D.,  Omaha,  Chairman  ; James  H.  Dunlap, 
M.D.,  Norfolk  ; Frank  P.  Stone.  M.D.,  Lincoln  : Roger  D.  Mason, 
M.D.,  McCook  ; J.  Whitney  Kelley,  M.D..  Omaha. 

Your  Policy  Committee  held  several  meetings  in 
formal  session  since  the  April  Session  of  the  House 
of  Delegates.  The  committee’s  efforts  have  been 
focused  on  representing  the  N.M.A.  member  in  the 
most  beneficial  manner  attainable. 

The  committee  presents  the  following  items 
which  have  been  considered  for  the  information  of 
the  House  of  Delegates  and  the  N.M.A.  member- 
ship in  general. 

Item  I.  In  mid-August  the  Regional  Office  of 
HEW  scheduled  a hearing  in  Omaha  for  purposes 
of  receiving  input  regarding  the  geographical 
boundaries  to  be  included  for  the  PSRO  in  the  State 
of  Nebraska.  The  N.M.A.  was  represented  at  that 
hearing  and  related  the  action  of  the  House  of 
Delegates  which  specified  that  if  and  when  a PSRO 
was  developed  for  the  State  of  Nebraska  it  should 
be  one  statewide  PSRO.  Members  of  allied  health 
agencies  in  attendance  agreed  with  this  concept 
and  spoke  to  this  recommendation.  No  information 
has  been  received  to  date  regai-ding  the  decision 
that  will  be  made  by  the  Secretary  of  HEW  in  this 
regard. 

Item  II.  The  Policy  Committee  in  keeping 
abreast  of  Public  Hearings  being  carried  on  by 
the  Legislature’s  Public  Health  Committee  on  the 
subject  of  HMO’s.  There  will  no  doubt  be  enabling 
legislation  in  the  1974  Legislature.  The  Policy  Com- 
mittee is  aware  of  this  situation  and  will  report 
in  more  detail  when  sufficient  data  is  available. 

Item  III.  Pre-admission  certification  for  Federal 
Health  Programs  was  initially  proposed  by  the  De- 
pai-tment  of  HEW  and  then  withdrawn  prior  to  im- 
plementation. Should  proposed  regulations  be 
published  in  the  Federal  Register,  the  Policy  Com- 
mittee will  voice  its  opposition  to  such  a proposal. 

Item  IV.  The  committee  nominated  Doctor  Roger 
Mason  to  the  A.M.A.’s  Council  on  Rural  Health. 
The  recommendation  is  made  to  the  A.M.A.  Board  of 
Trustees. 

Item  V.  The  Policy  Committee  recently  met  with 
representatives  of  the  State  Department  of  Public 
Welfare.  The  primary  item  on  the  agenda  con- 
cerned discussions  of  mutual  interest  regarding  the 
current  Medicaid  program.  Seveial  problems  en- 
countered by  the  Department  were  presented  to  the 
committee  and  recommendations  were  made  in  an 
effort  to  achieve  better  communication  and  resolve 
some  of  the  problem  areas  which  have  arisen. 

Item  VI.  The  committee  met  with  representatives 
of  Mutual  of  Omaha  for  purposes  of  discussing  the 
current  operation  of  the  Medicare  Program. 

Item  VII.  Representatives  of  the  Nebraska  Bar 
Association  have  contacted  the  N.M.A.  regarding 


the  benefits  of  forming  a joint  medicolegal  review 
committee.  This  committee  would  review  potential 
professional  liability  problems  prior  to  their  reach- 
ing the  courts.  There  are  many  aspects  of  such  an 
arrangement  and  the  committee  has  offered  the 
services  of  N.M.A.  legal  counsel  to  meet  with  those 
representing  the  Bar  Association  in  an  effort  to 
determine  the  feasibility  of  such  an  arrangement. 
More  information  on  this  regard  will  be  presented 
at  a future  session  of  tbe  House  of  Delegates. 

Item  VIII.  The  committee  has  spent  time  re- 
viewing several  physician  practice  problems  that 
have  arisen.  In  an  effort  to  achieve  better  com- 
munications between  the  N.M.A.  and  those  statutor- 
ially  I'esponsible  for  resolving  problem  areas  that 
develop,  the  Policy  Committee  recommends  that  the 
Chairman  of  the  Board  of  Councilors  appoint  a 
member  of  the  Board  of  Medical  Examiners  to  the 
Council  on  Professional  Ethics  in  an  ex-officio  ca- 
pacity. This  would  seiwe  to  bring  together  repre- 
sentatives of  those  agencies  and  committees  which 
are  faced  with  problems  that  develop  in  an  effort 
to  resolve  problems  in  the  most  expedient  manner 
possible. 

The  committee  has  had  a very  busy  agenda  since 
its  last  report  to  the  House  of  Delegates  and  stands 
ready  to  accept  additional  items  that  may  be  pre- 
sented at  this  Session. 

Respectfully  submitted, 

JOHN  D.  COE,  M.D., 

Chairman 

REPORT  OF  THE  MEDICAL  SERVICES 
PLANNING  COMMITTEE 

Richard  A.  Cottingham,  M.D..  McCook,  Chairman  ; C.  J. 
Cornelius.  Jr.,  M.D.,  Sidney  ; F.  H.  Hathaway,  M.D.,  Lincoln  ; 
James  C.  Ramsay,  M.D.,  Atkinson  : Stanley  M.  Truhlsen, 

M.D.,  Omaha. 

Following  conclusion  of  the  1973  Annual  Session, 
a new  standing  committee  was  proposed,  and  mem- 
bers selected.  This  committee  with  the  sanction 
of  the  Board  of  Councilors  and  hopefully  the 
House  wishes  to  be  termed  the  Medical  Seiwices 
Planning  Committee.  Functions  of  this  committee 
are  to  include,  but  not  be  limited  to  the  following: 
(1).  Develop  and  continually  update  a plan  for  total 
medical  care  services  in  Nebraska.  (2)  Seek  coun- 
sel and  recommendations  for  the  Nebraska  Medical 
Association'  Guidelines  for  Medical  Care  Seiwices 
Planning  in  Nebraska  from  all  groups,  public  and 
private,  interested  and  involved  in  health  care  and 
its  delivery,  and  (3)  Provide  an  ongoing  critique 
on  the  Nebraska  Health  Project  Guidelines  and  pre- 
sent recommendations  for  improvement  of  same  to 
the  Comprehensive  Health  Planning  Advisory  Com- 
mittee and  Comprehensive  Health  Planning  “A” 
and  “B”  Agencies  as  appropriate. 

The  committee  met  recently  and  its  members  are 
in  agreement  that  we  will  initially  attempt  to  con- 
tact each  physician  in  Nebraska  seeking  informa- 
tion to  specifically  delineate  medical  care  prob- 
lems as  the  physician  sees  them.  We  believe  a 
local  determination  of  needs  is  of  most  value.  We 
bope  to  prepare  an  unbiased  fonn  or  questionnaire 
which  may  help  in  bringing  medical  care  problems 
to  light  and  we  have  requested  the  assistance  of 
the  respective  Councilor  to  meet  with  County  Med- 
ical Societies  in  his  geographic  area  and  aid  us  in 
obtaining  completed  questionnaires.  Our  current 
plans  include  compilation  of  similar  data  from  non- 
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medical  sources  and  may  include  utilization  of 
questionnaires  offered  to  the  public  through  mail- 
ings, newspapers,  magazines  or  other  publications. 

Realizing  the  problems  will  be  diverse  and  vary- 
ing as  is  the  geography  and  urbanization  pattern 
of  the  state  this  committee  will  attempt  to  identify 
the  problems  and  propose  solutions.  This  will  be 
an  ongoing  study  and  attempts  will  be  made  to 
amalgamate  solutions  within  available  technology, 
personnel  and  funding. 

Much  work  along  these  lines  has  gone  on  in 
the  past  in  the  Nebraska  Medical  Association, 
largely  on  an  individual  problem  basis.  This  new 
approach  establishes  a timely,  formal,  and  continu- 
ing mechanism  to  help  solve  the  varied  problems 
of  the  individual  practitioner  and  community. 

We  realize  that  any  plans  or  guidelines  for  medi- 
cal services  in  Nebraska  cannot  remain  static  and 
will  require  constant  revision  where  desireable. 
Hopefully  we  may  remain  sufficiently  abreast  of 
what  and  where  the  problems  are,  and  convey  our 
concerns  in  timely  meetings  with  key  groups  of 
Legislators  at  the  inception  of  their  sessions. 

The  committee  may  be  enlarged,  and  proposals 
are  pending  to  assign  alternate  committee  members 
from  various  geographic  areas,  to  insure  continuity. 
We  hope  all  County  Medical  Society  Presidents  and 
Secretaries  will  consider  themselves  ad-hoc  consult- 
ants to  this  committee  and  we  greatly  appreciate 
effort  on  their  part  to  assist  us  in  reaching  the 
individual  physician  for  input. 

Members  of  the  committee  will  participate  in  a 
two-day  seminar  sponsored  by  the  Comprehensive 
Health  Planning  Agency  in  early  December. 

Respectfully  submitted, 

RICHARD  A.  COTTINGHAM,  M.D., 
Chairman 

Report  of 

Board  of  Councilors 

The  Fall  Session  of  the  Board  of  Councilors  was 
held  October  5,  1973,  at  the  Holiday  Inn,  Kearney, 
Nebraska.  The  following  members  were  present: 
Drs.  H.  C.  Stewart,  Pawnee  City;  Robert  Sorensen, 
Fremont;  Houtz  Steenburg,  Aurora;  Hiram  Walker, 
Keamey;  Fred  J.  Rutt,  Hastings;  and  John  D, 
Coe,  President,  Omaha. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  Steenburg.  Inasmuch  as  a quoram  was 
not  present.  Dr.  Steenburg  asked  approval  of  the 
Councilors  to  consider  Dr.  James  H.  Dunlap, 
President-Elect,  and  Dr.  Chas.  Landgraf,  Vice 
Speaker  of  the  House  of  Delegates,  as  members 
of  the  Boaid  of  Councilors  with  voting  rights. 
This  was  approved. 

Dr.  Steenburg  called  for  the  election  of  a Chair- 
man of  the  Board  of  Councilors.  It  was  moved  that 
Dr.  Steenburg  be  reelected  as  Chairman,  and  this 
W'as  approved. 

Election  of  a Secretary  of  the  Board  of  Councilors 
was  called  for,  and  it  was  moved  that  Dr.  Alderman 
be  reelected  as  Secretary.  This  was  approved. 

Dr.  Steenburg  called  for  approval  of  the  Annual 
Session  minutes  of  the  Board  of  Councilors,  which 
were  printed  in  the  July,  1973,  issue  of  the  Ne- 


braska Medical  Journal,  and  these  were  approved 
as  printed. 

Dr.  Steenburg  called  for  consideration  of  the 
reports  as  they  appeared  in  the  Handbook. 

In  considering  the  report  of  the  Constitution  and 
By-Laws  Committee,  there  was  discussion  regard- 
ing the  Health  Planning  Committee.  Dr.  Cotting- 
ham.  Chairman  of  this  committee,  requested  that 
the  name  of  this  committee  be  changed  to  the 
Medical  Services  Planning  Committee.  This  was 
approved. 

Dr.  Cottingham  told  the  Councilors  that  the  com- 
mittee hoped  to  have  input  from  all  physicians 
in  the  State  of  Nebraska  as  to  what  the  problems 
are  with  the  delivery  of  medical  care  to  the  citizens 
of  Nebraska.  He  said  that  it  would  be  a vast  prob- 
lem to  reach  everyone,  and  it  was  hoped  that  each 
member  could  be  contacted  through  the  county 
medical  societies.  Dr.  Cottingham  said  that  he 
would  like  to  enlist  the  help  of  the  Board  of  Coun- 
cilors, and  asked  that  the  Councilors  meet  with  the 
county  medical  societies  and  help  gather  this  data 
for  the  committee.  This  was  approved. 

There  was  also  discussion  regarding  the  use 
of  the  words,  “health  care”  in  the  proposed  defini- 
tion of  the  Medical  Services  Planning  Committee. 
It  was  moved  that  the  following  changes  be  made: 

In  #1,  delete  the  words,  “total  health  care,”  and 
substitute  the  following  words,  “medical  services.” 
This  would  then  read:  “Develop  and  continually 

update  a plan  for  medical  services  in  Nebraska.” 

In  #2,  delete  the  words,  “Health  Care,”  and  sub- 
stitute the  words,  “Medical  Services  Health  Plan- 
ning.” This  would  then  read:  “Seek  counsel  and 

recommendation  for  the  Nebraska  Medical  Associa- 
tion Guidelines  for  Medical  Seiwices  Planning  in  Ne- 
braska from  all  groups,  public  and  private,  inter- 
ested and  involved  in  health  care  and  its  delivery.” 

These  changes  were  approved  by  the  Councilors. 

In  considering  the  report  of  the  Ad-Hoc  Com- 
mittee on  Membership  for  House  Officers,  there 
was  discussion  as  to  whether  House  Officers  should 
be  considered  special  members  or  members  of  the 
county  medical  society.  Dr.  Steenburg,  Chairman 
of  the  Constitution  and  By-Laws  Committee,  asked 
that  the  Reference  Committee  of  the  House  of 
Delegates  considering  this  report  give  some  direc- 
tion as  to  the  desired  wording  for  the  Constitution 
and  By-Laws. 

All  other  reports  in  the  Handbook  were  approved 
as  presented.  Resolutions  #1  through  #6,  were 
also  approved  as  printed  in  the  Handbook. 

The  list  of  50-Year  Practitioners  and  the  requests 
for  Life  Membership  were  also  approved  as  read. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Report  of 

House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was 
held  October  6,  1973,  at  the  Holiday  Inn,  Kearney, 
Nebraska.  The  meeting  was  called  to  order  by  the 
Speaker  of  the  House,  Dr.  Harry  W.  McFadden. 
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The  call  for  a quorum  showed  55  delegates  pres- 
ent, and  the  House  was  declared  in  session. 

The  Speaker  called  for  approval  of  the  Annual 
Session  minutes,  which  were  printed  in  the  July, 
1973,  issue  of  the  Nebraska  Medical  Journal. 
These  were  approved  as  printed. 

The  following  oral  reports  were  presented  to 
the  House: 

Dr.  Henry  Smith,  Dii’ector,  State  Department 
of  Health 

Dr.  Francis  Land,  representing  the  University 
of  Nebraska  Medical  Center 

Dr.  Joseph  Holthaus,  Dean,  Creighton  Univer- 
sity School  of  Medicine 

Dr.  John  D.  Coe,  President,  made  the  following 
presentation  to  the  House : 

“In  my  Presidential  Address  last  May,  I alluded 
that  organized  medicine  faced  many  serious  chal- 
lenges and  problems.  I also  indicated  that  it  seemed 
most  urgent  for  us  to  define  these  problems  before 
we  attempt  to  solve  them.  I want  to  define 
some  of  these  problems  in  hopes  that  we  can 
set  into  motion  a plan  of  action. 

“One  of  our  most  urgent  issues,  as  I see  it,  is 
membership  both  local,  state,  and  national,  with 
particular  emphasis  on  the  latter  category.  Since 
we  removed  mandatory  membership  in  A.M.A.  in 
1971,  our  A.M.A.  membership  dropped  from  1,222 
to  995  as  of  this  date.  If  it  were  not  for  the  fact 
that  we  can  count  Life  Membership  in  the  A.M.A., 
we  would  have  lost  an  A.M.A.  Delegate  in  1973. 
This,  gentlemen,  is  in  my  opinion,  serious  business. 
Membership  loss  cannot  be  traced  to  any  one  age 
group  or  locality.  I suspect  if  we  were  to  ask 
why,  of  these  non-members,  some  would  say  it 
costs  too  much.  Another  and  more  larger  group 
are  those  who  say  ‘The  A.M.A.  does  not  repre- 
sent me.’  Then  there  is  probably  a third  group 
who  feel  that  the  A.M.A.  has  nothing  to  offer  them 
because  they  are  in  a salaried  position.  There  are 
probably  other  reasons,  but  the  aforementioned 
categories  probably  cover  the  greater  share  of  non- 
members’ opinions. 

“Well,  what  do  we  do  about  it?  For  a start, 
I feel  we  are  going  to  have  to  sell  organized  medi- 
cine to  the  new  physicians,  the  former  members, 
and  the  ones  who  feel  they  do  not  need  organized 
medicine.  The  day  is  past  when  physicians  will 
walk  into  a county  society  office  and  plunk  down 
their  dues  check.  This  is  why  I bring  this  matter 
to  you  today,  because  without  your  support  and  par- 
ticipation, and  I emphasize  the  latter,  this  matter 
will  go  nowhere.  We  must  get  our  colleagues  to 
unite  with  us  all  the  way,  and  this  cannot  be  ac- 
complished unless  it  is  on  a one-to-one  basis.  This 
is  a difficult  challenge,  but  I hope  you  will  be 
willing  to  help  me  in  meeting  it.  I have  recently 
prepared  a Councilor  District  roster  for  each  N.M.A. 
Councilor  indicating  the  non-members  of  the  N.M.A. 
and  A.M.A.  in  each  Councilor  District.  I feel  that 
all  these  non-members  should  be  contacted  person- 
ally. To  accomplish  this  task  will  not  be  easy.  If 
you  want  to  use  local  medical  society  members, 
fine.  The  important  objective  is  to  contact  them 
and  use  every  means  of  persuasion  to  encourage 
their  participation  in  our  organization.  According 
to  the  records  at  the  Headquarters  Office,  there  are 


199  non-members  of  the  N.M.A.  and  463  non- 
members of  A.M.A.  The  task  is  great,  the  time  is 
now,  the  need  is  imperative  and  I know  we  will 
meet  the  challenge. 

“Next,  I cannot  in  good  conscience  ignore  the 
gi’owing  activity  of  PSRO.  I wish  to  reiterate  here 
again  that  my  comments  and  discussions  of  this 
subject  are  in  no  way  meant  to  circumvent  the  ac- 
tivity of  the  Ad-Hoc  Committee  nor  influence 
their  deliberations.  I think  it  is  important  that  all 
of  you  as  opinion  leaders  in  this  Association  take 
the  time  to  become  aware  of  the  provisions  of 
Public  Law  92-603. 

“There  is  much  action  going  on  today  relative 
to  PSRO,  all  the  way  from  the  actual  establish- 
ment of  organizations  to  handle  PSRO’s  in  various 
states  to  a suit  which  has  been  filed  by  the  Amer- 
ican Association  of  Physicians  and  Sm-geons  chal- 
lenging the  legality  of  this  portion  of  the  law.  One 
phase  has  ah’eady  taken  place,  and  that  is  the 
hearing  of  the  13th  of  August  held  by  the  District 
IV  Health,  Education,  and  Welfare  office  for  the 
specific  purpose  of  designating  the  area  wide  desig- 
nation of  PSRO  in  Nebraska.  As  most  of  you  prob- 
ably know,  the  Nebraska  Medical  Association  did 
make  a statement  at  this  hearing  and  recommended 
that  any  PSRO  in  Nebraska  be  established  on  a 
state-wide  basis  in  keeping  with  the  directions  of 
the  House  of  Delegates.  This  action  was  taken  in 
light  of  the  law  which  requires  that  the  Secretary 
of  Health,  Education,  and  Welfare  establish  area 
designations  for  PSRO  by  January  1,  1974.  The 
next  challenge,  of  course,  in  this  lies  in  the  estab- 
lishment of  an  organization,  as  the  law  says  there 
must  be,  a PSRO  established  by  1976  and  function- 
ing in  every  state  in  the  union.  What  our  role  in 
this  particular  activity  will  be  remains  to  be  seen, 
and  it  is  my  hope  that  definitive  direction  will 
be  given  to  us  by  our  Ad-Hoc  Committee  which 
has  a critical  challenge  in  this  important  area. 

“My  next  concern  is  that  of  the  continued  de- 
mand for  physicians.  Our  physician  population  has 
kept  up  with  the  pace  of  citizen  growth  in  our 
state.  Where  is  the  problem,  how  big  is  it,  and 
what  can  we  do  about  it?  It  appears  our  big- 
gest problem  is  that  of  physician  distribution. 
However,  there  is  one  thing  that  is  obvious  to 
me  and  I am  sure  you  will  agree.  Nebraska  is  not 
a state  which  imports  a lot  of  its  people.  We  rely 
on  those  who  train  in  our  State.  Our  medical 
schools  are  doing  a tremendous  job  in  increas- 
ing their  classes  of  new  students.  During  the 
student’s  training  period,  we  must  find  ways  of 
encouraging  him  to  remain.  As  a medical  associa- 
tion, I would  like  to  see  us  have  more  opportunity 
to  contact  the  students  to  tell  them  about  medicine 
in  Nebraska.  I feel  such  contacts  would  be  invalu- 
able in  encouraging  these  neople  to  remain  after 
they  complete  their  training.  We  at  this  time 
have  a limited  contact  with  students  in  the  House 
of  Delegates.  Our  student  membership  program, 
in  operation  for  two  years,  is  not  what  I would 
say  encouraging.  In  1972,  73  students  from  the 
University  of  Nebraska  and  12  students  from 
Creighton  joined  as  student  members.  In  1972- 
73,  University  of  Nebraska  members  were  37  and 
Creighton  members  were  7.  Likewise,  the  Asso- 
ciation Membership  for  house  officers  from  the 
two  universities  has  not  been  too  active.  There 
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is  no  question  the  student  in  the  three-year  train- 
ing program  needs  every  available  hour  for  study. 
Still  it  seems  that  the  students  should  also  have 
knowledge  of  the  outside  issues  which  will  face 
them  when  they  become  physicians. 

“In  line  with  this,  I have  received  information 
on  a program  from  the  American  Medical  Associa- 
tion which  proposes  establishment  of  local  work- 
shops of  two  days  duration  for  new  physicians  which 
will  be  a cooperative  program  with  the  AMA-ERF 
and  the  state  medical  society.  These  woi’kshops 
have  been  established  in  seven  areas  of  the  coun- 
try and  can  be  of  importance  because  they  have 
helped  young  doctors  with  timely  interest  to  prob- 
lems for  which  they  have  no  active  training.  It 
provides  the  new  physician  with  a first  impression 
of  his  medical  society. 

“In  addition,  it  seems  imperative  to  me,  and  I 
should  have  spoken  about  this  earlier,  that  we  also 
educate  all  of  the  new  members  who  come  into  the 
medical  association.  Many  states  hold  an  orientation 
progi'am  which  is  mandatory  for  the  new  member 
to  attend  before  he  I’eceives  his  active  dues  card. 
We  could  implement  such  a program  which  could 
be  made  available  to  new  members  at  either  the 
Annual  or  Fall  Session. 

“I  will  conclude  my  remarks  with  the  challenge 
to  you  once  again.  Organized  medicine  is,  in  my 
opinion,  the  life  blood  of  the  physician.  We  must 
use  every  means  available  to  us  to  assure  that 
every  physician  participates  and  contributes  his 
portion  to  seeing  that  medicine,  as  we  feel  is  best 
practiced,  is  continued  in  Nebraska.  I thank  you.” 

The  Chair  directed  the  remarks  of  Dr.  Coe  be 
referred  to  Reference  Committee  #1. 

The  selection  of  members  for  the  Reference  Com- 
mittees were  read  to  the  House  and  approved. 

The  following  assignment  of  reports  and  resolu- 
tions in  the  Handbook  were  made: 

Reference  Committee  #1 

Report  of  Board  of  Dii’ectors 
Report  of  Executive  Secretary 
Report  of  Editor 
Repoi't  of  Policy  Committee 
Reference  Committee  #2 

Report  of  Delegate  to  A.M.A. 

Resolution  #2  — Patient-Physician  Agreements 
Resolution  #5  — Opposition  to  Report  B,  Council 
on  Long-Range  Planning 

Reference  Committee  #3 

Report  of  Ad-Hoc  Committee  on  PSRO 
Report  of  Constitution  and  By-Laws  Committee 
Report  of  Geriatrics  Committee 
Resolution  #6  — ■ Support  of  HR  9375,  Repeal 
of  PSRO 

Reference  Committee  #4 

Report  of  Health  Education  Committee 
Report  of  Insurance  and  Prepayment  Medical  Care 
Committee 

Report  of  Mental  Health  Committee 
Resolution  #4  — Catastrophic  Insurance  Coverage 
Reference  Committee  #5 

Report  of  Public  Relations  Committee 


Report  of  Relative  Value  Study  Committee 

Report  of  Maternal  and  Child  Health  Committee 

Resolution  #1  — Unit  Values,  Relative  Value 
Study 

Resolution  #3  — Dr.  Leininger’s  Tenure  as  Dele- 
gate to  A.M.A. 

Reference  Committee  #6 

Report  of  Rural  Medical  Services  Committee 

Report  of  Peer  Review  Committee 

Repoi-t  of  Sub-Committee  on  Athletic  Injuries 

Report  of  Ad-Hoc  Committee  on  House  Officer 
Membership 

The  Speaker  called  for  i-esolutions  from  the  floor, 
and  the  following  were  presented: 

Resolution  #7  — Inti’oduced  by  Dr.  McWhorter, 
from  the  Omaha  Medical  Society.  Re:  P.L.  92-603, 
Section  227.  This  was  referred  to  Reference  Com- 
mittee #2. 

Resolution  #8  — Introduced  by  Dr.  Colon,  from 
the  Saline  County  Medical  Society.  Re:  Ethical 
Status  of  Practice  of  Surgery  in  Rural  Areas.  This 
was  referred  to  Reference  Committee  #5. 

Dr.  McFadden  read  the  list  of  50-year  practi- 
tioners and  the  requests  for  Life  Memberships, 
and  these  were  referred  to  Reference  Committee 
#4. 

An  oral  report  was  presented  by  Dr.  Cotting- 
ham.  Chairman  of  the  Medical  Services  Planning 
Committee,  and  this  was  referred  to  Reference 
Committee  #3. 

Dr.  Cornelius  commented  that  the  Nebraska  Re- 
gional Medical  Program  had  not  submitted  a re- 
port to  this  session  of  the  House.  The  House  asked 
that  a report  be  submitted  at  the  spring  meeting 
of  the  House  of  Delegates. 

Dr.  Kelley  told  the  House  he  would  like  to  see 
a better  relationship  between  the  medical  students 
and  organized  medicine,  and  would  like  this  referred 
to  a Reference  Committee  for  further  discussion. 
This  was  referred  to  Reference  Committee  #1,  and 
Dr.  McFadden  requested  that  student  delegates 
who  were  interested  in  this  matter  appear  at  the 
Reference  Committee. 

Following  announcements,  the  meeting  was  re- 
cessed until  Sunday  morning. 

SECOND  SESSION 

The  second  session  of  the  House  of  Delegates 
was  held  October  7,  1973.  The  meeting  was  called 
to  oi'der  by  Dr.  Landgraf,  Vice  Speaker  of  the 
House  of  Delegates. 

The  call  for  a quoi-um  showed  47  delegates  pres- 
ent, and  the  meeting  was  declared  in  session. 

Dr.  Landgraf  called  for  approval  of  the  minutes 
of  the  first  session,  which  were  printed  and  in  the 
hands  of  all  delegates.  These  were  approved  as 
printed. 

An  oral  report  was  presented  to  the  House  by 
Mrs.  J.  Whitney  Kelley,  Nebraska  Chairman  for 
AMA-ERF. 

Reports  of  the  Reference  Committees  were  called 
for  and  the  following  were  presented: 
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Reference  Committee  #1 

Reference  Committee  #1  considered  six  reports. 
The  Reference  Committee  submits  the  following  re- 
port and  recommendations. 

(1)  Report  of  the  Board  of  Directors 

Your  Reference  Committee  reviewed  the  report. 
The  report  is  interpreted  as  an  interim  report  for 
informational  purposes. 

RECOMMENDATION 

Your  Reference  Committee  recommends  accept- 
ance of  this  report. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(2)  Report  of  the  Executive  Secretary 

On  reviewing  the  report,  it  would  appear  that 
the  activities  of  the  Association  continue  to  pro- 
vide a challenge  to  the  Executive  Secretary.  The 
Reference  Committee  would  like  to  take  this  op- 
portunity to  express  its  gratitude  to  Mr.  Kenneth 
Neff  and  Mr.  William  Schellpeper  along  with  the 
office  staff  for  a “job  well  done.” 

RECOMMENDATION 

Your  Reference  Committee  recommends  accept- 
ance of  this  report. 

Mr.  Speaker,  I move  the  adoption  of  this  sec- 
tion of  the  report  of  your  Reference  Committee. 
This  was  approved. 

(3)  Report  of  the  Editor,  Nebraska 

Medical  Journal 
RECOMMENDATION 

Your  Reference  Committee  recommends  the  ac- 
ceptance of  the  report.  We  would  also  like  to  com- 
mend Dr.  Frank  Cole  for  his  accomplishments  in 
editing  the  Journal.  It  is  certainly  significant  that 
he  has  been  recently  appointed  to  the  National  Ad- 
visory Group,  a committee  of  five  that  determines 
policies  affecting  advertising  in  all  state  medical 
journals. 

Mr.  Speaker,  I move  the  adoption  of  this  sec- 
tion of  your  Reference  Committee  report.  This 
was  approved. 

(4)  Report  of  the  Policy  Committee 

Discussion  in  your  Reference  Committee  concerned 
Item  II,  relative  to  HMD  legislation.  In  the  pre- 
vious session  of  the  Legislature,  LB  348  provided 
for  implementation  under  the  Insurance  Director. 
Should  HMO  enabling  legislation  again  be  intro- 
duced into  the  1974  Legislature,  it  is  the  recom- 
mendation that  the  judging  or  evaluation  of  the 
quality  of  medical  care  provided  be  the  respon- 
sibility of  the  medical  profession. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(5)  Report  of  the  President, 

John  I).  Coe,  M.D. 

Your  Reference  Committee  would  like  to  express 
its  appreciation  to  Dr.  Coe  for  his  remarks.  The 
Refei’ence  Committee  addressed  itself  to  the  number 
of  physicians  practicing  in  Nebraska  who  are  not 
membei’s  of  the  Nebraska  Medical  Association  and/ 
or  American  Medical  Association. 


RECOMMENDATION 

Your  Reference  Committee  recommends  that 
every  active  member  of  the  Association  and  par- 
ticularly every  Delegate  take  a personal  interest 
in  recruiting  these  colleagues.  The  Reference  Com- 
mittee would  also  like  to  extend  a special  word  of 
commendation  to  Dr.  Coe  for  having  taken  the  time 
to  write  a letter  to  each  new  physician  locating 
in  the  state  and  inviting  him  to  join  the  organiza- 
tion. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  your  Reference  Committee  repoii;.  This  was 
approved.  The  Chair  asked  that  this  be  published 
in  the  Association  Newsletter. 

(6)  Student  Membership,  Nebraska 
Medical  Association 

After  considerable  discussion,  it  was  evident 
that  the  purpose  and  function  of  the  Nebraska 
Medical  Association  and  the  American  Medical 
Association  is  not  understood  by  the  students  in 
our  schools  of  medicine.  For  the  most  part,  only 
the  political  activity  of  these  organizations  which 
is  usually  handled  in  a negative  manner  by  the 
news  media  reaches  the  student.  It  is  probably 
safe  to  state  that  the  majority  of  the  students  as- 
sume that  the  only  activity  of  these  organizations 
is  political  and  economic.  A diversity  of  ideas  was 
presented  on  orientation  of  the  medical  student 
to  organized  medicine.  Personal  contact  between 
the  medical  student  and  the  practicing  physician  is 
probably  most  influential.  “Take  a medical  stu- 
dent to  your  society  meeting”  could  be  a slogan 
for  each  active  member. 

The  problem  of  communicating  with  the  medical 
student  as  to  the  nature  and  value  of  the  Ne- 
braska Medical  Association  and  the  American  Medi- 
cal Association  is  the  same  problem  we  face  in 
gaining  the  membership  of  house  officers  and  our 
colleagues  in  practice  in  Nebraska.  Currently, 
however,  we  have  no  official  arm  to  promote  mem- 
bership. Neither  do  we  have  a protocol  to  pro- 
mote oi'ganized  medicine  with  the  administration 
and  the  staff  of  our  medical  schools.  Since  the 
medical  schools  look  to  the  practicing  physician  and 
the  'Association  for  support,  it  would  seem  that 
organized  medicine  could  be  afforded  the  oppor- 
tunity to  tell  its  story  to  the  student. 

RECOMMENDATION 

Your  Reference  Committee,  therefore,  recom- 
mends that  a membership  committee  be  appointed 
as  a standing  committee  of  the  Nebraska  Medical 
Association  to  develop  and  implement  pi'ograms, 
not  only  for  orientation  and  promotion  of  organized 
medicine  to  the  medical  student,  but  also  for  house 
officers  and  non-member  physicians  in  Nebraska. 

At  this  time,  your  Reference  Committee  would 
also  like  to  particularly  thank  the  house  officers 
and  the  student  members  who  attended  the  Refer- 
ence Committee  hearing  and  participated  so  elo- 
quently. Their  comments  were  most  appreciated  and 
enlightening. 

Mr.  Speaker,  I move  the  adopticn  of  this  section 
of  your  Reference  Committee  report.  This  was 
seconded.  A motion  was  made  to  change  the 
status  of  the  membership  committee  from  a standing 
committee  to  an  ad-hoc  committee  until  the  By- 
Laws  were  amended  to  include  this  committee  and 


December,  1973 


481 


its  definition.  This  amendment  was  approved,  and 
this  section  of  the  Reference  Committee  report  was 
approved  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #1,  AS  A WHOLE  AS  AMENDED.  This  was 
approved. 

Respectfully  submitted, 

Harlan  L.  Papenfuss,  M.D., 
Chairman 

Robert  M.  Sorensen,  M.D. 

John  C.  Finegan,  M.D. 

Reference  Committee  #2 

Reference  Committee  #2  considered  three  resolu- 
tions and  one  report.  Your  Reference  Committee 
submits  the  following  report  and  recommendations. 

(1)  Resolution  #2  — Patient-Physician 

Agreements 

This  resolution  reads  as  follows: 

WHEREAS,  third  party  carx'iers  make  their 
own  determinations  of  what  constitutes  usual 
and  customary  charges,  and 

WHEREAS,  the  Peer  Review  Committees 
have  found  that  a problem  exists  between  the 
patient  and  the  physician  relative  to  the  mis- 
understanding of  reimbursement  for  profes- 
sional services;  thei’efore 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  support  the  resolution  passed 
by  the  American  Medical  Association  in  June, 
1973,  as  follows: 

“RESOLVED,  that  the  American  Medical  As- 
sociation encourage  physicians  to  educate  pa- 
tients regarding  their  responsibility  to  the 
physician.  One  approach  to  such  education  is 
the  use,  where  appropriate,  of  a ‘statement  of 
understanding’  such  as  the  following: 

Statement  of  LTnderstanding 

“I  agree  that  the  detemiination  of  profes- 
sional seiwices  to  be  rendered  by  my  doctor 
and  the  fees  to  compensate  him  for  these  serv- 
ices are  matters  concerning  my  doctor  and  me. 
I understand  that  I have  the  primary  duty 
and  obligation  to  pay  my  doctor  for  his  serv- 
ices, notwithstanding  any  contract  I may  have 
with  any  third  party  (be  it  an  insurance  com- 
pany, employer,  union,  government  or  the  like). 
Neither  my  doctor  nor  I will  permit  any  third 
party  to  detemiine  what  medical  services  I 
need  or  what  fees  the  doctor  should  receive  in 
return  for  these  services.  Any  agreement  that 
either  of  us  may  have  with  any  third  party 
shall  not  affect  our  doctor-patient  relationship 
and  the  decisions  relating  to  medical  care  and 
fees.  Neither  my  doctor  nor  I,  as  his  patient, 
ai’e  in  any  way  bound  by  any  contract  the 
other  may  have  with  any  third  party.” 

Or  that  the  following  statement,  initiated  by  the 
Omaha  Medical  Society  be  adopted  by  the  Ne- 
braska Medical  Association: 

PATIENT-PHYSICIAN  AGREEMENT 
RESPONSIBILITY  FOR  FEES 

I,  the  undersigned,  recognizing  that  the  medical 
insurance  coverage  I possess  may  not  completely 


cover  the  fee(s)  for  professional  service(s)  rendered 
to  me,  I hereby  agree  that  I am  responsible  for 
said  fee(s).. 

I authorize  my  physician  to  give  notice  to  my 
medical  insurance  carrier (s)  of  this  agreement. 

I am  aware  that  I may  make  inquiry  of  my 
physician  relative  to  fee(s)  prior  to  any  profes- 
sional seiwiceis)  required  and  rendered  or  at  any- 
time thereafter. 

Dated  at , Nebraska 

this day  of , 19 

Signed 

(Name  of  Patient) 


(Address) 


(Witness) 

There  was  no  testimony  heard  in  the  Reference 
Committee  session  against  this  resolution.  It  was 
pointed  out  in  testimony  that  adoption  of  this 
resolution  would  in  no  way  mandate  any  action 
by  a member  of  the  Nebraska  Medical  Association 
but  would  encourage  physicians  to  educate  their  pa- 
tients and  to  discuss  fees  with  their  patients.  Fur- 
ther testimony  presented  pointed  out  that  many 
of  the  problems  related  to  the  Peer  Review  Com- 
mittee appear  to  be  a direct  result  of  lack  of  such 
discussion  as  well  as  patients  who  have  been 
inadequately  informed  by  their  employer  or  insur- 
ance carrier  as  to  the  exact  coverage  of  their  insur- 
ance policies. 

RECOMMENDATIONS 

1.  The  Reference  Committee  #2  recommends 
adoption  of  Resolution  #2,  with  the  following  addi- 
tional “RESOLVED:” 

“RESOLVED,  that  the  Nebraska  Medical  As- 
sociation make  available  to  all  members  of  the 
Nebraska  Medical  Association  at  cost,  appro- 
priate forms  to  implement  this  resolution  in 
those  situations  where  applicable.” 

2.  Your  Reference  Committee  recommends  the 
adoption  of  this  Resolution  #2,  as  amended. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(2)  Resolution  #5  — Opposition  to  Report  B, 
Council  on  Long-Range  Planning 

This  resolution  reads  as  follows: 

WHEREAS,  the  greatest  obligation  of  the 
American  Medical  Association  is  to  the  prac- 
ticing physician  at  the  grassroots  level;  and 

WHEREAS,  the  best  communication  with 
practitioners  is  through  the  state  and  county 
medical  societies,  and 

WHEREAS,  the  American  Medical  Associa- 
tion is  and  should  be  basically  a federation 
of  state  societies  through  which  all  physicians 
can  have  a voice  in  the  functions  of  the  Amer- 
ican Medical  Association;  and 

WHEREAS,  there  are  no  longer  categories 
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WHEREAS,  PL  92-603,  Section  227,  will  be 
detrimental  to  the  Medical  Education  Center 
operation  and  its  facilities  because  of  decreased 
revenues  derived  from  patient  care  unless  off- 
set by  enhanced  appropriations  from  the  State 
and  its  taxpayers. 

BE  IT  THEREFORE  RESOLVED,  that  PL 
92-603,  Section  227  is  contrary  to  existing  prin- 
ciples of  medical  practice  and  medical  educa- 
tion; and 


of  physicians  classifiable  as  specialists  and 
nonspecialists;  and 

WHEREAS,  the  American  Medical  Associa- 
tion recognizes  the  necessity  and  importance  of 
independent  “Specialty”  societies  to  further 
the  objectives  of  their  special  fields;  and 

WHEREAS,  direct  representation  in  the 
House  of  Delegates  of  a specified  limited  num- 
ber of  specialty  societies  would  open  the  door 
to  numerous  other  societies  which  could  right- 
fully demand  representation;  therefore  be  it 


RESOLVED,  that  the  House  of  Delegates 
retain  its  present  representational  structure  sub- 
ject to  minor  changes  as  may  be  dictated  by  the 
needs  of  the  Scientific  Sections;  and  be  it 

FURTHER  RESOLVED,  that  the  above  reso- 
lution be  endorsed  by  the  Nebraska  Medical 
Association  and  submitted  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  for 
their  consideration  at  the  Clinical  Convention, 
1973. 

No  testimony  was  heard  in  opposition  to  Reso- 
lution #5.  It  was  pointed  out  in  testimony  that 
all  specialty  groups  do  have  adequate  access  to  the 
AMA  through  several  diffei’ent  channels.  Addi- 
tionally, implementation  of  Report  B would  open 
the  door  to  many  other  specialties.  It  was  also 
pointed  out  that  implementation  of  Report  B 
would  probably  mean  the  loss  of  one  delegate  from 
the  State  of  Nebraska. 

RECOMMENDATION 

Your  Reference  Committee  recommends  the 
adoption  of  Resolution  #5. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  your  Reference  Committee  report.  This  was  ap- 
proved. 

(3)  Resolution  #7  — P.L.  92-603, 

Section  227 

This  resolution  reads  as  follows: 

WHEREAS,  PL  92-603,  Section  227  in  effect 
places  full-time  Medical  Education  Center 
physician  clinical  services  provided  within  the 
facility  under  Part  A of  Title  18  (Medicare) 
and  very  likely  Title  19  (Medicaid);  and 

WHEREAS,  PL  92-603,  Section  227  threatens 
to  induce  two  levels  of  medical  care  (non- 
private and  private)  within  Medical  Education 
Center  facilities;  and 

WHEREAS,  PL  92-603,  Section  227  may  dis- 
courage the  use  of  Medical  Education  (Center 
facilities  by  part-time  and  volunteer  Medical 
Education  Center  clinical  faculty  for  their  pa- 
tient care;  and 

WHEREAS,  PL  92-603,  Section  227  invades 
the  privacy  of  the  physician-patient  relation- 
ship from  both  a medical  record  and  financial 
standpoint  for  patients  cared  for  within  Medi- 
cal Educational  Center  facilities;  and 

WHEREAS,  PL  92-603,  Section  227  may  induce 
the  hospitalization  of  patients  elsewhere  be- 
cause of  the  above  and  thereby  deprive  medical 
students  of  comprehensive  patient  exposure 
within  the  Facility  and  the  patients  the  benefits 
of  the  facilities  of  the  Medical  Education  Cen- 
ter; and 


BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska Medical  Association  approve  of  Amer- 
ican Medical  Association  opposition  to  PL 
92-603,  Section  227;  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska Medical  Association  support  modifica- 
tion of  PL  92-603,  Section  227  so  as  to  cor- 
rect the  improprieties  and  inequities  identified 
above. 

There  was  no  testimony  heard  in  opposition  to 
Resolution  #7.  A detailed  analysis  of  PL  92-603, 
Section  227,  was  presented  supporting  the  WHERE- 
AS and  the  RESOLVED  portions  of  the  resolu- 
tion. 

RECOMMENDATIONS 

1.  Mr.  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  Resolution  #7  with  the  follow- 
ing additions: 

a.  In  the  5th  WHEREAS,  after  the  words  “med- 
ical students,”  insert,  “and  house  officer  education 
programs”  so  that  this  portion  of  the  resolution 
would  read: 

“WHEREAS,  PL  92-603,  Section  227,  may 
induce  the  hospitalization  of  patients  elsewhere 
because  of  the  above  and  thereby  deprive  medi- 
cal students  and  house  officer  education  pro- 
grams of  comprehensive  patient  exposure  with- 
in the  Facility  and  the  patients  the  benefits  of 
the  facilities  of  the  Medical  Education  Center; 
and” 

b.  In  the  sixth  WHEREAS,  that  a period  be 
placed  after  the  word  “care,”  and  the  remain- 
der of  the  WHEREAS  be  deleted. 

c.  It  is  recommended  that  the  second  BE  IT 
FURTHER  RESOLVED  be  re-worded  as  follows: 

“BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska Medical  Association  encourages  the 
American  Medical  Association  to  oppose  PL 
92-603,  Section  227;  and” 

d.  The  third  BE  IT  FURTHER  RESOLVED 
would  be  changed  as  follows:  Insertion  of  the  words 
“the  Social  Security  Administration  regulations  im- 
plementing” to  follow  the  words  “modification  of.” 
This  would  make  this  RESOLVED  read  as  follows: 

“BE  IT  FURTHER  RESOLVED,  that  the 
Nebraska  Medical  Association  support  modifica- 
tion of  the  Social  Security  Adm.inistration  regu- 
lations implementing  PL  92-303,  Section  227, 
so  as  to  correct  the  improprieties  and  inequities 
identified  above.” 

e.  The  Reference  Committee  also  recommends 
that  a fourth  RESOLVED  be  added  to  read  as  fol- 
lows: 

“BE  IT  FURTHER  RESOLVED,  that  the  of- 
ficers of  the  Nebraska  Medical  Association  be 
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instructed  to  send  copies  of  this  resolution  to 
the  Law  Department,  Council  on  Medical  Edu- 
cation, Council  on  Medical  Seiwices,  and  Board 
of  Trustees  of  the  American  Medical  Associa- 
tion; Congressmen  from  the  State  of  Ne- 
braska; the  Nebraska  Hospital  Association;  the 
American  Hospital  Association;  AAMC;  the 
Chancellor  of  the  University  of  Nebraska  Medi- 
cal Center;  and  the  Vice  President  of  Health 
Services  of  Creighton  University.” 

2.  Your  Reference  Committee  recommends  the 
adoption  of  this  resolution  as  modified. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(4)  Report  of  Delegate,  American  Medical 
Association,  Annual  Meeting 

Your  Reference  Committee  wishes  to  commend 
the  Delegate  to  the  A.M.A.  for  his  continued  efforts 
and  effective  leadership  in  the  House  of  Delegates 
of  the  A.M.A.  on  behalf  of  Nebraska. 

Several  of  the  items  contained  in  the  report  were 
dealt  with  in  two  of  the  above  resolutions  which 
have  already  been  acted  upon  by  this  House  of 
Delegates. 

Several  items  in  the  Delegates  Report  call  for 
action  by  specific  N.M.A.  committees. 

Your  Reference  Committee  recommends  the  en- 
tire content  of  the  items  summarized  in  the  Dele- 
gates Repoi't  be  referred  as  follows: 

BOARD  OF  TRUSTEES,  REPORT  E and  RE- 
PORT CC  — Refer  to  Peer  Review  Committee  of 
the  N.M.A. 

CO.  MED.  SERV.,  REPORT  A — RES.  7 and  CO. 
MED.  SERV.,  REPORT  D — Refer  to  the  Insur- 
ance and  Prepayment  Medical  Care  Committee  of 
the  N.M.A. 

RES.  153  — Refer  to  Insurance  and  Prepayment 
Medical  Care  Committee  and  the  Maternal  and 
Child  Health  Committee  of  the  N.M.A.,  and  the 
Pediatric  Society  of  Nebraska. 

RES.  100  — Refer  to  Public  Relations  Commit- 
tee of  the  N.M.A. 

BOARD  OF  TRUSTEES,  REPORT  X — Refer  to 
Legislative  Committee  of  the  N.M.A. 

CO.  L.R.P.  & D.,  REPORT  J — Refer  to  Rural 
Health  Committee  and  the  Health  Planning  Com- 
mittee of  the  N.M.A. 

BOARD  OF  TRUSTEES,  REPORT  Z and  CO. 
MED.  ED.,  REPORT  B — Refer  to  the  Education 
Committee  of  the  N.M.A. 

RES.  92  — • Refer  to  Legislative  Committee  of  the 

N.M.A. 

BOARD  OF  TRUSTEES,  REPORT  C;  BOARD  OF 
TRUSTEES,  REPORT  DD  and  RES.  158;  and  CO. 
MED.  SERV.,  REPORT  B ■ — Refer  to  the  Nebraska 
Hospital  Association  with  the  recommendation  that 
it  be  distributed  to  each  hospital  medical  staff  presi- 
dent. 

CO.  MED.  SERV.,  REPORT  C and  RES.  73  — 
Refer  to  Health  Planning  Committee  of  the  N.M.A. 

CO.  MED.  SERV.,  REPORT  H and  RES.  50  — 
Refer  to  the  Nebraska  Hospital  Association. 


RES.  22  and  RES.  104  — Refer  to  hospital  medi- 
cal staffs  through  the  medical  staff  president. 

RES.  148  — Refer  to  the  Nebraska  Hospital  As- 
sociation. 

BOARD  OF  TRUSTEES,  REPORT  0 — Refer 
to  Maternal  and  Child  Health  Committee  of  the 

N.M.A. 

BOARD  OF  TRUSTEES,  REPORT  Y and  RE- 
PORT GG  and  RES.  23  and  RES.  66  — Refer  to 
Insurance  and  Prepayment  Medical  Care  Committee, 
Medicolegal  Advice  Committee,  and  the  Council  on 
Professional  Ethics  of  the  N.M.A. 

RES.  87  — Refer  to  Legislative  Committee  of  the 
N.M.A. 

BOARD  OF  TRUSTEES,  REPORT  J — Refer 
to  the  Rural  Health  Committee  of  the  N.M.A. 

CO.  ON  L.R.P.  & D.,  REPORT  D — This  should 
be  given  special  attention  by  the  Policy  Committee 
of  the  N.M.A. 

The  Reference  Committee  further  recommends 
the  Policy  Committee  of  the  N.M.A.  consider  the 
report  and  refer  other  items  as  indicated. 

RECOMMENDATION 

Your  Reference  Committee  recommends  the  adop- 
tion of  the  Report  of  the  Delegate,  American  Medi- 
cal Association. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  your  Reference  Committee  report.  This  was  ap- 
proved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #2,  AS  A WHOLE.  This  was  approved. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D., 
Chairman 

Allan  C.  Landers,  M.D. 

Gordon  Francis,  M.D. 

Reference  Committee  #3 

Reference  Committee  #3  considered  three  reports, 
one  resolution  and  the  minutes  of  the  Board  of 
Councilors.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  Report  of  the  Ad-Hoc  Committee  on  PSRO 
RECOMMENDATION 

Reference  Committee  #3  considered  the  report  of 
the  Ad-Hoc  Committee  on  PSRO  as  found  in  the 
Handbook  and  recommends  acceptance  of  this  re- 
port with  the  following  change  in  wording. 

In  the  last  paragraph  of  this  report,  delete  the 
words  “PSRO  stand,”  and  substitute  “steps  for 
implementation  of  PSRO  in  Nebraska.”  This  change 
in  wording  is  recommended  by  the  committee  in 
view  of  the  N.M.A.’s  and  A.M.A.’s  record  of  vigor- 
ous opposition  to  this  legislation  prior  to  its  enact- 
ment into  law. 

Mr.  Speaker,  I move  the  acceptance  of  this 
section  of  your  Reference  Committee  report.  This 
was  approved. 

(2)  Resolution  #6  — Support  of  H.R.  9375  — 

Repeal  of  PSRO 

This  resolution  reads  as  follows: 

WHEREAS,  the  Professional  Standar-ds  Re- 
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view  Organization  section  of  the  Social  Se- 
curity Act  is  an  ill-conceived,  unconscionable, 
unnecessaiy,  and  unworkable  decree  for  the 
political  control  of  medical  care  in  the  United 
States,  and 

WHEREAS,  this  act  arbitrarily  implies  that 
the  standard  of  medical  care  provided  in  the 
United  States  is  less  than  the  high  quality  it 
is,  and 

WHEREAS,  this  act  will  seiwe  only  as  a 
barrier  to  continued  quality  medical  care;  there- 
fore be  it 

RESOLVED,  that  the  Nebraska  Medical  As- 
sociation as  a body  support  the  legislative  pro- 
posal introduced  by  Rep.  John  R.  Rarick  of 
Louisiana  (H.R.  9375)  to  repeal  the  Professional 
Standards  Review  Organization,  and  be  it  fur- 
ther 

RESOLVED,  that  our  own  Congressional 
Representatives  be  formally  encouraged  by  the 
Nebraska  Medical  Association  to  support  H.R. 
9375. 

RECOMMENDATION 

Reference  Committee  #3  considered  this  resolution 
from  the  Lancaster  County  Medical  Society  and  ap- 
proves the  intent  of  this  resolution.  Your  Refer- 
ence Committee  recommends  that  the  following 
language  be  substituted  for  Resolution  #6: 

“WHEREAS,  the  Professional  Standards  Re- 
view Organization  section  of  the  Social  Se- 
curity Act  Public  Law  92-603  is  considei’ed  un- 
necessary in  providing  for  or  improvement  of 
quality  medical  care  in  the  United  States,  be 
it  therefore 

RESOLVED,  that  the  N.M.A.  support  the 
legislative  proposal  introduced  by  Representa- 
tive John  R.  Rarick  of  Louisiana  (H.R.  8375) 
to  repeal  the  PSRO  section  of  Public  Law  92-603 
and  inform  our  Congressional  Representatives 
of  this  support.” 

Your  Reference  Committee  recommends  acceptance 
of  Resolution  #6  as  amended. 

Mr.  Speaker,  I move  the  acceptance  of  this  sec- 
tion of  your  Reference  Committee  report.  This  was 
seconded.  There  was  discussion  as  to  whether  the 
N.M.A.  should  seek  repeal  of  this  legislation,  or 
seek  to  modify  the  present  legislation.  Following 
this  discussion,  the  House  approved  this  section 
of  the  Reference  Committee  report. 

(3)  Report  of  the  Health  Planning 
Committee 

Reference  Committee  #3  considered  the  report  of 
the  Health  Planning  Committee  as  reported  orally 
by  Dr.  Cottingham  in  the  First  Session  of  the  House 
of  Delegates,  the  portion  of  the  report  of  the  Con- 
stitution and  By-Laws  Committee  regarding  the 
Health  Planning  Committee,  and  the  minutes  of  the 
Board  of  Councilors  relating  to  this  committee. 

RECOMMENDATIONS 

1.  Your  Reference  Committee  recommends  ap- 
proval of  the  report  of  the  Health  Planning  Com- 
mittee but  concurs  with  the  report  of  the  Constitu- 
tion and  By-Laws  Committee  that  the  name  of  this 
committee  should  be  the  Health  Planning  Committee. 


2.  Your  Reference  Committee  concurs  with  the 
Board  of  Councilors  recommendations  for  sub- 
stituting the  words  “medical  services”  in  Items  #1 
and  #2  of  the  proposed  definition  of  this  commit- 
tee as  follows: 

(1)  Develop  and  continually  update  a plan  for 
medical  services  in  Nebraska. 

(2)  Seek  counsel  and  recommendations  for  the 
Nebraska  Medical  Association  Guidelines  for 
Medical  Services  Health  Planning  in  Ne- 
braska from  all  groups,  public  and  private, 
interested  and  involved  in  health  cai’e  and 
its  delivery. 

Your  Reference  Committee  recommends  approval 
of  the  poi  tion  of  the  report  of  the  Constitution  and 
By-Laws  Committee  relating  to  the  Health  Planning 
Committee  as  amended. 

Mr.  Speaker,  I move  the  acceptance  of  this  sec- 
tion of  your  Reference  Committee  report.  This 
was  approved. 

Your  Reference  Committee  would  like  to  call  the 
Chair’s  attention  to  Chapter  12,  Section  1,  Page 
38,  of  the  Constitution  and  By-Laws  of  the  N.M.A, 
regarding  the  numerical  composition  of  standing 
committees  of  the  N.M.A. 

(4)  Report  of  the  Constitution  and  By-Laws 

Committee 

RECOMMENDATION 

Your  Reference  Committee  then  considered  the 
balance  of  the  report  of  the  Constitution  and  By- 
Laws  Committee  and  recommends  approval  of  the 
entire  report  as  amended  above. 

Ml".  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(5)  Report  of  the  Committee  on  Geriatrics 
RECOMMENDATION 

Reference  Committee  #3  then  considered  the  re- 
port of  the  Committee  on  Geriatrics  as  found  in 
the  Handbook  and  recommends  approval  of  this 
report. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was  ap- 
proved. 

MR.  SPEAKER,  I MOVE  ADOPTION  OP  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3,  AS 
A WHOLE.  This  was  approved. 

Respectfully  submitted, 

C.  J.  Cornelius,  M.D.,  Chainnan 
F.  H.  Hathaway,  M.D. 

Richard  A.  Cottingham,  M.D. 

Reference  Committee  #4 

Reference  Committee  #4  considered  three  reports, 
one  resolution  and  the  Life  Memberships  and  Fifty- 
Year  Practitioners.  The  Reference  Committee 
wishes  to  submit  the  following  report  and  recom- 
mendations. 

(1)  Life  Memberships  — Fifty-Year 
Memberships 

The  following  requests  for  Life  Memberships 
were  considered: 

Clyde  Wilcox,  M.D.  — Hastings 
Arthur  C.  Antony,  M.D.  — Omaha 
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Olin  J.  Cameron,  M.D.  — Omaha 
J.  P.  Redgwick,  M.D.  ■ — • Omaha 

The  following  list  of  Fifty-Year  Practitioners 
was  considered: 

David  M.  Bloch,  M.D.  — Arlington 
Geo.  A.  Haslam,  M.D.  — Fremont 
Walter  Benthack,  M.D.  — Wayne 
Dwight  0.  Hughes,  M.D.  — Fairbury 
Luther  V.  Gibson,  M.D.  — Lincoln 
Arthur  C.  Antony,  M.D.  — Omaha 
Clarence  F.  Bantin,  M.D.  — Omaha 
Bernard  C.  Bums,  M.D.  — Omaha 
Harry  R.  Elston,  M.D.  — Omaha 
Max  Fleishman,  M.D.  — Omaha 
J.  Hewitt  Judd,  M.D.  — Omaha 
Morris  Margolin,  M.D.  — Omaha 
Win.  C.  Kenner,  M.D.  — Nebraska  City 
Forrest  A.  Mountford,  M.D.  — Davenport 
Paul  A.  Reed,  M.D.  — Deshler 
Harlan  S.  Heim,  M.D.  — Humboldt 
Van  H.  Magill,  M.D.  — Curtis 
RECOMMENDATIONS 

1.  Reference  Committee  #4  wishes  to  recommend 
the  application  for  Life  Memberships  as  listed. 

2.  Reference  Committee  #4  wishes  to  further 
approve  the  list  of  Fifty-Year  Practitioners 
as  presented. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(2)  Report  of  Mental  Health  and  Mental 
Retardation  Committee 
RECOMMENDATION 

Your  Reference  Committee  next  considered  the 
report  of  the  Mental  Health  and  Mental  Retarda- 
tion Committee  as  contained  in  the  Handbook  and 
wishes  to  accept  this  report  as  wi’itten. 

Mr.  Speaker,  I move  the  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(3)  Report  of  the  Insurance  and  Prepayment 

Medical  Care  Committee 
RECOMMENDATION 

Reference  Committee  #4  next  considered  the  re- 
port of  the  Insurance  and  Prepayment  Medical  Care 
Committee  as  contained  in  the  Handbook,  and  the 
committee  recommends  acceptance  of  this  report  as 
written. 

Mr.  Speaker,  I move  the  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(4)  Resolution  #4  — Catastrophic  Insurance 

Coverage 

This  resolution  reads  as  follows: 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  support  the  concept  of  catas- 
trophic insurance  coverage,  and  be  it  further 

RESOLVED,  that  the  Association  urge  that 
the  private  insurance  industry  include  in  all 
their  health  and  accident  policies  catastrophic 
coverage. 

Reference  Committee  #4  considered  this  resolu- 
tion introduced  by  the  Omaha  Medical  Society  con- 
cerning catastrophic  insurance  coverage  urging  that 


private  insurance  industiy  include  catastrophic 
coverage  in  all  their  health  and  accident  policies. 
Members  of  the  Omaha  Medical  Society  present  at 
the  committee’s  discussion  indicated  the  purpose  of 
this  resolution  was  to  enable  the  private  insurance 
industry  to  take  advantage  of  such  voluntary  legis- 
lation before  some  form  of  compulsory  federal  legis- 
lation was  enacted  to  this  effect.  Further  dis- 
cussion concerned  the  amount  of  premium  increase 
for  this  type  of  coverage.  It  was  also  pointed  out 
in  discussion  that  this  type  of  coverage  is  already 
available  on  a voluntary  basis.  Following  discussion, 
however,  the  committee  felt  this  resolution  should 
be  recommended  as  written. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(5)  Report  of  Health  Education  in  Schools 
and  Colleges  Committee 

Reference  Committee  #4  next  considered  the  re- 
port of  the  Health  Education  in  Schools  and  Col- 
leges Committee  as  contained  in  the  Handbook. 
Drs.  Sam  Fuenning,  Henry  Smith,  and  John  Porter- 
field were  present  during  the  discussion  in  commit- 
tee on  this  report  and  were  extremely  helpful  in 
explaining  the  various  and  many  ramifications  con- 
cerned in  this  report.  The  committee  wishes  to 
highly  commend  Dr.  Fuenning  and  the  other  mem- 
bers of  this  committee  in  the  preparation  and  input 
of  this  extensive  report  on  behalf  of  the  Nebraska 
Medical  Association  as  well  as  the  Nebraska  Edu- 
cation Association.  A huge  amount  of  work,  effort 
and  detail  must  have  been  entailed  and  the  com- 
mittee feels  the  Association  should  express  their 
thanks  to  Dr.  Fuenning  in  this  regard. 

The  committee  feels  that  health  education  in 
the  Nebraska  schools  is  much  too  important  a sub- 
ject to  be  casually  relegated  to  whatever  depart- 
ment within  a given  school  might  be  willing  to 
bear  the  load. 

It  is  strongly  felt  by  the  committee  that  cer- 
tain points  of  emphasis  need  to  be  brought  to  the 
attention  of  the  Society  and  discussion  therewith 
centered  on  the  following  points. 

In  the  second  paragraph  of  this  report  con- 
cerning the  strong  evidence  that  teachers  and 
physicians  have  differences  of  opinion  on  the 
health  care  mechanism  and  systems:  that  there  is  a 
serious  lack  of  communication  between  physicians 
and  teachers;  that  additionally,  better  communica- 
tion between  physicians  and  teachers  is  necessary 
in  order  that  teachers  have  a better  understanding 
regarding  health  problems  and  health  care  delivery 
systems.  Conversely,  physicians  need  further  un- 
derstanding of  developmental  learning  problems  of 
children  and  of  the  curricular  demands  made  upon 
teachers  by  both  the  school  systems  and  the  public 
regarding  time  allotment.  It  was  brought  out  that 
when  opportunity  arises,  physicians  should  take 
the  time  to  work  on  a one-to-one  basis  with  teach- 
ers. Discussion  of  their  mutual  problems  would 
do  much  to  erase  misunderstanding  and  to  promote 
cooperative  good  will. 

In  the  sixth  paragraph  of  this  report  concern- 
ing the  assignment  of  a physician  tc  the  administra- 
tive staff  of  the  State  Department  of  Education: 
whether  this  position  be  voluntary  or  paid,  it  is 
to  be  hoped  that  the  person  selected  is  actively  in- 
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terested  in  health  education  as  well  as  vigorously 
working  in  the  field;  that  the  position  be  not  mere- 
ly a stepping  stone  towards  final  retirement;  that 
it  might  be  desirable  for  the  Nebraska  Medical  As- 
sociation to  recommend,  on  request,  a group  of 
names  for  consideration,  perhaps  including  a pedia- 
trician with  an  enhanced  understanding  of  chil- 
dren. It  was  further  felt  that  this  individual 
could  act  as  a coordinator  between  the  Department 
of  Health  and  the  Department  of  Education  in  Ne- 
braska, and  that  ramifications  in  this  area  need 
to  be  further  explored. 

It  was  pointed  out  to  the  committee  during  dis- 
cussion that  the  only  Health  Education  program 
statistically  validated  to  have  been  successful  to 
date  was  initiated  in  the  San  Romano  Valley  in 
California.  This  program  was  subsequently  moved 
to  the  Berkeley,  California  School  District.  The 
program  was  initiated  by  first  teaching  youngsters 
what  the  human  body  is  and  thereafter  teaching 
what  is  needed  to  maintain  the  human  body  (that 
is,  teaching  anatomy  and  physiology  first  so  the 
child  could  understand  function).  This  approach 
proved  successful  in  the  fourth,  fifth  and  sixth 
grade  levels  and  subsequently  made  possible  a better 
understanding  of  health  practices.  The  material 
taught  was  successfully  retained  by  the  children. 

Training  centers  were  set  up  to  train  principals 
and  teachers  together,  always  with  the  blessing 
of  the  school  superintendents.  In  this  regard, 
it  is  to  be  emphasized  that  while  success  in  each 
school  district  may  well  require  a different  grass- 
roots approach,  it  must  be  remembered  that  it  is 
always  necessary  to  work  with  the  existing  educa- 
tional hierarchy.  Educational  groups  currently  be- 
ing approached  to  form  an  interdigitating  commit- 
tee in  Nebraska  include  the  Nebraska  Educational 
Association  (which  is  the  teachers  association), 
the  Nebraska  Association  of  School  Administra- 
tors (which  is  the  superintendent  and  principal’s 
association),  the  Nebraska  State  School  Boards 
Association  (which  is  the  school  boards),  and  the 
overall  regulatory  agency  of  the  Nebraska  Depart- 
ment of  Education.  Not  mentioned  in  the  above 
report  was  the  desire  to  coordinate  with  the  Ne- 
braska State  Department  of  Health  and  with  the 
new  umbrella  organization,  the  Council  of  School 
Administrators. 

Currently  each  school  is  required  by  law  to  sub- 
mit a report  in  which  the  school  explains  the  way 
in  which  it  is  in  compliance  with  state  law  which 
requires  each  school  to  have  a comprehensive 
Health  Program.  Schools  which  fail  to  submit  a 
satisfactory  compliance  report  are  given  a devia- 
tion on  the  annual  accreditation  report  of  the 
school. 

Thus,  there  has  recently  become  available,  with- 
in the  past  two  or  three  months,  a “Guideline  for 
Comprehensive  Health  Education,  A Conceptual 
Approach”  issued  by  the  State  of  Nebraska  De- 
partment of  Education.  This  Guideline  provides 
an  outline  for  the  individual  school  district  to  use 
in  working  out  its  own  Health  Program  curriculum 
in  detail. 

LB  51  was  stated  to  have  been  originally  de- 
veloped to  aid  in  drug  education  but  more  recently 
has  been  broadened  to  include  other  health  fields. 
However,  LB  51  has  not  been  funded  to  date.  It 
was  felt  that  funding  of  this  bill  is  highly  desir- 


able. It  was  also  felt  that  LB  51  should  be  further 
broadened  rather  than  continue  its  current  empha- 
sis on  drug  education. 

The  committee,  on  behalf  of  the  state  associa- 
tion again  wishes  to  express  appreciation  to  Dr. 
Fuenning  and  his  committee. 

Your  Reference  Committee  wholeheartedly  rec- 
ommends acceptance  of  this  report. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #4,  AS  A WHOLE.  This  was  approved. 

Respectfully  submitted, 

Fred  J.  Rutt,  M.D.,  Chairman 
John  F.  Latenser,  M.D. 

R.  R.  Andersen,  M.D. 

Reference  Committee  #5 

Reference  Committee  #5  considered  three  re- 
ports and  three  resolutions.  The  Reference  Com- 
mittee submits  the  following  report  and  recom- 
mendations. 

(1)  Report  of  the  Public  Relations 
Committee 

RECOMMENDATION 

Your  References  Committee  recommends  the  ac- 
ceptance of  the  report  of  the  Public  Relations  Com- 
mittee. We  wish  to  commend  the  committee  for 
remaining  within  their  budget.  We  are  pleased 
to  know  of  the  coopei'ation  of  other  organizations 
such  as  the  American  Cancer  Society,  the  Sub- 
Committee  on  Athletic  Injuries  and  the  Traffic 
Safety  Committee. 

Mr.  Speaker,  I move  the  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was  ap- 
proved. 

(2)  Report  of  the  Relative  Value  Study 
Committee 

Your  Reference  Committee  reviewed  the  report 
of  the  Relative  Value  Study  Committee.  We  wish 
to  express  our  concern  over  the  failure  of  repre- 
sentatives -of  Specialty  Societies  to  provide  needed 
data  and  expeiTise.  It  is  hoped  this  report  will 
reflect  to  all  concenied  the  urgency  of  their  prob- 
lem and  endeavours. 

RECOMMENDATION 

Your  Reference  Committee  recommends  accept- 
ance of  this  report. 

Mr.  Speaker,  I move  the  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(3)  Report  of  the  Maternal  and  Child  Health 
Committee 

Your  Reference  Committee  reviewed  the  report 
of  the  Maternal  and  Child  Health  Committee.  It 
was  a very  infonnative  repoiT  and  showed  consid- 
erable effort  on  the  part  of  the  committee. 

RECOMMENDATIONS 

1.  We  concur  that  the  N.M.A.  should  seek  legis- 
lation to  include  in  all  health  insurance  contracts 
a provision  for  mandatory  coverage  for  the  sick 
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newborn  infant  from  the  time  of  birth,  as  pat- 
terned after  present  legislation  enacted  in  Louisiana. 

2.  We  also  concur  that  the  N.M.A.  serve  as  a co- 
sponsor for  the  upcoming  conference  on  teenage 
pregnancy  and  child  rearing,  and  assist  in  such 
ways  as  feasible. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(4)  Resolution  #1  — Unit  Values  — 
Relative  Value  Study 

Resolution  #8  — Ethical  Status  of  Practice  of 
Surgery  in  Rural  Areas 

These  resolutions  read  as  follows: 

Resolution  #1 

WHEREAS,  revision  of  the  1965  Relative 
Value  Study  is  an  ongoing  project  of  the  Ne- 
braska Medical  Association,  and 

WHEREAS,  inequities  in  relationship  of  unit 
values,  or  absence  of  such  unit  values,  in  re- 
gard to  preoperative  care,  postoperative  care, 
and  surgical  assistance  have  existed  in  prior 
relative  value  studies,  and 

WHEREAS,  unit  values  for  surgical  services 
as  listed  in  the  currently  operating  relative 
value  study  include  preoperative  and  postoper- 
ative care  without  regard  for  who  renders 
such  services,  and 

WHEREAS,  referring  physicians  are  fre- 
quently responsible  for  such  care,  and 

WHEREAS,  reimbursement  for  such  services 
are  dependent  upon  the  relative  value  study; 

NOW  THEREFORE  BE  IT  RESOLVED,  that 
precise  unit  values  be  defined  and  assigned  in 
the  revised  relative  value  study  to  preoperative 
care,  post-operative  care  and  surgical  assist- 
ance, reflecting  an  accurate  relation  to  serv- 
ices rendered,  whether  by  consulting  surgeon, 
attending  physician,  house  staff  or  other- 
qualified  personnel;  and 

BE  IT  FURTHER  RESOLVED,  that  such 
unit  value  definition  be  immediately  brought 
to  the  attention  of  all  concerned  agencies  who 
may  utilize  the  relative  value  study  in  adjudi- 
cating surgical  fees. 

Resolution  #8 

WHEREAS,  there  has  been  some  question 
regarding  the  ethical  status  of  the  practice  of 
surgery  in  rural  areas  by  surgeons  from  cities 
other  than  that  in  which  the  surgery  is  per- 
foi-med,  and 

WHEREAS,  the  position  of  the  American 
Academy  of  Family  Physicians  is  that  the 
Family  Physician  is  in  all  cases  of  referred 
surgery,  the  responsible  physician  for  the  pa- 
tients overall  care,  and 

WHEREAS,  the  American  Medical  Associa- 
tion’s Judicial  Council  has  stated  that  its  prin- 
ciples of  Medical  Ethics  serves  the  needs  of 
all  physicians  without  the  adoption  of  specific 
codes  of  ethics  by  specialty  organizations; 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association,  in  order  that  rural  health 


care  be  enhanced  and  strengthened,  encourage 
a strong  association  between  family  physicians 
and  specialists  in  the  care  of  rural  patients, 
whether  surgery  be  involved  or  not,  for  the 
benefit  and  facility  of  the  patient;  and 

BE  IT  FURTHER  RESOLVED,  that  the  va- 
rious items  of  surgical  care,  post-operative  care, 
surgery  and  surgical  assistance  be  itemized  sep- 
arately where  indicated,  on  every  surgical  bill 
regardless  of  the  site  of  care. 

Your  Reference  Committee  considered  these  reso- 
lutions to  be  similar  in  intent,  both  pertaining  to 
effective  delivery  of  rural  health  care  and  fee 
schedules. 

RECOMMENDATION 

After  evaluating  the  testimony,  a single  revised 
resolution  is  submitted  to  the  House  of  Delegates 
in  place  of  Resolutions  #1  and  #8,  as  follows: 

WHEREAS,  revision  of  the  1965  Relative 
Value  Study  is  an  ongoing  project  of  the  Ne- 
braska Medical  Association,  and 

WHEREAS,  inequities  in  relationship  of  unit 
values,  or  absence  of  such  unit  values,  in 
regard  to  preoperative  care,  postoperative  care, 
and  surgical  assistance  have  existed  in  prior 
relative  value  studies,  and 

WHEREAS,  unit  values  for  surgical  services 
as  listed  in  the  currently  operative  relative 
value  study  include  preoperative  and  post- 
operative care  without  regard  for  who  renders 
such  service  and  whether  such  care  is  given 
concurrently,  and 

WHEREAS,  referring  physicians  are  fre- 
quently partially  responsible  for  such  care,  and 

WHEREAS,  reimbursement  for  such  sei-vices 
are  dependent  upon  the  relative  value  study; 

NOW,  THEREFORE  BE  IT  RESOLVED, 
that  precise  values  be  assigned  to  preoperative 
care,  postoperative  care  and  surgical  assistance 
and  be  added  to  the  revised  relative  value  study. 
The  values  should  reflect  an  accurate  relation- 
ship of  responsibilities  and  services  rendered 
by  the  consulting  surgeon  and  attending  physi- 
cian, and 

BE  IT  FURTHER  RESOLVED,  that  these 
proposed  changes,  when  effected  by  the  Rela- 
tive Value  Study  Committee,  be  brought  to 
the  attention  of  all  concerned  agencies  who 
may  utilize  the  Relative  Value  Study  in  adjudi- 
cating fees.  If  this  resolution  is  adopted  and 
referred  to  the  Relative  Value  Study  Com- 
mittee, all  specialty  societies  should  be  urged 
to  provide  strong  and  vigorous  assistance  in 
its  development. 

Your  Reference  Committee  recommends  the  ac- 
ceptance of  this  substitute  resolution. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
seconded  and  discussion  followed.  It  was  pointed 
out  that  Resolution  #1  concerned  fees  and  Reso- 
lution #8  deals  with  ethics.  It  was  moved  to  amend 
the  Reference  Committee  report  to  also  accept 
Resolution  #8,  but  omitting  the  last  RESOLVED  of 
this  resolution.  This  amendment  was  approved,  and 
this  section  of  the  Reference  Committee  report  was 
approved  as  amended. 
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(5)  Resolution  #3  — Dr.  E.  Leininger’s  Tenure 
As  Delegate,  A.M.A. 

This  resolution  reads  as  follows: 

WHEREAS,  Earl  Leininger,  M.D.,  has  served 
the  Nebraska  Medical  Association  as  Delegate 
or  Alternate  Delegate  for  a period  of  24  years; 
and 

WHEREAS,  Dr.  Leininger  as  a solo  prac- 
titioner has  made  great  sacrifices  in  time,  effort, 
and  finances  to  further  the  efforts  of  organized 
medicine  to  bring  high  quality  medical  care  to 
the  citizens  of  his  community  and  to  the  State 
of  Nebraska;  therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  As- 
sociation salute  and  thank  Dr.  Leininger  as 
he  terminates  his  services  as  Delegate  to  the 
American  Medical  Association  at  the  end  of 
the  year  1973;  and  be  it  further 

RESOLVED,  that  a suitable  plaque  be  pre- 
pared and  sent  to  Dr.  Leininger  indicating  the 
appreciation  of  the  Nebraska  Medical  Associa- 
tion for  his  many  years  of  devoted  service. 

RECOMMENDATION 

Your  Reference  Committee  recommends  the  ac- 
ceptance of  this  resolution,  and  that  the  Executive 
Secretary  be  directed  to  fulfill  the  request  of  this 
resolution,  and  that  it  be  presented  at  the  next 
Annual  Meeting. 

Mr.  Speaker,  I move  the  acceptance  of  this  sec- 
tion of  your  Reference  Committee  report.  This  was 
approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #5,  AS  AMENDED  AS  A WHOLE.  This  was 
approved. 

Respectfully  submitted, 

R.  F.  Sievers,  M.D.,  Chairman 
Robert  D.  Sidner,  M.D. 

Thomas  Wallace,  M.D. 

Reference  Committee  #6 

Reference  Committee  #6  considered  four  reports 
and  the  minutes  of  the  Board  of  Councilors.  The 
Reference  Committee  submits  the  following  report 
and  recommendations. 

(1)  Report  of  the  Rural  Medical  Service 
Committee 

RECOMMENDATION 

Your  committee  suggests  acceptance  of  this  report, 
but  would  suggest  a report  of  the  number  of  actual 
placements  accomplished  for  the  information  of 
the  Association. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(2)  Report  of  the  State  Peer  Review 
Committee 

RECOMMENDATIONS 

1.  The  summation  of  the  activities  of  the  State 
Peer  Review  Committee  were  reviewed  and  your 
Reference  Committee  recommends  the  approval  of 
this  report. 

2.  In  addition,  we  wish  the  Nebraska  Medical 
Association  to  request  the  third  party  earners  of 


Nebraska  to  inform  their  subscidbers  that  their 
insurance  policies  in  no  way  fix  the  physician’s 
fees.  The  fees  are  to  be  detennined  by  the  physician 
alone  and  the  fees  paid  by  the  insurance  company 
are  determined  by  the  premium  cost  of  that  par- 
ticular policy. 

3.  The  following  is  a special  notice  regarding 
concurrent  care  written  by  Stanley  M.  Tnihlsen, 
M.D.,  which  is  for  the  information  of  the  House 
of  Delegates: 

Concurrent  Care 

Our  Peer  Review  Committee  deals  with  a 
variety  of  problems  in  an  attempt  to  insure 
that  members  of  our  Society  are  producing 
effective  high  quality  medical  care.  With  in- 
creasing frequency  the  problem  of  concurrent 
care  is  being  forwarded  to  the  committee  for 
its  judgment  and  decision.  This  is  often  a 
difficult  judgment  to  make.  Certainly,  a pa- 
tient with  a serious  medical-surgical  problem 
may  require  the  services  of  more  than  one 
physician.  This  occurs  in  the  case  of  referral 
from  one  specialist  to  another  and  continued 
followup  by  the  interested  primary  physician 
which  raises  the  question.  It  is  in  this  ax’ea 
that  the  integrity,  sincerity,  and  judgement 
of  the  physician  is  called  for. 

After  considerable  deliberation,  the  Peer  Re- 
view Committee  had  developed  the  following 
suggestions  for  the  kind  of  patient  who  re- 
quires more  than  one  doctor.  Consultation 
should  generally  be  requested  with  the  follow- 
ing in  mind:  (1)  Consultation  for  additional 

medical  opinion  without  further  followup; 
(2)  Consultation  with  continued  followup  by  the 
consultants  because  of  the  expertise  in  a specific 
field,  with  primary  care  continued  by  the  re- 
ferring physician;  or  (3)  Consultation  with 
complete  takeover  of  the  case  by  the  consult- 
ants because  of  the  nature  of  the  case  and  the 
lack  of  expertise  on  the  part  of  the  referring 
physician. 

It  is  hoped  that  this  general  outline  will  re- 
duce the  incidence  of  the  problem  and  the 
abuse  of  duplicate  charges  on  the  part  of  the 
physician  who  is  no  longer  involved  in  the  di- 
rect care  of  the  patient. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was  sec- 
onded. Following  discussion  regarding  the  concur- 
rent care  notice,  a motion  was  made  to  amend 
the  second  and  third  paragraphs  as  follows: 

After  considerable  deliberation,  the  Peer  Re- 
view Committee  had  developed  the  following 
suggestions  for  the  kind  of  patient  who  re- 
quires more  than  one  physician.  Consultation 
should  generally  be  requested  with  the  follow- 
ing in  mind:  (1)  Consultation  for  additional 

medical  opinion  without  further  followup;  or 
(2)  Consultation  with  continued  followup  by 
the  consultants,  with  primary  care  continued  by 
the  referring  physician;  or  (3).  Consultation  with 
complete  takeover  of  the  case  by  the  consultants 
because  of  the  nature  of  the  case  and  need 
for  particular  expertise. 

It  is  hoped  that  this  general  outline  will  re- 
duce the  incidence  of  the  problem  of  duplicate 
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charges  on  the  part  of  the  physician  who  is  no 
longer  involved  in  the  direct  care  of  the  patient. 

This  amendment  was  approved  by  the  House, 
and  this  section  of  the  Reference  Committee  report 
was  approved  as  amended. 

(3)  Sub-Committee  on  Athletic  Injuries 
RECOMMENDATIONS 

1.  This  report  is  recommended  for  approval  by 
your  Reference  Committee  with  the  following 
amendment  as  such.  In  the  second  sentence  of  the 
first  paragraph  with  the  word  “disappointed,”  un- 
derline to  the  end  of  the  sentence. 

2.  Also  the  deep  disappointment  of  individual 
membei’s  of  the  Sub-Committee  on  Athletic  Injuries 
has  been  conveyed  to  this  Reference  Committee 
and  we  urge  that  the  membership  at  large  support 
this  program  and  all  the  programs  sponsored  by 
the  Nebraska  Medical  Association. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

(4)  Report  of  Ad-Hoc  Committee  on  Membership 
for  House  Officers 
RECOMMENDATIONS 

The  Reference  Committee  suggests  the  adoption 
of  the  report  of  the  Ad-Hoc  Committee  on  Member- 
ship for  House  Officers  with  two  changes. 

1.  The  first  being  in  the  fifth  paragraph,  first 
sentence:  insert  the  words,  “that  are  members,” 
between  the  word  “officers”  and  “was.”  This  would 
then  read:  “.  . . the  committee  came  to  believe  that 
a ratio  of  one  delegate  to  every  50  house  officers, 
that  are  members,  was  appropriate,  . . .” 

2.  The  second  change  recommended  is  in  the 
summary,  item  #1.  This  will  read:  “The  commit- 
tee recommends  that  house  officers  be  admitted  as 
special  members,  as  concerns  dues  and  representa- 
tion, of  the  Nebraska  Medical  Association  with  full 
membership  benefits.” 
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Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
seconded  and  considerable  discussion  followed.  Dr. 
Landgraf  told  the  House  the  Ad-Hoc  Committee 
on  Membership  would  consider  this  and  work  out 
the  details.  This  section  of  the  Reference  Committee 
report  was  approved. 

(5)  The  Minutes  of  the  Board  of  Councilors 
RECOMMENDATION 

Your  Reference  Committee  recommends  that  the 
portion  of  the  minutes  of  the  Board  of  Councilors 
pertaining  to  membership  for  house  officers  be 
accepted  as  submitted  with  a footnote  being  made 
of  the  word  “special.”  In  this  case  “special”  was 
used  in  regards  to  the  house  officer  status  in  regard 
to  dues  and  representation. 

Mr.  Speaker,  I move  acceptance  of  this  section 
of  your  Reference  Committee  report.  This  was 
approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #6,  AS  A WHOLE  AS  AMENDED.  This 
was  approved. 

Respectfully  submitted, 

Russell  L.  Gorthey,  M.D., 
Chairman 
V.  F.  Colon,  M.D. 

Janies  Carlson,  M.D. 

Dr.  Nye  asked  for  a report  on  the  status  of 
the  physician’s  assistant,  and  Dr.  Smith,  Director, 
State  Department  of  Health,  discussed  the  progress 
of  the  legislation  on  this.  There  was  also  discus- 
sion regarding  nurse  practitioners,  and  it  was  sug- 
gested that  the  Health  Planning  Committee  con- 
sider the  role  of  the  physician’s  assistant  and  nurse 
practitioner. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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